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Mushroom  poisoning — is  it  rare  or  is  it  not 
diagnosed?  The  following  letter  is  interesting 
and  thought-provoking: 

To  the  Editor: 

In  the  fifty  years  that  the  Colorado  Department 
of  Pubhc  Health  has  kept  vital  statistics,  there 
have  been  no  fatal  cases  of  mushroom  poisoning 
reported  in  this  state.  There  are  many  reasons  to 
doubt  that  this  information  is  accurate: 

A.  In  geographical  areas  smaller  than  Colorado 
where  mushroom  poisoning  is  a reportable  disease, 
many  cases  are  recorded  and  fatalities  are  common. 

1.  In  New  England,  25  cases  have  occurred  in 
this  same  50-year  period. 

2.  In  Switzerland,  300-400  cases  are  reported, 
with  four  to  five  fatalities  per  year. 

3.  In  the  San  Francisco  area,  four  to  five  cases 
of  mushroom  poisoning  are  treated  annually 
in  the  Stanford  University  hospital. 

B.  There  are  cases  of  mushroom  poisoning  oc- 
curring in  Colorado. 

1.  On  the  first  of  July,  1967,  I sent  a letter  to 
all  the  hospitals  in  the  Denver  metropolitan 
area  offering  to  help  in  the  identification  of 
the  mushroom  involved  in  any  cases  of  mush- 
room poisoning  that  might  be  admitted.  In 
less  than  two  months,  five  cases  were  re- 
ported that  were  serious  enough  to  require 
hospitalization.  Several  other  cases,  not  seri- 
ous enough  to  require  hospitalization,  were 
reported  to  me  verbally  by  physicians  who 
happened  to  know  I was  interested  in  mush- 
room poisoning. 

2.  There  is  no  reason  to  believe  that  all  the 
cases  that  occurred  in  this  area  were  report- 
ed to  me,  or  that  there  were  more  cases  this 
summer  than  in  any  other  year  in  the  past 
fifty  years. 

3.  Cases  requiring  hospitalization  in  past  years 
have  been  reported  to  me  verbally. 

C.  At  the  meeting  of  the  North  American 
Mycological  Association  this  summer,  it  was  sug- 
gested that  in  areas  where  mushroom  poisoning  is 
a reportable  disease,  there  is  an  incidence  of 
poisoning  varying  from  one  to  three  cases  per 
100,000  population  per  year.  The  incidence  of 
fatality  of  reported  cases  is  about  1 per  cent  which 
would  suggest  a fatality  rate  from  this  disease  of 
one  per  ten  million  population  per  year.  Applied 


to  Colorado,  this  would  suggest  that  there  might 
be  20-60  cases  of  mushroom  poisoning  annually, 
and  that  a fatality  from  this  disease  might  occur 
every  2-5  years. 

One  cannot  escape  the  logical  conclusion  that 
some  fatalities  may  have  occurred  in  Colorado  in 
the  past  fifty  years,  but  have  not  been  properly 
diagnosed  or  recorded. 

While  it  may  seem  that  the  incidence  of  this 
disease  is  too  trivial  to  warrant  the  consideration 
of  the  Public  Health  Department  and  though  the 
fatality  rate  is  so  infinitesimal  that  it  hardly  de- 
serves mention  to  the  medical  profession,  this 
impression  may  be  completely  erroneous.  If  the 
above  figures  are  projected  to  the  national  popula- 
tion, they  become  more  impressive  and  actually 
sound  absurd — 20,000  cases  per  year  with  200  fa- 
talities! 

Before  rejecting  the  whole  idea  as  ridiculous, 
remember  that  the  population  of  the  United  States 
is  almost  fifty  times  that  of  Switzerland  and  con- 
sider the  hundreds  of  thousands  of  cases  of  “gas- 
roenteritis  of  unknown  etiology,”  reported  and 
not  reported,  that  occur  in  this  country  each  year. 
In  how  many  of  these  cases  was  the  question  of 
mushroom  poisoning  even  considered?  How  many 
fatal  cases  of  acute  “hepatitis,”  “nephritis,”  or 
“encephalitis”  in  which  a causative  organism  or 
toxin  was  never  identified  are  reported  annually? 
How  many  of  these  patients  or  their  relatives 
were  questioned  about  the  ingestion  of  mushrooms 
during  the  three  or  four  days  prior  to  the  onset 
of  the  fatal  illness?  Before  these  questions  are 
answered,  I doubt  that  we  can  shrug  off  the  possi- 
bility that  these  hypothetical  figures  are  true. 

Mycologists  do  not  take  this  possibility  as 
lightly  as  does  the  medical  profession.  Attempts 
have  been  made  to  obtain  statistics  on  the  inci- 
dence of  mushroom  poisoning  in  various  areas. 
At  its  recent  meeting,  the  North  American  Myco- 
logical Association  appointed  a mycophagy  com- 
mittee for  the  dual  purpose  of  encouraging  the 
use  of  edible  mushrooms  as  food  and  attempting 
to  reduce  the  incidence  of  mushroom  poisoning  by 
gathering  statistics  regarding  the  incidence  of  this 
malady  and  educating  the  public  as  to  how  to 
avoid  it.  The  M.D.s  on  this  committee  were  dele- 
gated the  task  of  collecting  statistics  from  various 
regions  for  this  study.  To  their  chagrin,  it  was 
found  that  in  most  regions  of  the  country,  includ- 
ing Colorado,  no  worthwhile  statistics  were  avail- 
able. Regional  and  national  public  health  organiza- 
tions, poison  centers,  and  governmental  and  pri- 
vate hospitals  and  even  the  surgeon  general’s 
office  were  contacted;  and  while  a few  cases,  both 
fatal  and  non-fatal  were  found,  no  morbidity  or 
mortality  figures  of  any  significance  were  avail- 
able. This  is  one  of  the  motivations  that  prompted 
this  letter. 

It  is  my  feeling  that  mushroom  poisoning  should 
be  a reportable  disease  through  the  Department 
of  Public  Health,  both  locally  and  nationally,  for 
the  following  reasons: 
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1.  It  is  a completely  preventable  illness  that 
carries  an  appreciable  morbidity  and  can  be  fatal. 

2.  Its  incidence  may  be  higher  than  anyone 
at  present  realizes,  and  there  is  no  way  of  deter- 
mining the  incidence  unless  it  is  made  a reportable 
disease. 

3.  It  will  never  be  adequately  diagnosed,  treat- 
ed, or  prevented  without  education  of  both  the 
medical  profession  and  the  public.  Education  can 
only  begin  with  factual  information. 

4.  It  could  be  a public  health  problem  since 
wild  mushrooms  are  served  in  many  restaurants 
as  well  as  in  private  homes. 

5.  It  is  an  unknown  specter  which  prevents  the 
public  from  using  one  of  our  abundant  natural 
resources  as  food  because  of  uncertainty  and  fear 
as  to  which  are  edible  and  which  are  poisonous 
mushrooms. 

6.  The  reliable,  statistical  data  obtained  would 
advance  the  knowledge  of  mycologists  and  toxi- 
cologists. 

7.  It  is  the  duty  of  the  medical  profession  and 
the  public  health  agencies  to  lead  in  the  investiga- 
tion of  this  area  of  preventive  medicine  rather 
than  depend  upon  the  mycologists  to  point  out 
the  need. 

D.  H.  Mitchel,  M.D. 

Denver 


University  of  Colorado  Medical  Center 

The  largest  single  gift  ever  made  to  the  Uni- 
versity of  Colorado  School  of  Medicine  for  student 
loans,  a check  for  $200,000,  was  presented  to  the 
school  November  29th  to  create  a loan  fund  in 
memory  of  a frugal  and  retiring  92-year-old  Colo- 
rado dryland  farmer  whose  own  formal  education 
ended  early  in  life.  The  gift  establishes  the  “Lewis 
H.  Fahrenbrink  Medical  Student  Loan  Fund”  as  a 
permanent  resource  to  assist  students  at  the  CU 
Medical  Center  in  Denver. 

Mr.  Fahrenbrink  died  in  Greeley  January  27, 
1967,  leaving  an  estate  valued  in  excess  of  $600,000 
and  a will  which  directed  that  half  of  his  estate, 
after  certain  specific  bequests,  should  go  to  the 
CU  medical  school  for  student  loan  uses. 

Mr.  Carl  D.  McKinley,  who  was  a member  of 
the  CU  Board  of  Regents  from  1936  to  1942,  was 
principally  responsible  for  Mr.  Fahrenbrink’s  in- 
terest in  the  medical  school.  The  Greeley  invest- 
ment counselor,  his  son,  then  a CU  medical  student, 
and  Dr.  Robert  J.  Glaser,  Dr.  Conger’s  predecessor 
as  vice  president  and  dean,  introduced  Mr.  Fahren- 
brink to  the  school’s  facilities  and  needs  during  a 
visit  to  the  Medical  Center  in  1961.  Shortly  there- 
after, Mr.  Fahrenbrink  made  his  will,  designating 
the  gift  to  the  school  and  naming  Mr.  McKinley 
as  executor  of  his  estate. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail 
able  as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs ; the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi-. 
lepsy,  migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  NorinyI-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidi 
in  patients  receiving  oral  contraci 
tives : nausea,  vomiting,  gastroini 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edei 
chloasma  or  melasma,  breast  char 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (im 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  giv 
immediately  postpartum,  cholest 
jaundice,  migraine,  rash  (allergic' 
rise  in  blood  pressure  in  susceptil 
individuals,  mental  depression. 
Although  the  following  side  effec 
have  been  reported  in  users  of  ori 
contraceptives,  no  cause  and  effe« 
relationship  has  been  established 
anovulation  posttreatment,  prer 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystiti 
like  syndrome,  headache,  nervou 
ness,  dizziness,  fatigue,  backache 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption, 
itching.  The  following  occurrence 
have  been  observed  in  users  of  oi 
contraceptives  (a  cause  and  effeci 
relationship  has  neither  been  est< 
lished  nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 


The  following  laboratory  tests 
be  altered  by  the  use  of  oral  contr 
ceptives:  increased  sulfobromo- 
ph  thalein  and  other  hepatic  func 
tests,  coagulation  tests  (increase 
prothrombin,  factors  'VII,  VIII,  I) 
and  X),  thyroid  function  (increas 
FBI  and  butanol  extractable  proh 
bound  iodine  and  decrease  in  T® 
values),  metyrapone  test,  preg- 
nanediol  determination. 


ethindrone  an  original  steroid  from 


SYNTEXS 


LABORATORIES  INC. .PALO  ALTO.  CALIF. 


Untreated  Patient 


The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-l  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-l  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active/  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-l. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-l  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


taDtets 


(nofg{hi'fitirofi.e  i!fng  craestrinof  O'OSmg  ) 


For  your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadii®  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 
antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 


The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 


Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


m/7fhrop 


Winthrop  Laboratories 
New  York,  N.Y.  10016 


W 


pain?” 


“my 

gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


Niyianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains;  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.  E.,  Personal  communication. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


How  well  does  Vistaril  relieve  the  symptoms  that 
plague  an  alcoholic  during  the  recovery  period? 
Doctors  Knott  and  Beard  of  the  Alcoholic  Reha- 
bilitation Unit,  Tennessee  Psychiatric  Hospital 
and  Institute,  recently  conducted  a double-blind 
study  comparing  Vistaril  and  another  well- 
established  antianxiety  agent  with  placebo  in  60 
chronic  alcoholic  patients.^ 

The  investigators  conclude : “It  was  the  opinion 
of  the  staff  that  hydroxyzine  was  generally  more 
effective  than  chlordiazepoxide,  for  the  follow- 
ing reasons : hydroxyzine  was  equally  if  not  more 
effective  in  reducing  anxiety  and  tension  and  it 

produced  less  daytime  sedation (See  results 

on  succeeding  pages.) 

Here  is  new  evidence  that  Vistaril  can  ease  ten- 
sion, allay  anxiety  in  chronic,  hospitalized  alco- 
lolic  patients.  But  you  might  also  choose  Vistaril 
for  what  it  doesn’t  do.  Although  not  evaluated  in 
his  study,  Vistaril  is  reported  to  be  non-euphor- 
iant, and  its  low  toxicity  makes  it  relatively  safe. 
Best  of  all,  Vistaril  is  non-habituating.  To  date, 
fter  more  than  ten  years  of  clinical  use,  there 
lave  been  no  reports  of  dependency  in  patients 
eceiving  Vistaril. 

Nth  Vistaril,  it  is  as  easy  to 
»top  therapy  as  it  is  to  start. 


HYDROXYZINE 
PAMOATE) 


Ilbase  see  last  page  for  prescribing  information 


the  study:'  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d. ; twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2==Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 


the  results' 


DURING 
FIRST  WEEK 


DURING 
THIRD  WEEK 


Anxiety  reduced  with  Vistaril 


Composite  Rating  of  Anxiety: 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  ANXIETY  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 


Tension  eased  with  Vistaril 


Composite  Rating  of  Tension: 


12  3 4 5 6 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


In  Alcoholism... 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”^ 


DURING  FIRST  WEEK 


IDURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  {%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 


VISTARIL 

(hydroxyzine 

pamoate) 


Composite  Rating  of  Emotional  Withdrawal: 
1 2 3 4 5 

FIRST  : \:ii 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (%) 


VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide 
21%  27% 


Placebo 

13% 


Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


FIRYST 


First 

VifEEK 


FIRST 


i 

OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
17%  13%  14% 


Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side  i 

Effects 

Not  Treated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 

Effects 

Not  Treated 

1 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 

Effects 

Not  Treated 

Placebo 


Increase  in  hostility  minimized 
ivith  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility; 

1 2 3 4 5 6 

VISTARIL 
[hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


DVERALL  CHANGE  IN  HOSTILITY  (%) 

ifISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

^ooperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 
hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


IVERALL  CHANGES  IN  COOPERATIVENESS  (%) 

'ISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  -70% 

n Alcoholism... 

HYDROXYZINE 

PAMOATE) 


BRIEF  SUMMARY 

Contraindications ; Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply;  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HCl  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HCl) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  Icc.per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 


LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


<EIVIP!RiN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2Vi,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Marie 

Antoinette 

knew 

what  every 
doctor 
should 
know... 


"Marie  Antoinette."  An  early  steel  engraving. 


She  never  lost  her  head  as  a hostess.  She  soothed  her  guests'  tensions  with  wine, 
mankind's  first  medicine  and  the  supreme  mild  tranquilizer  for  the  past  5,000 
years  or  more. 

We  hope  you  do  likewise  in  your  practice.  Doctor,  using  wine  as  an  aid  to 
therapy  in  many  cases.*  May  we  prescribe  our  free  book,  "USES  OF  WINE  IN 
MEDICAL  PRACTICE:  A SUMMARY,"  based  on  25  years  of  worldwide  scien- 
tific research? 

And  for  your  home,  we'll  send  along  our  latest  free  booklet,  "CALIFORNIA 
WINE  COOKERY  AND  DRINKS."  Its  24  gaily-designed  pages  give  88  recipes 
and  hints  for  relaxed  entertaining.  Write  us  today,  won't  you? 

Here's  to  you.  Doctor,  your  family  and  your  patients.  Happier  days  with  wine ! 

*Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  patient; 
can  aid  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorp- 
tion syndrome;  helps  hospital  and  geriatric  home  morale; 
helps  to  make  meal-time  pleasant  and  relaxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive,  free: 
“USES  OF  WINE  IN  MEDICAL  PRACTICE"  (62  pp.),  and  “CALI- 
FORNIA WINE  COOKERY  AND  DRINKS,"  (24  pp.)  to  help  wine 
enjoyment  and  entertainment. 


WINE  AqVISORY  BOARD,  DEPT.  C-3,  717  MARKET  ST.,  SAN  FRANCISCO,  CALIF.  94103 


Phenaphen 
with  Codaina 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  {Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2y2  gr.) 162.0  mg. 

Phenacetin  (3  gr.)  ....194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


1/2  gr.  (No.  3).  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid] 
excessive  or  prolonged  use.  | 

Side  Effects:  Side  effects  are  uncommon — nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO..  INC..  Richmond.  Va.  23220 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 


Ihe  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  disrressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  nor  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

t 

Ihe  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 


lower  rib  cage 


perineal  muscles 


abdominal  muscles 


bladder 


diaphragm 


non.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
c other  reasons,  dependent  somewhat  on  her  parity 
1 and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
. perineal  musculature.  The  uterus,  lying  against  a 
!i  slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
■coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
.colds  is  almost  the  rule. 

'I 

‘4s  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
'■results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
;will  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page) 


From  a continuing  study  on  nasal  congestion . . . 


R.  o.aA. 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 

■ ■ ■ ® 

■ I IqIHIIiIC  timed-release  tablets 


Each  timed-release  tablet  contains; 
Phenylpropanolamine  hydrochloride  50mg 

Pyrilamine  maleate  25mg 

Pheniramine  maleate  25mg 


Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 
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patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  ail.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

f 

I he  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Jlpparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 

Tell  her  to  get 
“The  Orange  Medicine” 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg 

Pheniramine  maleate 6.25  md 

Pyrilamine  maleate  6.25  mg 


For  nasal  congestion  you  can  bring  quick,  lasting  comW 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  ma]H 
occasionally  encounter  these  side  effects:  drowsines^B 
blurred  vision,  cardiac  palpitations,  flushing,  dizzines*| 
nervousness  or  gastrointestinal  upsets.  Precautions:  th^H 
possibility  of  drowsiness  should  be  considered  by  peH 
tients  engaged  in  mechanical  operations  requiring  alerfll 
ness.  Use  with  caution  in  patients  with  hypertensiorBj 
heart  disease,  diabetes,  or  thyrotoxicosis.  H 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 


And  to  you.  . 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 


Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


"Man's  best  f riend"in  wintertime  diarrheas 


In  winter  ''flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  Donnatal®).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 
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AHj^OBINS 


THSmA 
FORMULATION 
FOR  EVERT 
GODOHINO  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSm® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSm®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSm 

ROBITUSSm  A-C 

ROBITUSSm-DM 

ROBITUSSm-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indicuiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
ciiliuns:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Wanungs:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  I’recaiilioiis:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
lor  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  I capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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□ DORSEY  TLU-GRAM”  0 

' .-I 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OE  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic’ 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  UBORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68S01 


I 

I clip  and  file  under  “flu" 

I For  relief  of  "flu-like”  symptoms 

I Tussagesic  timed-release  tablets 

I PHONE  COLLECT 

I For  emergency  starter  samples 

I to  Keith  Sehnert,  M.D. 

I Medical  Director 

I (402)434-6311 

I Fast  delivery  by  your  Dorsey 

1 Representative 
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and 

for  a problem  pathogen* 
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"Staphylococcus  aureus 
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study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO(trjaciitifloleandoniycln) 


study  11 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.;  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 
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Indications:  ToiranW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardia 
arrhythmias  have  occurred  in  hypi 
thyroid  patients  and  in  patients  re 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regimer 
Imipramine  may  block  the  pharmt 
cologic  activity  of  guanethidine  a 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at 
present  time  in  patients  under  12 
of  age. 

Adverse  Reactions:  Dryness  of  th 
mouth,  tachycardia,  constipation; 
turbances  of  accommodation,  swi* 
ing,  dizziness,  weight  gain,  urinaij 
frequency  or  retention,  nausea  ar 
vomiting,  peripheral  neuritis,  mile 
parkinson-like  syndrome,  tremorij 
rare  cases  of  falling  in  elderly  pa 
tients,  confusional  states  (with  si 
symptoms  as  hallucinations  and 
orientation),  activation  of  psychi 
schizophrenics  and  agitation  (in( 


When 
a milestone  in  life 
is  marred 


ypomanic  and  manic  episodes) 
h may  require  dosage  reduction 
or  addition  of  a tranquilizer  or 
jiorary  discontinuation  of  the  drug, 
iptiform  seizures,  orthostatic 
[tension  and  substantial  blood 
isure  fall  in  hypertensive  patients, 

J ura,  transient  jaundice,  bone  mar- 
fcjepression  including  agranulocy- 
fci,  sensitization  and  skin  rash 
fding  photosensitization,  eosino- 

Jja,  and  mild  withdrawal  symptoms 
ijidden  discontinuation  after  pro- 
^d  treatment  with  high  doses. 
Msional  hormonal  effects  (im- 
ice,  decreased  libido,  and  estro- 
: effects)  may  be  observed. 
)ine-like  effects  may;  be  more 
junced  (e.g.  paralytic  ileus)  in 
sptible  patients  and  in  those 
1 anticholinergic  agents  (includ- 
Entiparkinsonism  drugs), 
uaf/enf  Adult  Dosage:  Initially, 

• 3.  daily,  increased,  if  necessary. 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil;  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter. ..she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 
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Totranil  hydrochlonde 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day-practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 


Low  patient  cost 
for  wider  usefulness 


With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And~a  small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Slynalar 
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fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

SynaUur‘o.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Producl  / njormaiion 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01  %—  15,  45  and  60  Gm.  tubes 
and  120  Gm.  jars.  Solution  0.01  % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base),  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


flueonolone  acetonide  — an  original  aieroid  from 
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Picture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 

Restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
pf  pain/>2  yet  unlikely  to  produce  the  irritation  to  the 
i?astric  mucosa  so  often  associated  with  salicylate 
!:herapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
'3-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^. ..but  not  likely  to  have 
:he  central  effects  of  tranquilizing  compounds.^ 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
^ md  analgesia  in  sprains,  strains,  myalgias,  low  back 
I pain,  bursitis  and  other  musculoskeletal  disorders, 
four  patients  will  appreciate  the  restored  comfort 
ind  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte*TABLEis 

Parafiex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Parafiex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Parafiex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  fi:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  e£  al.i  Gastroenterology  .44:146,  1963.  4.  Berman,  H.  H.,  et  al.-  Dis. 

Nerv,  Syst.  25:430,  1964.  5.  Friend, 
D.  G. : Clin.  Pharmacol.  Ther.  5:871, 

1964.  ♦u.s.  PATENT  NO.  2,695,677 

McNEILLABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-CiUin  r,PediaU-ic,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 

Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  sooiaa 
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N 1951,  the  Maryland  Legislature  estab- 
lished the  procedure  for  the  determination  of 
a class  of  criminal  known  as  “defective  de- 
linquent” and  for  the  management  of  this 
individual  by  means  of  the  indeterminate 
sentence,  so  that  such 
persons  would  be  with- 
drawn and  withheld 
from  society,  receive 
modern  psychiatric 
treatment,  and  be  released  only  if  sufficiently 
rehabilitated  safely  to  resume  a place  as 
members  of  that  society. 


Mental  Health 
In  Action* 


The  heart  of  this  law  is  the  definition  of 
“defective  delinquent” — “an  individual  who, 
by  the  demonstration  of  persistent  aggra- 
vated anti-social  or  criminal  behavior,  evi- 
dences a propensity  to  criminal  activity,  and 
who  is  found  to  have  either  such  intellectual 
deficiency  or  emotional  unbalance,  or  both, 
as  to  clearly  demonstrate  an  actual  danger  to 
society  so  as  to  require  such  confinement  and 
treatment,  when  appropriate,  as  may  make  it 
reasonably  safe  for  society  to  terminate  the 
confinement  and  treatment.” 


Thus  came  into  being  in  1955  the  Patuxent 
Institution  at  Jessup,  Md.  The  director  is  a 
psychiatrist.  The  law  provides  for  three  asso- 
ciate directors,  two  of  whom  must  be  quali- 
fied psychiatrists.  The  third  associate  director 
heads  the  security  force;  he  too  may  be  a 
psychiatrist.  The  following  staff  positions  are 
budgeted;  eleven  psychiatrists,  nine  psycholo- 
gists, fourteen  psychiatric  social  workers, 
eight  educational  personnel,  and  four  recrea- 
tional personnel.  The  staff  serves  approxi- 
mately five  hundred  patients. 

The  law  permits  an  offender  to  be  sent 
to  Patuxent  if  “he  has  been  convicted  . . . 
under  one  or  more  of  the  following  categories: 
(1)  a felony;  (2)  a misdemeanor  punishable 
by  imprisonment  in  the  penitentiary;  (3)  a 
crime  of  violence;  (4)  a sex  crime  involving 
(a)  physical  force  or  violence,  (b)  disparity 


*Based  upon  an  article  in  Crime  and  Delinquency,  Jan- 
uary, 1966. 


of  age  between  an  adult  and  a minor,  or  (c) 
a sexual  act  of  an  uncontrolled  and/or  repeti- 
tive nature;  (5)  two  or  more  convictions  for 
any  offenses  or  crimes  punishable  by  impris- 
onment, in  a criminal  court  of  this  State.” 

This  legislation  and  this  institution  are 
unique  in  the  United  States.  Their  purpose  is 
not  to  punish  for  crime  committed,  but  to 
remove  punishment  from  an  offender  who 
has  been  determined  to  be  not  fully  respon- 
sible for  his  actions  and  to  treat  him  until  it 
is  safe  for  him  to  be  restored  to  society. 

It  has  been  nearly  two  hundred  years  since 
the  indeterminate  sentence  was  advocated  as 
the  only  safe  recourse  in  the  treatment  of  the 
criminal.  “Let  the  punishment  fit  the  crime” 
is  a good  slogan  in  comic  opera,  but  has  been 
proved  a poor  penal  procedure.  An  inner 
drive  to  change  is  what  the  offender  needs, 
and  at  Patuxent  this  stimulus  is  the  indeter- 
minate sentence.  “Because  the  indeterminate 
sentence  is  always  present  to  reinforce  moti- 
vation, the  pressure  on  patients  to  understand 
their  behavior  is  always  present.” 

The  patient  is  placed  in  a graded  tier  sys- 
tem, which  provides  rewards  for  socially 
acceptable  behavior.  As  he  moves  upward 
in  the  tier  system,  a patient  gains  more 
privileges,  but  also  more  obligations  and 
responsibilities.  A Board  of  Review  serves  as 
Patuxent’s  parole  board,  moving  from  holiday 
leaves,  to  monthly  leaves,  and  finally  parole 
under  supervision  of  the  Outpatient  Clinic, 
to  which  relatives  are  urged  to  bring  the 
patient,  if  they  become  anxious.  Patients  feel 
that  the  Clinic  is  helpful  to  them,  and  often 
bring  relatives  there  to  receive  the  same  kind 
of  help  that  they  are  getting. 

Of  the  retarded,  6 per  cent  are  on  parole, 
and  9.6  per  cent  of  the  non-retarded.  As  of 
1965,  46  of  the  103  released  on  parole  have 
violated,  but  3 out  of  4 were  returned  because 
of  poor  community  adjustment,  rather  than 
for  the  commission  of  a crime.  A transitional 
facility,  such  as  a half-way  house,  is  being 
considered. 

Horace  E.  Campbell,  M.D. 
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^EADERS  will  recall  our  publication,  in  a 
recent  issue  of  this  Journal,*  of  a letter  sent 
by  an  aged  lady  to  the  editor  of  a regional 
newspaper.  She  had  thoughtfully  expressed 
the  hope  that  one  day  our  profession  would 

discover  “one  more 


The  Mercy-Killing 
Issue — and  “one 
more  pill.” 


pill” — a pill  capable 
of  quickly  and  pain- 
lessly ending  a life 
whose  usefulness 
had  been  spent.  Her  letter  indeed  was 
thought-provoking,  beautifully  expressed  and 
tactfully  set  forth.  There  has  been  consider- 
able interest  in  our  editorial  comment  as  well 
as  upon  the  letter  itself.  One  colleague,  the 
physician  to  this  elderly  patient,  sent  a copy 
of  that  issue  of  the  Rocky  Mountain  Medical 
Journal  to  her.  In  response,  this  thoughtful 
lady  sent  a kind  letter  of  appreciation  to  the 
editorial  office. 

There  have  been  waves  of  sentiment,  pro 
and  con,  concerning  euthanasia  ever  since  the 
days  of  Sir  William  Osier — and  no  doubt  also 
true  throughout  history.  It  was  interesting  to 
note  an  article  originating  in  Chicago  and 
recently  syndicated  in  newspapers.  It  asked, 
“Should  doctors  try  to  keep  ‘dead’  people 
alive?  Or  should  euthanasia — mercy  killings 
— be  legalized,  particularly  when  a patient  ill 
with  an  incurable  disease  asks  to  die?”  A 
woman  aged  52,  dying  of  leukemia,  had  been 
slain  by  her  son.  Even  a “mercy  killing”  is, 
under  state  law,  murder  even  though  the 
killing  was  “not  out  of  anger  or  passion,  but 
out  of  pity  and  compassion.”  Another  case 
in  Chicago  was  the  strangling  of  a woman 
suffering  from  terminal  cancer  by  her  aged 
husband.  At  84,  he  was  given  three  years 
probation.  At  the  time  of  World  War  II,  the 
Nazis  destroyed  some  100,000  of  their  own 
people  said  to  be  physically  or  mentally  unfit. 
The  chief  opposition  to  their  program  came 
from  clergymen;  otherwise,  they  won  much 
support.  One  of  our  gunners,  trapped  in  a 
wrecked  and  burning  plane,  was  shot  by  a 
lieutenant  colonel,  who  was  acquitted  by  a 
court  martial  of  seven  colonels. 

Few  people  are  aware  of  the  existence  of 
the  Euthanasia  Society  of  America.  It  has 
offices  in  New  York,  and  it  has  lobbied  for 
laws  to  legalize  euthanasia  under  certain  safe- 


guards. Its  efforts  have  won  support  of  some 
people  and  organizations,  such  as  the  New 
York  County  Criminal  Courts  Bar  Associa- 
tion— but  without  getting  anywhere.  A physi- 
cian in  New  Hampshire  was  tried  for  murder 
after  admittedly  injecting  air  into  the  veins 
of  a terminal  cancer  patient.  He  was  cleared 
by  a jury,  but  he  lost  his  license  to  practice 
medicine  because  the  State  Board  ruled  that 
he  failed  to  meet  the  moral  standards  of  his 
profession. 

We  have  not  heard  the  last  of  euthanasia, 
and  the  perfection  of  “one  more  pill”  is  not 
anticipated  although  many  of  us  quietly 
understand  the  occasional  sufferer  and  his 
relatives  who  reach  for  merciful  relief  from 
intolerable  situations. 


‘June,  1967. 


Aublic  law  89-97  is  intended  to  provide 
Medicare  beneficiaries  with  protection 
against  the  medical  costs  arising  from  an 
illnes  or  injury  which  necessitates  the  con- 
tinuing attention  of  trained  medical  and  para- 
medical personnel.  It  does 
not  cover  custodial  care, 
but  there  has  been  some 
question  as  to  just  what 
constitutes  custodial  care. 
Here  is  the  definition  used  by  the  Social 
Security  Administration. 


Custodial  Care 
Defined* 


Custodial  care  is  that  type  of  care,  wherever 
furnished,  which  is  designed  essentially  to  assist 
the  individual  in  meeting  his  activities  of  daily 
living — i.e.,  services  which  constitute  personal  care 
such  as  help  in  walking  and  getting  in  or  out  of 
bed,  assistance  in  bathing,  dressing,  feeding,  and 
using  the  toilet,  preparation  of  special  diets,  and 
supervision  over  medication  which  can  usually  be 
self-administered  and  which  does  not  entail  or 
require  the  continuing  attention  of  trained  medical 
or  other  paramedical  personnel. 

Before  setting  forth  the  guidelines  to  be 
followed  in  making  determinations  as  to 
whether  the  care  furnished  an  individual  con- 
stitutes custodial  care,  there  are  two  basic 
facts  which  must  be  noted  in  connection  with 
this  definition.  First,  the  definition  of  cus- 
todial care  does  not  contemplate  an  inter- 
mediate level  of  care  between  covered  care 
and  custodial  care.  Accordingly,  a decision 
that  an  individual  is  not  receiving  custodial 
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care  is  also  a decision  that  covered  care  has 
been  provided.  Second,  a decision  that  an 
individual  lacks  rehabilitation  potential 
would  not  automatically  result  in,  a finding 
that  the  care  furnished  such  an  individual 
constitutes  custodial  care. 

Generally,  the  care  furnished  an  individ- 
ual requires  the  continuing  attention  of 
trained  medical  or  paramedical  personnel  if 
(a)  the  individual’s  condition  is  such  as  to 
medically  warrant  the  provision  of  “skilled 
services”  and  (b)  the  need  for  such  services 
constitutes  the  primary  purpose  of  the  total 
care  furnished  the  individual.  A “skilled 
service”  is  defined  as  one  which  must  be 
furnished  by  or  under  the  supervision  of 
trained  medical  or  paramedical  personnel  if 
the  safety  of  the  patient  is  to  be  assured  and 
the  medically  desired  result  is  to  be  achieved. 

Should  it  be  determined  that  some  part  of 
the  skilled  services  furnished  are  not  a rea- 
sonable or  necessary  part  of  the  patient’s  care 
and  treatment,  such  services  should  not  be 
included  in  the  considerations  as  to  what 
constitutes  the  primary  purpose  of  the  total 
care  furnished  the  patient. 

If  an  individual’s  condition  is  such  that  it 
is  medically  necessary  to  have  the  services 
of  a nurse  available  to  him  at  all  times,  the 
need  for  this  service  alone  would  be  suffi- 
cient to  justify  a finding  that  the  primary 
purpose  of  the  total  care  is  the  provision  of 
this  skilled  service.  If,  on  the  other  hand, 
the  patient  does  not  require  any  nursing 
services,  it  will  usually  be  found  that  the 
primary  purpose  of  the  total  care  furnished 
the  individual  is  to  assist  him  in  meeting  his 
activities  of  daily  living. 

If  it  is  determined  that  the  primary  pur- 
pose of  the  total  care  provided  an  individual 
is  to  assist  him  in  meeting  the  activities  of 
daily  living,  then  the  custodial  care  exclusion 
would  apply  and  no  Medicare  payment  could 
be  made  for  any  of  the  care  furnished  him. 
If  it  is  found  that  the  skilled  services  fur- 
nished an  individual  are  the  primary  purpose 


for  the  total  care  furnished,  the  custodial 
care  exclusion  would  not  apply  and  payment 
could  be  made  for  those  services  covered  by 
Medicare. 


*From  the  Department  of  Health,  Education,  and  Welfare. 
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V^opiES  OF  THE  COVER  of  our  November  issue 
of  the  Rocky  Mountain  Medical  Journal  may 
be  purchased  through  the  Colorado  Medical 
Society  office.  These  reproductions  faithfully 
reproduce  each  brush  stroke  in  an  amazing 

process  that  nearly 
Reprints  of  Charles  duplicates  the  orig- 
Russell  Painting  inal  painting.  A 32  ' 

X 22"  deluxe  oil  re- 
production of  this 
painting  is  available  at  $13,  or  an  oil-on- 
canvas  reproduction  of  the  same  dimensions 
is  $25.  Please  make  your  check  payable  to 
the  Rocky  Mountain  Medical  Journal  at  1809 
East  Eighteenth  Avenue,  Denver,  Colorado 
80218. 


O CA  Cushman  was  a founding  figure  of 
Denver’s  Children’s  Hospital  and  a dedicated 
friend  of  our  profession  for  nearly  half  a 
century.  Many  colleagues  in  the  Rocky  Moun- 
tain region  will  be  interested  to  know  that  she 

died  several  months 

A Tribute  to  Mrs.  at  the  age  of  97. 

Oca  Cushman  Traditionally  our 

obituary  columns  are 
devoted  only  to  de- 
parted physician  members  of  our  participat- 
ing states.  However,  we  are  making  an  ex- 
ception in  presenting,  in  this  issue,  a brief 
review  of  the  life  of  this  exceptional  “col- 
league.” She  is  remembered  affectionately 
and  respectfully  by  physicians  and  nurses 
everywhere,  by  members  of  Children’s  Hos- 
pital Boards  of  Directors,  and  she  holds  a 
place  in  the  hearts  of  many  children  and  their 
parents  who  came  to  know  her  in  bygone 
years. 
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ARTICLES 


Pediatrics-today  and  tomorrow* 


James  Hughes,  MD,  Memphis,  Tennessee 


This  is  a splendid,  three-dimensional 
survey  of  medical  practice  today ^ 
with  special  emphasis  upon 
governmental  institutions  with  which 
we  must  live.  All  physicians  will  be 
interested  in  the  author’s  view  of  the 
present  and  predictable  social 
orders  and  how  our  profession 
can  help  to  make  them  more  livable. 


The  current  status  of  pediatrics  can  be  ap- 
preciated only  if  we  analyze  the  environment 
in  which  the  specialty  operates.  Predictions 
of  the  future  of  pediatrics  can  be  reasonably 
sound  only  if  we  have  a reasonable  estimate 
of  what  our  future  world  will  be. 

What  is  the  environment  in  which  pedi- 
atrics now  functions?  How  is  it  likely  to 
change?  How  well  do  we  now  meet  current 
challenges?  How  are  we  planning  to  solve 
the  problems  of  the  predictable  future?  These 
are  the  core  questions. 

Our  world — our  environment — is  under- 
going one  of  those  periodic  revolutionary 
eras  that  is  drastically  transforming  not  only 
the  face  of  the  earth  but  the  life  of  man 
himself.  We  have  had  our  dramatic  eras  in 
the  past:  the  mass  migrations  of  early  his- 
tory, the  formation  of  the  great  empires,  the 
crusades,  the  renaissance,  the  eras  of  explora- 
tion, and  the  industrial  revolution — to  name 
only  a few.  The  cataclysmic  changes  that  now 
engulf  us  are  no  less  exciting  and  far-reach- 
ing. There  is  a vast  awakening  of  many 
nations  that  long  slept.  In  most  of  the  world 

*Sixth  Emanuel  Friedman  Memorial  Lecture  presented 
at  Denver,  October  12,  1967,  to  the  Rocky  Mountain  Pedi- 
atric Society  and  the  Colorado  Chapter  of  the  Academy 
of  Pediatrics.  Dr.  James  Hughes  is  Professor  and  Chairman, 
Department  of  Pediatrics,  University  of  Tennessee,  Mem- 
phis. He  is  the  First  W.  Wiley  Jones  Professor  of  Pedi- 
atrics, October  1967. 


living  conditions  are  slowly  improving.  De- 
spite the  unfortunate  cold  war,  there  is  a 
steady  growth  of  freedom  and  liberty.  The 
worth  of  the  individual  is  being  increasingly 
recognized,  though  with  painful  slowness  in 
some  areas.  Instant  communication  and  light- 
ning-like transportation  make  us  next-door 
neighbors  with  far  away  places.  Industrial 
growth  has  been  phenomenal.  Scientific 
knowledge  has  expanded  with  enormous 
rapidity.  We  even  search  the  seas  and  seek 
the  stars. 

Small  wonder,  when  so  many  profound 
changes  are  occurring  with  such  great  rapid- 
ity, there  is  not  always  an  evenness,  a proper 
balance,  in  what  might  be  called  the  growth 
and  development  of  the  human  race.  There 
have  always  been  inequities.  Man’s  inhuman- 
ity to  man  has  always  been  present.  But  we 
seek  to  correct  these  inequities.  And  we  strive 
to  replace  inhumanity  with  a warm  concern 
for  all  men  everywhere.  We  seek  to  afford 
all  people  a decent  personal  environment  and 
at  least  the  basic  human  rights,  including 
health  and  health  services.  Indeed,  as  man’s 
aspirations  and  ideals  rise  our  society  seeks 
to  meet  those  human  needs. 

It  is  against  this  background  that  anyone, 
pediatrician  or  otherwise,  must  view  his 
place  in  the  world.  “No  man  is  an  island  unto 
himself,”  John  Donne  said.  Ethically  and 
morally,  the  time  has  long  since  passed  when 
it  should  be  acceptable  to  live  narrowly  to 
one’s  self — to  think  only  of  one’s  own  needs 
and  not  of  another’s.  Doctors,  who  are  tradi- 
tionally compassionate,  should  be  leaders  in 
exercising  their  talents  and  influences  to 
assure  everyone  the  one  thing  doctors  are 
especially  able  to  assure- — good  health  care. 

That  we  have  a current  crisis  in  the  de- 
livery of  medical  care  to  the  increasing  popu- 
lation of  America  has  been  proved  beyond 
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doubt.  Understanding  why  we  have  this  crisis 
will  orient  us  toward  the  solution  of  the 
many  problems  we  face.  Therefore,  I should 
like  to  discuss  the  twelve  principal  factors 
which  are,  in  my  opinion,  responsible  for  our 
present  difficult  situation  in  regard  to  afford- 
ing good  medical  care  to  all  the  adults  and 
children  in  the  United  States.: 

1.  Population  explosion 

The  phenomenal  increase  in  population  is 
at  the  root  of  many  of  the  world’s  problems. 
In  the  area  that  is  now  the  United  States  it 
took  350  years  to  achieve  a population  of 

100.000. 000  (1915)  and  only  52  years  to  double 
that  figure  to  the  present  200,000,000.  It  is 
estimated  that  it  will  take  the  United  States 
only  30  years  more  (about  1997)  to  reach  a 
population  of  300,000,000.  In  the  past  seven 
years  alone,  our  population  has  increased 

20.000. 000 — equal  to  the  combined  population 
of  our  21  most  sparsely  populated  states. 

Some  are  lulled  into  a sense  of  security 
because  the  birth  rate  is  falling.  In  the  past 
20  years  it  has  decreased  from  26.6  births  per 
1,000  population  (1947)  to  18.4  per  1,000  today. 
What  is  often  not  recognized  is  that  in  the 
“baby  boom”  accompanying  and  immediately 
following  World  War  II  an  extra  1,000,000 
babies  were  born  who  are  now  newly  mar- 
ried, or  going  to  be.  Even  if  these  young 
couples  limit  their  families  through  family 
planning,  a tidal  wave  of  pediatric  patients 
will  confront  us  within  the  next  decades. 
There  may  well  be  a fewer  number  of  babies 
per  family,  but  the  number  of  families  has 
been  vastly  increased. 

The  situation  is  even  worse  in  many  other 
areas  of  the  world.  In  Latin  America  (Mexico, 
Central  and  South  America)  in  the  past  47 
years  (since  1920)  the  population  has  almost 
tripled.  The  250  million  of  today  will  prob- 
ably double  by  the  end  of  this  century — a 
mere  33  years  from  now.  In  the  past  six  years 
the  Latin  American  population  his  increased 
40  million,  thus  preventing  any  significant 
per  capita  improvements  in  the  goals  set  by 
the  Alliance  for  Progress. 

2.  Urbanization 

As  is  occurring  in  other  countries,  the 
American  population  is  rapidly  shifting  to 
metropolitan  centers.  The  revolution  in  agri- 


cultural methods  has  reduced  the  per  cent 
of  Americans  needed  in  farming.  The  remark- 
able growth  of  industry  has  attracted  dis- 
placed rural  dwellers  to  the  factories  and 
cities.  The  cities  are  not  adequately  prepared 
to  assimilate  this  internal  migration.  There 
is  inadequate  housing,  in  some  areas  insuffi- 
cient employment,  and  often  deficient  public 
services  for  these  millions.  Many  of  these 
people  are  imeducated,  technically  unskilled, 
and  unable  to  compete  successfully  in  getting 
a job.  Of  necessity,  they  settle  in  the  cheapest 
dwellings — the  drab,  bumt-out,  inner  ghet- 
toes  of  the  cities.  Uneducated,  unskilled,  un- 
employed, they  present  a tremendous  chal- 
lenge and  a serious  problem  to  community 
services,  and  they  often  overtax  educational, 
welfare,  and  medical  facilities. 

3.  Perpetuation  of  poverty 

Only  lately  have  we  begim  to  take  the 
drastic  actions  necessary  to  break  the  poverty 
cycle  resulting  from  this  mass  migration  to 
cities.  Only  lately  have  we  passed  the  legisla- 
tion and  prepared  the  programs  that  may 
prove  effective.  But  the  problems  are  of 
enormous  complexity,  and  the  cost  is  tre- 
mendous. That  we  have  accomplished  only 
the  first  faltering  steps  toward  our  goal  is 
clearly  evident  in  the  racial  unrest  that  has 
swept  our  cities. 

We  have  a huge  job  ahead  of  us  before 
this,  the  richest  nation  on  earth,  will  be  able 
to  eliminate  poverty.  Without  digressing  un- 
duly, it  is  important  to  recognize  that  many 
of  us  who  have  been  fortunate  enough  to 
have  strong  family  backgrounds,  a favorable 
cultural  pattern,  and  a good  education  to 
equip  us  to  earn  a livelihood  need  to  change 
our  basic  attitudes  towards  the  poor.  The 
poor  do  not  want  to  be  poor!  If  they  seem  to 
lack  motivation,  it  is  because  of  the  tragic 
circumstances  in  which  they  have  often  been 
trapped  all  their  lives.  If  they  do  not  volun- 
tarily seek  a better  education,  it  is  often 
because  they  have  had  no  real  family  ex- 
ample of  the  value  of  learning.  If  they  do  not 
find  a job,  it  is  often  because  of  the  lack  of 
available  vocational  training  facilities.  Espe- 
cially from  our  standpoint,  if  they  do  not 
utilize  available  community  health  facilities 
it  is  often  because  we  have  not  built  a strong 
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enough  health  educational  program  in  the 
community. 

A very  important  factor,  then,  in  the 
current  crisis  in  medical  care  is  this  perpetu- 
ation of  poverty  that  not  only  increases  health 
hazards  but  diminishes  full  utilization  of 
health  facilities. 

4.  Slowness  in  extending  facilities 

We  have  been  slow  in  extending  health 
education,  general  education,  and  vocational 
training.  Although  we  are  moving  rapidly 
now  to  improve  the  situation  in  these  fields, 
we  have  started  late  and  we  have  not  yet 
picked  up  the  necessary  momentum  to  solve 
the  problems.  Education  and  training  are 
basic  to  improved  standards  of  living  and 
self-support.  However,  they  cannot  be  ac- 
complished unless  the  invironment  of  the 
poor  is  so  improved  that  there  is  a proper 
soil  for  the  growth  of  strong  families,  motiva- 
tion, and  the  belief  that  poverty  is  not  an 
inescapable  fate. 

5.  Racial  inequities 

The  Negro  race  and  the  Puerto  Ricans  con- 
stitute our  largest  minority  racial  groups. 
Part  of  the  inequities  the  Negro  race  has 
experienced  stems  from  more  than  a century 
of  cultural  bias  and  prejudice — bias  and  prej- 
udice in  all  sections  of  the  nation,  and  not 
limited  to  the  South.  There  is  an  even  greater 
economic  bias  and  prejudice,  especially  in 
the  nation’s  larger  cities,  because  the  dis- 
advantaged Negro  has  often  been  poorly 
equipped  by  education  and  opportunity  to 
win  his  way  in  the  world.  When  he  settles 
into  the  hopelessness  of  the  poverty  cycle  he 
becomes  a community  problem,  and  people 
often  criticize  him  unjustly  because  he  cannot 
bare-handed  break  the  circle.  It  is  our  re- 
sponsibility to  afford  the  environment  that 
will  enable  this  group  to  take  its  rightful 
place  as  healthy  and  productive  members  of 
society. 

That  racial  factors,  and  particularly  racial 
environment,  play  an  important  part  in  our 
medical  crisis  is  known  to  all  physicians — 
for  example,  the  non-white  infant  mortality 
is  twice  as  high  as  the  white  infant  mortality. 
Eliminating  racial  bias  is,  then,  clearly  one 
of  the  steps  toward  better  health  of  the 
nation’s  children. 


6.  Rapid  expansion  of  medical  knowledge 
There  is  no  need  to  emphasize  the  great 

progress  that  has  been  made  in  medical  and 
related  sciences.  We  are  thoroughly  familiar 
with  these  advances.  In  fact,  we  are  hard 
pressed  to  keep  up  with  the  pace  of  progress. 
We  virtually  read  as  we  run.  Even  a specialist 
has  difficulty  mastering  his  specialty,  not  to 
speak  of  the  burgeoning  subspecialties. 

So  rapid  has  been  the  expansion  of  medi- 
cal knowledge  that  it  becomes  increasingly 
difficult,  within  the  time  available,  to  train 
the  student,  intern  and  resident  in  the  ever- 
widening  and  deepening  specialty  of  pediat- 
rics. National  pediatric  organizations  have 
become  increasingly  concerned  with  medical 
education — ^the  American  Board  of  Pediatrics, 
the  Association  of  Medical  School  Pediatric 
Department  Chairmen,  the  American  Acad- 
emy of  Pediatrics  and  the  Pediatric  Research, 
Education  and  Practice  Committee,  to  name 
a few.  How  long  should  the  pediatric  training 
program  be?  What  should  be  the  core  content 
of  the  program?  How  should  electives  fit  into 
the  scheme?  And,  even,  what  are  the  basic 
objectives  of  the  program?  All  these  ques- 
tions have  been  given  considerable  thought. 
All  these  matters,  too,  form  part  of  the  over- 
all picture  of  current  pediatric  problems,  for 
they  have  to  do  with  the  formation  of  the 
individual  who  will  deliver  pediatric  care 
in  the  frontlines  of  the  office,  clinic,  hospital, 
school  or  elsewhere. 

7.  Public  desire  to  obtain  medical  services 
The  public  has  been  properly  dazzled  by 

the  brilliance  of  modern  medicine — not  so 
much  those  who  live  in  the  ghettoes  as  those 
who  live  outside — and  they  are  constantly 
bombarded  with  a barrage  of  medical  infor- 
mation through  their  newspapers,  magazines,, 
and  television  programs.  Although  the  medi- 
cal profession  often  comes  in  for  more  than 
its  share  of  criticism,  the  public  in  general 
thoroughly  believes  in  the  miraculous  powers 
of  American  medicine  and  avidly  seeks  medi- 
cal care.  Medicare,  Medicaid,  and  voluntary 
health  insurance  programs  are  greatly  in- 
creasing the  numbers  of  individuals  who  seek 
medical  services,  partly  because  of  the  intense 
propaganda  they  receive.  This  sudden  up- 
surge in  numbers  of  patients  is  obviously 


for  January  1968 


43 


taxing  our  abilities  to  deliver  good  care.  It 
calls  for  intense  and  and  realistic  planning 
to  meet  the  needs  of  the  people. 

8.  Shortage  of  health  facilities 

It  is  generally  accepted  that  our  nation 
has  a shortage  of  physicians,  that  they  are 
not  distributed  in  a way  to  give  maximum 
health  coverage,  and  that  our  health  facilities 
themselves  are  too  few  and  sometimes  too  far 
between.  We  need  to  increase  the  numbers  of 
physicians  in  the  United  States,  seek  a better 
geographic  distribution  of  doctors,  create 
more  health  facilities,  and  locate  them  more 
appropriately.  At  the  same  time  we  need  to 
strive  harder  to  maintain  the  quality  of  train- 
ing and  the  quality  of  the  finished  product — 
the  physician.  Despite  the  fact  that  we  now 
have  94  medical  schools  and  are  building 
additional  ones,  there  is  bound  to  be  a short- 
age of  physicians  for  at  least  another  decade, 
and  probably  longer. 

Approximately  25  per  cent  of  all  interns 
and  residents  in  the  United  States  are  gradu- 
ates of  foreign  medical  schools.  Thus,  in  addi- 
tion to  the  physician-population  gap  we  also 
have  a house  staff-hospital  training  program 
gap.  Many  of  these  foreign  graduates  eventu- 
ally remain  in  the  United  States.  In  addition, 
other  foreign  physicians  migrate  to  the 
United  States  and,  although  not  taking  hos- 
pital training  here,  settle  down  and  practice. 
Were  it  not  for  these  interns,  residents,  and 
other  physicians  from  foreign  lands  we  would 
have  an  even  greater  shortage  of  doctors. 
Unfortunately,  the  foreign  graduates  who 
remain  in  the  United  States  come,  predom- 
inantly, from  nations  which  themselves  have 
great  shortages  of  doctors.  Thus,  we  have  a 
medical  “brain  drain”  going  on  that  is  preju- 
dicial to  the  best  interests  of  several  other 
nations. 

As  of  September  1,  1964,  there  were  38,373 
positions  in  approved  residency  programs, 
but  7,576  positions  were  unfilled — about  one 
out  of  five.  At  the  same  time  there  were 
12,718  internship  positions,  of  which  2,631 
were  vacant — almost  one  out  of  five.  Another 
way  to  express  the  above  figures  is  to  state 
that  the  United  States  medical  schools  are 
graduating  enough  physicians  to  fill  only 
approximately  two-thirds  of  all  the  house 


staff  positions.  Of  course,  we  know  these 
internships  and  residencies  vary  in  quality. 
Nevertheless,  all  of  these  programs  do  con- 
tribute to  the  total  volume  of  medical  care 
afforded  the  American  people,  and  the  short- 
age of  physicians  in  these  programs  is  just 
another  example  of  how  far  we  fall  short  of 
national  needs. 

Despite  the  complex  and  intricate  net- 
work of  health  facilities  we  have  in  this 
nation  there  are  many  areas  where  adequate 
services  do  not  exist.  Rural  areas  are  charac- 
teristically deficient  in  medical  facilities, 
although  this  situation  is  improving  as  better 
highways  permit  faster  transportation  of  pa- 
tients, and  as  smaller  communities  are  build- 
ing better  health  facilities  to  attract  young 
physicians.  One  of  the  more  encouraging  fea- 
tures is  the  growth  of  small  group  practice 
in  smaller  towns.  However,  even  in  our  cities 
health  facilities  are  often  not  located  with 
reference  to  patient  needs.  This  is  especially 
true  in  the  poverty-ridden  areas,  and  explains 
why  the  new  community  health  programs 
are  located  in  the  neighborhoods  where  the 
indigent  population  lives. 

9.  Shortage  of  allied  health  personnel 

By  allied  health  personnel  we  mean  clin- 
ical psychologists,  registered  nurses,  practical 
nurses,  nurses’  aides,  technicians  of  all  types, 
physical  and  occupational  therapists,  medical 
social  workers,  health  educators,  etc.  We  used 
to  call  them  “paramedical  personnel,”  but 
this  term  is  anathema  to  them  and  has  been 
abandoned  for  diplomatic  reasons.  These  al- 
lied health  personnel  are  of  tremendous  im- 
portance to  the  physician  in  helping  afford 
comprehensive  patient  care,  and  they  con- 
tribute significantly  to  the  total  volume  of 
medical  care  delivered  to  the  public.  Person- 
nel of  these  types  are  in  even  shorter  supply 
than  are  physicians.  Great  efforts  are  being 
made  to  train  more  people  in  thsee  fields, 
but  presently  we  are  far  short  of  national 
needs. 

10.  Joint  planning  to  meet  health  needs 

Although  Americans  are  noted  for  their 

ability  to  plan  together,  work  together,  and 
achieve  common  goals,  only  lately  have  we 
harnessed  our  capabilities  to  do  so  in  the 
health  field.  Until  recently  most  medical 
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schools  demonstrated  little  real  interest  in 
community  medicine,  other  than  seeing  in 
the  teaching  hospitals  and  clinics  the  indigent 
people  who  had  no  private  physicians.  Indeed, 
many  medical  schools  have  been  so  over- 
whelmed with  volumes  of  patients  of  this 
category  and  shortage  of  faculty  that  they 
have  had  their  hands  full  diagnosing  and 
treating  the  patients  who  arrived  at  the  clinic 
or  hospital,  much  less  magnifying  the  patient 
load  by  extending  services  to  the  community. 

Also,  medical  societies  and  organized  med- 
icine have  sometimes  looked  with  disapprov- 
ing eye  on  efforts  to  expand  the  medical 
services  afforded  by  public  health  clinics 
and  medical  schools.  Some  of  this  disapproval 
could  have  been  avoided  in  the  past,  and 
should  be  in  the  futirre,  by  treating  the  pri- 
vate practice  segment  of  medicine  as  an  equal 
partner  in  the  extension  of  health  services — 
an  equal  partner  in  evaluating  the  commu- 
nity need,  planning  the  services,  and  insofar 
as  possible  furnishing  at  least  some  of  the 
physician  manpower  for  community  health 
programs. 

Unfortunately,  medical  schools  and  health 
departments  too  often  evolve  extensive  plans 
and  only  later  inform  the  local  medical  so- 
ciety. Small  wonder  the  medical  society  then 
thinks  somebody  is  trying  to  put  something 
over.  Resentment  arises,  liaison  committee 
meetings  are  held,  and  the  fur  flies.  Strong 
statements  are  made  that  these  quickly 
planned  and  poorly  coordinated  programs  are 
an  encroachment  on  private  practice,  a threat 
to  organized  medicine,  and  an  example  of 
how  the  federal  government  is  seeking  to 
intrude  upon  and  control  medical  practice  in 
the  United  States. 

But  we  are  slowly  learning  to  avoid  these 
pitfalls  of  poor  planning.  I hope  we  have 
I learned  that  when  a community  plans  a pro- 
gram it  should  think  of  those  affected  there- 
} by — the  private  practice  segment,  the  public 

i health  component,  and  the  medical  school — 
and  not  think  merely  of  the  good  that  the 
program  will  do.  To  do  the  most  good  it  must 
receive  full  support.  Unless  this  support  is 
obtained  by  joint  planning,  the  program  may 
encounter  numerous  hostilities  and  difficul- 
ties that  may  defeat  its  purpose  and  thereby 
lessen  the  volume  of  medical  care  that  could 


have  been  delivered.  In  this  way,  the  public 
will  suffer  because  of  inept  planning  of 
people  whose  personal  ideals  and  objectives 
are  actually  admirable. 

Although  we  are  more  intimately  involved 
in  planning  community  programs  at  the  local 
level,  regional  and  national  planning  is  also 
of  utmost  importance.  Regional  and  national 
planning  is  necessary  in  order  to  determine 
total  health  needs  of  the  nation,  total  man- 
power in  all  categories  to  meet  those  needs, 
and  to  help  initiate  and  financially  support 
programs  of  training,  service  and  research. 

Within  the  past  few  years  our  national 
health  authorities  have  vigorously,  and  I 
think  intelligently,  approached  many  com- 
plex problems  in  the  health  field,  including 
of  course  those  in  pediatrics.  They  are  making 
a serious  effort  to  streamline  organizational 
relationships  at  the  Washington  level,  where 
there  are  so  many  overlapping  health  pro- 
grams and  such  a real  division  of  responsi- 
bility. Under  the  leadership  of  Mr.  John 
Gardner,  Secretary  of  the  Department  of 
Health,  Education,  and  Welfare,  Dr.  William 
Stewart,  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  and  others,  order  is  beginning 
to  evolve.  I think  we  can  look  forward  to 
clearer  zones  of  responsibility,  better  defined 
lines  of  communication,  and,  in  general,  a 
better  organizational  pattern,  so  that  will 
make  it  easier  to  get  things  done  and  to  work 
with  Washington  in  implementing  national 
child  health  programs. 

1 1 . Sufficient  funds  for  health  programs 

More  than  one  President  has  proposed  a 
vast  extension  of  medical  services  to  the 
poorer  part  of  our  population.  More  than  one 
Congress  has  debated  this  issue.  The  Con- 
gress, duly  elected  by  the  people,  recently 
passed  the  Medicare  and  Medicaid  Igislation, 
plus  many  other  federally  authorized  new 
health  programs.  As  the  phrase  is,  “The 
people  have  spoken.”  Regardless  of  our  polit- 
ical affiliations  or  personal  beliefs,  as  physi- 
cians we  are  bound  to  function  within  the 
law  of  the  land.  The  law  is  that  health  serv- 
ices are  to  be  extended. 

To  extend  those  services  huge  sums  of 
money  have  been  budgeted.  Whether  these 
sums  are  sufficient,  insufficient,  or  excessive 
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remains  to  be  determined  by  experience.  The 
fact  is,  however,  that  much  money  is  now 
available  to  help  improve  the  health  of  the 
American  people.  That  there  is  room  for  im- 
provement is  evidenced  by  the  fact  that  the 
United  States  stands  seventeenth  in  the  world 
in  regard  to  infant  mortality — 16  nations  do 
a better  health  job  during  the  first  year  of 
a child’s  life  than  we  do!  Indeed,  where  new 
programs  have  been  initiated  in  areas  of  high 
infant  mortality  the  death  rate  has  already 
begun  to  drop.  In  a similar  way,  when  a real 
effort  is  made  to  blanket  a poor  area  with 
immunization  of  its  child  population  there 
is  an  immediate  reduction  in  disease  and 
death  from  contagious  illness. 

Thus,  one  of  the  major  reasons  for  the 
current  health  crisis — insufficient  funds  to 
combat  disease  and  death — seems  on  its  way 
to  a favorable  solution. 

12.  Apathy  to  extension  of  health  services 

Although  Americans  believe  extension  of 
medical  services  to  the  poorer  section  of  the 
population  is  desirable,  many  people,  includ- 
ing some  physicians,  have  marked  reserva- 
tions concerning  how  this  is  now  being  done. 
Many  are  against  the  Great  Society  Program 
in  general,  and  look  upon  its  medical  aspects 
as  yet  another  example  of  the  federal  govern- 
ment taking  over  the  states  and  the  people. 
Others  consider  the  cost  too  high.  Others 
think  it  will  be  the  death  knell  of  private 
medical  practice.  Quite  a few  physicians  seem 
to  believe  there  is  a vast  plot  afoot  in  Wash- 
ington to  take  over  the  whole  field  of  medi- 
cine— to  regiment  all  physicians,  to  tell  people 
where  to  go  to  get  their  health  services,  to 
control  the  medical  schools,  etc.  I am  not 
here  to  debate  these  opinions,  but  merely  to 
point  out  that  those  who  plan  to  extend 
medical  services  to  the  poor  must  take  these 
attitudes  into  consideration.  Also,  as  said 
previously,  those  who  plan  programs  should 
invite  the  private  segment  of  medicine  to 
join  the  planning  phase  and,  where  possible, 
help  implement  the  program. 

W hat  pediatricians  are  doing 

Having  reviewed  the  major  factors  in  the 
current  health  crisis,  let  us  consider  some 
of  the  many  steps  pediatricians  and  pediatric 


organizations  are  taking  to  improve  the  situ- 
ation. The  American  Academy  of  Pediatrics, 
whose  motto  is  “For  the  Welfare  of  Children,” 
has  been  extremely  vigorous  in  improving 
child  health  care  in  America.  Last  year  an- 
other pediatric  organization  felt  that  the 
Academy  was  moving  much  too  slowly  in 
this  field,  was  not  attuned  to  the  times,  had 
little  real  influence  at  the  Washington  level, 
and  did  not  properly  represent  the  practicing 
pediatrician.  This  group  proposed  that  the 
Academy  develop  something  on  the  order  of 
an  elected  House  of  Delegates,  which  would 
be  responsible  for  socio-economic  aspects  of 
pediatrics — evaluating  proposed  health  legis- 
lation, deciding  what  legislation  to  support, 
and  then  by  vote  determining  Academy  pol- 
icy with  reference  to  proposed  programs. 
This  proposed  amendment  was  withdrawn  at 
the  last  moment  and,  subsequently,  the  other 
pediatric  group  disbanded  as  they  observed 
the  Academy’s  socio-economic  legislation  pro- 
gram gathering  momentum.  Now  we  have  an 
even  stronger  Academy,  including  those  who 
formed  the  other  organization  but  who  now 
contribute  their  efforts  through  the  Academy 
itself. 

The  Academy  has  formed  a Council  on 
Pediatric  Practice,  with  broad  representation 
from  practicing  pediatricians,  as  well  as  a 
minority  of  academically-based  pediatricians. 
The  Council  is  subdivided  into  the  following 
committees:  (1)  Committee  on  Child  Health 
Standards;  (2)  Committee  on  Legislation;  (3) 
Committee  on  Third  Party  Payments;  (4) 
Committee  on  Manpower;  and  (5)  the  re- 
cently appointed  Committee  on  Community 
Pediatrics.  In  addition  to  the  four  full-time 
pediatricians  on  the  Academy’s  Central  Office 
Staff,  the  Council  on  Pediatric  Practice  also 
utilizes  the  full-time  services  of  a staff  assist- 
ant, as  well  as  a full-time  person  assigned  to 
the  Committee  on  Legislation  to  review  child 
health  legislative  proposals. 

The  Academy  is  also  assuming  an  increas- 
ingly important  role  in  Project  Headstart. 
A pediatrician  with  much  experience  in 
these  programs  has  been  added  to  the  full- 
time staff  of  the  Academy,  to  head  up  the 
Academy’s  new  role  in  coordinating  the  na- 
tionwide group  of  pediatric  consultants  to 
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the  various  Headstart  Programs.  This  im- 
portant step  represents  the  first  time  the 
federal  government  has  asked  the  Academy 
to  assume  a strong  supervisory  role  in  any 
of  its  health  programs.  It  is  yet  another  piece 
of  evidence  that  the  Academy  is  standing 
stronger  and  taller  in  national  circles,  includ- 
ing the  federal  government. 

The  Academy  has  strong  liaison  relation- 
ships with  the  American  Medical  Association 
and  with  other  medical  specialty  groups.  Per- 
haps the  strongest  such  relationship  is  the 
Academy’s  representation  on  the  Joint  Coun- 
cil of  National  Pediatric  Societies.  Other  or- 
ganizations represented  on  this  Council  are 
the  American  Pediatric  Society,  the  Society 
for  Pediatric  Research,  the  Association  of 
Medical  School  Pediatric  Department  Chair- 
men, and  the  Association  of  Professors  of 
Maternal  and  Child  Health.  Administrative 
offices  and  personnel  for  this  Council,  jointly 
supported  by  all  participating  groups,  will 
be  located  in  the  Academy  Central  Office  in 
Evanston.  The  Council  will  consider  broad 
national  issues  on  which  pediatric  opinion 
might  be  important  to  federal  agencies.  Its 
first  activity  will  be  to  develop  material  on 
maternal  and  child  health  goals,  using  a 
number  of  Academy  publications  as  the  basis 
for  development. 

In  addition  to  representation  on  this  Coun- 
cil, the  Academy  also  has  representation  on 
the  Medical  Intersociety  Coimcil,  the  AMA 
Interspecialty  Committee,  and  the  Council  of 
Medical  Specialty  Societies.  Finally,  the 
Academy  has  its  own  Academy  Liaison  Com- 
mittee with  Government  Agencies.  When  one 
adds  to  all  these  echelons  of  representation 
the  fact  that  many  Academy  Fellows,  either 
as  members  of  important  Academy  scientific 
committees  or  otherwise,  have  much  influ- 
ence at  the  Washington  level  it  is  apparent 
that  the  Academy  certainly  has  the  proper 
framework  to  give  the  pediatricians  of  Amer- 
ica good  representation  in  regard  to  health 
programs  and  legislation  and,  at  the  same 
time,  is  in  a favorable  position  to  influence 
the  quality  of  pediatric  care  in  the  various 
programs. 

The  Association  of  Medical  School  Pedi- 
atric Department  Chairmen  has  also  exerted 


dynamic  leadership  in  national  child  health 
circles,  particularly  centering  on  the  needs  of 
pediatric  departments  in  affording  better 
training  for  interns  and  residents  and  on  the 
needs  for  better  facilities  to  do  this.  Also, 
much  consideration  has  been  given  to  com- 
munity child  health  programs.  The  American 
Board  of  Pediatrics  is  chiefly  concerned  with 
elevating  the  quality  of  pediatrics  by  stimu- 
lating better  training  of  residents.  The  PREP 
Committee — Pediatric  Education,  Research, 
and  Practice  Committee — has  made  an  exten- 
sive nationwide  study  of  many  aspects  of 
pediatrics  and  pediatric  manpower.  The  fun- 
damental data  obtained  by  this  survey  will 
prove  extremely  useful  in  further  planning. 

At  the  state  level,  the  Academy  of  Pedi- 
atrics has  developed  in  most  states  a Com- 
mittee on  Pediatric  Practice.  The  functions 
of  such  a committee  are  similar  to  those  of 
the  Council  on  Pediatric  Practice,  at  the  na- 
tional level.  The  committee  is  to  be  alert  to 
proposed  legislation,  evaluate  it  quickly,  take 
a stand  where  a stand  is  indicated,  and  also 
seek  to  initiate  new  legislation  or  modify 
old  legislation  if  this  would  result  in  a better 
quality  of  child  health. 

What  do  these  various  national  child 
health  programs  mean  to  the  pediatrician  in 
private  practice?  Will  governmental  pro- 
grams usurp  his  domain,  decrease  his  practice 
and  his  income?  I do  not  think  so.  All  predic- 
tions point  to  the  high  probability  that  pedi- 
atricians in  the  future  will  be  even  scarcer 
in  relation  to  child  population.  The  numbers 
of  pediatricians  are  rising  only  slowly,  the 
numbers  of  general  practitioners  are  drop- 
ping steadily,  and  the  child  population  is  in- 
creasing rapidly.  Physicians  with  a specific 
interest  in  children  will  find  their  practice 
growing,  perhaps  beyond  the  bounds  of  com- 
fort. Also,  unless  we  accept  the  improbable 
thesis  that  all  aspects  of  American  life  will 
be  completely  socialized,  there  will  be  an 
increasingly  larger  number  of  people  able  to 
pay  for  medical  services  from  their  own 
earnings,  or  through  insurance,  and  the  pedi- 
atrician will  be  in  high  demand.  Within  a 
few  years  there  will  be  no  charity  pediatric 
patients.  There  has  never  been  a time  in 
American  medicine  when  a doctor  with  an 
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average  amount  of  brains  and  training  had 
more  of  a chance  to  make  a decent  living 
from  private  practice — and  this  will  be  even 
truer  in  years  to  come. 

What  about  the  AMA’s  support  of  a new 
type  of  so-called  “Primary  Physician” — a 
physician  trained  in  pediatrics  and  in  inter- 
nal medicine?  Do  we  need  this  hybrid-type 
individual  who  is  neither  pediatrician  nor 
internist?  I think  not,  and  this  is  also  the 
position  of  the  American  Academy  of  Pedi- 
atrics. I believe  that  some  individuals  will 
naturally  gravitate  to  this  type  of  training 
and  serve  a useful  role,  but  I do  not  believe 
we  should  sidetrack  in  any  way  the  numbers 
of  young  physicians  seeking  full  training  in 
internal  medicine  or  pediatrics.  There  is 
nothing  the  hybrid  double-specialist  could  do 
that  a good  pediatrician  or  a good  internist 
could  not,  unless  one  speaks  of  isolated  areas 
that  cannot  support  a pediatrician  or  an  in- 
ternist. 

Of  much  importance  in  the  delivery  of 
medical  care  to  large  numbers  of  people  is 
the  extent  to  which  physicians  will  relinquish 
to  allied  health  personnel  duties  formerly 
considered  those  of  the  physician  alone.  Un- 
less we  are  willing  to  allocate  to  these  assist- 
ants many  of  the  simpler  aspects  of  medical 
care  we  shall  continue  to  be  bogged  down 
in  routine  activities  that  do  not  really  require 
medical  brains. 

Are  we  to  expect  that  publicly  supported 
neighborhood  chnics  will  be  a permanent 
fixture  on  the  American  scene?  I do  not  be- 
lieve so.  They  are  important  at  the  moment 
to  solve  the  problem  of  bringing  medical  care 
to  poor  people,  and  they  will  continue  to  be 


important  for  perhaps  another  10  or  20  years. 
By  that  time,  some  inroads  should  have  been 
made  on  poverty  and  all  the  associated  cir- 
cumstances that  make  it  now  necessary  to 
bring  medical  care  to  people  in  underprivi- 
leged areas.  By  that  time,  perhaps,  through 
government  subsidization  or  otherwise,  the 
medically  poor  may  really  be  in  the  “main- 
stream of  medicine” — the  announced  goal  of 
these  health  programs.  We  should  certainly 
not  plan  permanently  for  two  types  of  medi- 
cal care — one  in  the  private  office  and  an- 
other in  a crowded  clinic. 

I think  as  Medicaid  hits  its  stride,  urban 
renewal  gathers  momentum,  and  living  con- 
ditions improve,  there  will  be  an  infiltration 
of  physicians  into  now-blighted  areas  and 
that  medical  care  will  be  generally  available 
in  all  sections  of  our  cities.  Will  there  always 
be  these  shortages  of  doctors,  nurses  and 
other  allied  health  personnel?  I think  not.  We 
are  currently  facing  a sudden  upsurge  in 
population  whose  roots  date  from  World  War 
II.  Well  be  inundated  with  patients  for  the 
next  10  or  20  years,  but  by  then  we  will  have 
done  much  to  close  the  gap  between  physi- 
cians and  population,  will  have  trained  many 
thousands  of  allied  health  workers,  and  will 
have  dramatically  improved  our  methods  of 
affording  medical  care.  Some  diseases,  too, 
will  have  disappeared  from  the  scene  as  scien- 
tific medicine  advances. 

Ill  stop  on  this  optimistic  note.  For  I am 
optimistic  about  the  future,  and  I do  believe 
that  if  we  plan  well  and  pull  hard  through 
the  next  decade  or  so,  well  emerge  into  a 
new  medical  era — perhaps  the  best  yet.  • 


Institute  for  Health  Science  Librarians 

A five-day  Continuing  Education  Institute  for  Health  Science  Librarians  will  be  held 
on  the  campus  of  Temple  Buell  College  in  Denver,  Colorado,  June  3-June  7,  1968.  Tuition, 
room  and  board  are  included  in  the  $150  registration  fee.  The  institute,  which  immediately 
precedes  the  67th  Annual  Meeting  of  the  Medical  Library  Association,  will  provide  a unique 
opportunity  for  all  health  science  librarians  to  learn  of  recent  technological  advances  and  to 
study  specialized  subject  areas  intensively.  Enrollment  is  limited  to  150  persons  and  closes 
on  April  1,  1968. 

Registration  forms  and  a brochure  outlining  the  program  and  containing  course  descrip- 
tions are  available  from  Miss  Mary  Elizabeth  Feeney,  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York,  New  York  10029,  or  from  the  Medical  Library  Association, 
919  North  Michigan  Avenue,  Chicago,  Illinois  60611. 
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splenic  and  pulmonary  infarction 

in  a Negro  athlete 

Sherman  D.  Nichols,  MD,  Alamosa,  Colorado 


Case  report  of  splenic  and  pulmonary 
infarction  in  a Negro  athlete  with 
sickle  cell  trait  occurring  at  high 
altitude.  It  is  interesting  and  important 
to  us  who  live,  practice,  and  watch 
athletic  contests  in  the  sky  country — 
and  with  Olympic  games  coming  to 
Mexico  City’s  7000  feet  in  the 
near  future. 


There  is  currently  much  interest  in  athletic 
competition  at  high  altitude  in  anticipation 
of  the  Olympic  games  to  be  held  in  Mexico 
City  (altitude  7,200  feet).  The  present  case 
describes  a sequence  of  events  which  may 
precipitate  serious  illness  or  even  death  in 
negro  athletes  with  sickle  cell  trait. 

Case  report 

C.  W.,  an  18-year-old  negro  college  student, 
was  admitted  to  the  Alamosa  Commimity  Hospital 
on  December  27,  1966,  complaining  of  abdominal 
pain,  vomiting  and  shortness  of  breath.  Six  hours 
previously  he  had  arrived  in  Alamosa,  Colorado 
(altitude  7,540  feet)  from  Springfield,  Missouri 
(altitude  800  feet)  to  participate  in  the  “Top  of 
the  Nation”  basketball  tournament.  Arrival  was 
at  6:00  p.m.  after  a two-hour  flight  in  a non- 
pressurized  commercial  plane.  A maximum  alti- 
tude of  11,500  feet  had  been  attained  for  a short 
period.  Soon  after  arrival  he  ate  a hearty  meal 
and  stated  he  felt  well.  At  8:00  p.m.  he  worked  out 
vigorously  on  the  basketball  court.  This  activity 
included  ten  “wind  sprints”  which  consisted  of 
running  as  fast  as  possible  the  length  of  the  court 
and  back.  During  the  work-out  he  noted  breath- 
lessness and  undue  fatigue  which  were  relieved 
by  a five-minute  rest.  At  10:00  p.m.  he  retired 
complaining  of  restlessness  and  dyspnea.  At  11:00 
p.m.  he  awoke  with  severe  left  upper  abdominal 
pain  and  vomiting  which  became  progressively 
severe,  prompting  hospital  admission. 


One  week  prior  to  admission  he  had  noted  a 
mild  upper  respiratory  infection,  characterized  by 
a scratchy  throat  and  coryza.  There  was  no  pre- 
vious significant  illness.  There  was  no  family 
history  of  sickle  cell  anemia. 

Examination  revealed  an  acutely  ill,  muscular, 
negro  male,  who  was  retching  intermittently.  The 
respiratory  rate  was  24/minute.  His  temperature 
was  97.6°  F,  his  pulse  76/minute  and  his  blood 
pressure  162/110.  The  pharynx  was  not  reddened. 
There  was  splinting  of  the  left  chest  and  the 
breath  sounds  were  diminished  in  the  base  of  the 
left  lung.  There  was  marked  tenderness  in  the 
left  upper  abdomen  with  involuntary  guarding 
and  rebound  tenderness.  Splenic  dullness  to  per- 
cussion extended  3 cm.  below  the  left  costal 
margin. 

On  admission  the  white  blood  count  was  9,000/ 
mm3  with  59  segmented  neutrophils,  39  lympho- 
cytes, 1 stab  and  1 basophile.  The  hematocrit  was 
44  per  cent  and  the  hemoglobin  was  15.2  g/100  ml. 
A sickle  cell  preparation  was  positive.  Urinalysis 
revealed  15-20  wbc/hpf,  specific  gravity  1.020 
and  pH  6.5.  On  the  following  morning  total  bili- 
rubin was  1.15  mg%  with  0.97  mg%  indirect 
reacting.  Reticulocyte  count  was  2.7  per  cent, 
SGPT  11  units,  and  blood  urea  nitrogen  9.0  mg%. 
The  white  blood  count  had  risen  to  13,050.  The 
next  day,  Dec.  29,  1966,  SCOT  was  24  units  and 
LDH  was  790  units.  The  LDH  rose  to  980  on 
Dec.  31.  The  SCOT  peaked  at  45  units  on  Dec.  30. 
The  COg  combining  power  rose  to  33  on  Dec.  31. 
The  hematocrit  remained  unchanged  throughout 
his  hospitalization.  Initial  throat  culture  revealed 
beta  hemolytic  streptococcus;  the  urine  was  sterile. 
Hemoglobin  electrophoresis  revealed  SA  hemo- 
globin with  26  per  cent  ferrohemoglobin  solubility. 
Fetal  hemoglobin  was  under  1 per  cent.  Hemo- 
globin A was  predominant.* 

The  initial  electrocardiogram  revealed  T wave 
inversions  in  leads  II,  III,  AVF  and  V,  through 
with  S-T  segment  elevation  in  through  Vg, 
suggesting  acute  right  ventricular  strain.  Serial 
tracings  showed  a gradual  resolution  of  these 
changes. 

The  initial  chest  film  and  plain  film  of  the 

*Bio-Science  Laboratories,  760  Tyrone  Avenue,  Van  Nuys, 
California. 
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abdomen  were  not  remarkable.  On  the  third  hos- 
pital day,  however,  a fine  mottled  infiltrate  ap- 
peared in  the  lower  two-thirds  of  both  lung  fields 
and  the  heart  had  enlarged.  By  Jan.  3,  1967,  the 
chest  film  had  returned  to  normal. 

Hospital  course:  The  patient  continued  to  com- 
plain of  abdominal  pain  and  the  above  physical 
findings  persisted  for  four  days  after  which  the 
abdominal  complaints  gradually  improved.  He  be- 
came progressively  dyspneic  and  cyanotic  until 
the  third  hospital  day  at  which  time  his  respiratory 
rate  was  60/minute.  At  that  time  a cough  devel- 
oped which  was  productive  of  dark,  bloody  sputum. 
By  the  sixth  hospital  day  the  respiratory  symptoms 
were  improved.  At  the  time  of  discharge  on  the 
eleventh  hospital  day  he  complained  only  of 
weakness.  Treatment  consisted  of  intravenous 
fluids,  oxygen.  Promazine  and  Procaine  Penicillin. 

Comment 

It  is  now  well  established  that  individuals 
with  the  sickle  cell  trait,  a heterozygous  S 
hemoglobinopathy,  are  vulnerable  to  massive 
intravascular  sickling  with  resultant  visceral 
infarction  and  rare  sudden  death. ^ The  effects 
have  been  noted  only  in  those  individuals 
having  over  40  per  cent  S hemoglobin  and 
exposed  to  extreme  conditions  of  hypoxia 
and/or  acidosis.  The  most  common  situations 
reported  have  been  splenic  infarction  during 
flight^  and  pulmonary  infarctions  associated 
with  congestive  failure.^’^ 

In  the  present  case  the  patient  appeared 
to  tolerate  an  altitude  up  to  11,500  feet  with- 


out symptoms.  However,  when  this  was  fol- 
lowed by  strenuous  exertion,  a life  threaten- 
ing situation  developed,  characterized  by 
splenic  and  pulmonary  infarction.  A concur- 
rent upper  respiratory  infection  may  have 
also  contributed  to  the  fulminating  illness. 

Hypersequestration  of  erythrocytes  in  the 
spleen  has  been  demonstrated  in  volunteers 
with  SA  hemoglobin  at  altitudes  over  7,000 
feet.  This  effect  may  persist  for  three  to  five 
days  and  may  have  contributed  to  the  splenic 
infarction.® 

During  the  next  year  athletes  from  over 
the  world  will  be  participating  in  grueling 
athletic  events  at  high  altitudes.  SA  hemo- 
globin has  been  found  in  8 per  cent  of  negroes 
in  this  country  and  may  be  as  high  as  40 
per  cent  in  certain  areas  of  Africa.  The  risk 
of  strenuous  exertion  to  SA  individuals  at 
sea  level  is  apparently  quite  small.  However, 
the  magnitude  of  the  risk  at  high  altitude  is 
unknown. 

Those  of  us  who  practice  in  the  Rocky 
Mountain  area  may  perhaps  better  define  this 
risk  by  an  increased  awareness  of  the  patho- 
genic factors  involved  and  by  reporting  simi- 
lar cases.  • 
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Rheumatic  fever 


A national  survey  of  college  students  of  the  Rocky  Mountain  Region 


Clare  Findlan,  Arlington,  Va. 


The  purpose  of  this  paper  is  to  present 
data  on  the  prevalence  of  rheumatic  fever 
and  rheumatic  heart  disease  in  college 
students  in  the  Rocky  Mountain  States 
and  to  point  out  some  pathways 
which  might  he  undertaken  to  solve 
the  problems  that  they  reveal. 

Rheumatic  fever  is  a worldwide  disease.  Its 
incidence  appears  to  be  influenced  by  many 
factors,  two  of  which  are  climate  and  geog- 
raphy.^ The  incidence  of  rheumatic  fever  in 
the  Rocky  Mountain  States  is  one  of  the 
highest  in  the  United  States.  In  other  places 
that  have  altitudes  comparable  to  that  of  the 
Rocky  Mountain  States,  e.g.,  Mexico  City,  the 
prevalence  of  rheumatic  fever  is  also  high. 
However,  there  are  now  available  technics 
for  its  primary  and  secondary  prevention. 
These  technics,  generally  related  to  throat 
culture  programs  for  the  identification  of 
streptococcal  infections  and  to  administration 
of  penicillin  in  prophylactic  doses,  can  modify 
the  natural  history  of  streptococcal  infections 
and  thereby  lead  to  a decrease  in  the  morbid- 
ity and  mortality  of  acute  rheumatic  fever, 
even  in  the  presence  of  high  altitude  and 
temperate  climate,  which  have  been  shown 
to  be  indirect  causal  factors  in  the  epidemi- 
ology of  rheumatic  fever. 

Methodology  and  results 

Much  has  been  said  about  the  decline  in 
mortality  and  morbidity  in  rheumatic  fever 
in  the  United  States.  However,  for  too  long 

•This  paper  was  presented  at  the  Rocky  Mountain  Rheu- 
matic Fever  Seminar,  Boise,  Idaho,  in  June,  1967.  Mrs. 
Findlan  is  Statistician,  Pediatric  Section,  Heart  Disease 
Control  Program,  U.  S.  Public  Health  Service. 


there  were  no  available  data  to  actually  esti- 
mate the  current  size  and  scope  of  this 
problem.  It  was  impossible  to  ascertain 
whether  the  disease  had  changed  or  to  evalu- 
ate the  effectiveness  of  rheumatic  fever  con- 
trol programs.  It  was  felt,  therefore,  that  a 
large  sample  of  college  freshmen  would  be 
a suitable  and  accessible  population  group  in 
which  to  study  the  prevalence  of  rheumatic 
fever  and  rheumatic  heart  disease.  College 
freshmen  (predominantly  18  years  of  age) 
represent  a group  which  has  relatively  re- 
cently passed  through  the  period  of  highest 
incidence  of  rheumatic  fever,  i.e.,  the  5-14 
age  group.  Moreover,  the  high  educational 
level  of  this  group  would  seem  to  minimize 
inaccuracies  in  reporting  past  attacks  of 
rheumatic  fever.  Through  agreement  with 
cooperating  colleges  and  imiversities  affili- 
ated with  the  American  College  Health  Asso- 
ciation, it  was  possible  to  plan  a study  based 
on  a student  questionnaire  or  interview  and 
on  a physical  examination  for  evidence  of 
rheumatic  heart  disease. 

In  1956,  this  study  of  the  prevalence  of 
rheumatic  fever  and  rheumatic  heart  disease 
among  college  freshmen  was  begun  as  a five- 
year  cooperative  effort  between  the  Heart 
Disease  Control  Program  of  the  United  States 
Public  Health  Service  and  the  American 
College  Health  Association.  The  detailed 
methodology  and  statistical  results  of  the 
first  five  years  of  the  study  have  been  pub- 
lished.^ The  following  are  a few  statistical 
highlights  of  the  study: 

1.  Over  one-half  million  freshmen  students 
matriculating  at  137  colleges  during  the  five-year 
study  period  completed  a questionnaire,  and  were 
later  interviewed  by  a physician  and  given  a 
physical  examination. 
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2.  The  total  yield  of  students  believed  to  have 
had  rheumatic  fever  during  this  period  of  time 
was  9,044,  or  a prevalence  of  17.5  per  1,000  students 
examined. 

3.  The  geographic  distribution  of  the  preva- 
lence, grouped  in  quartiles,  disclosed  that  rheu- 
matic fever  prevalence  is  highest  in  the  northern 
temperate  zones,  particiilarly  among  the  residents 
of  the  Rocky  Mountain  area. 

4.  Of  the  9,044  cases  of  definite  or  probable 
rheumatic  fever,  2,971  or  5.7  per  1,000  students 
examined,  were  reported  by  a physician  as  having 
a murmur  indicative  of  rheumatic  heart  disease. 
In  general,  the  geographic  distribution  of  rheu- 
matic heart  disease  is  similar  to  that  of  rheumatic 
fever. 

5.  The  use  of  prophylaxis  against  recurrent  at- 
tacks of  rheumatic  fever  was  found  to  be  disap- 
pointingly low  in  this  group  of  over  9,000  students 
with  definite  and  probable  rheumatic  fever  or 
rheumatic  heart  disease,  or  both.  Only  12.2  per 
cent  of  those  requiring  such  prophylaxis  were 
actually  receiving  it. 

6.  The  major  difficulty  appeared  to  be  the 
administrative  mechanism  of  maintaining  con- 
tinuity of  care,  which  is  a definite  requirement 
for  effective  prophylaxis.  Although  maintenance 
of  prophylaxis  depends  on  a regular,  continuing 
relationship  between  physician  and  patient,  pri- 
vate physicians  are  faced  with  both  logistic  and 
ethical  problems  in  setting  up  systems  for  patient 
recall,  particularly  when  the  patient  is  away  from 
home  attending  college. 

As  originally  planned,  this  study  was  to  be 
conducted  over  a five-year  period.  However, 
the  participating  colleges  at  the  end  of  the 
first  five  years  were  so  accustomed  to  includ- 
ing the  questionnaire — Rheumatic  Heart  Dis- 
ease Project  Form  (PHS-2587-1) — in  their 
registration  packets  that  they  strongly  urged 
the  Heart  Disease  Control  Program  and  the 
American  College  Health  Association  to  con- 
tinue the  study.  Hence,  the  study  has  con- 
tinued from  1961  to  the  present  school  year. 


TABLE  1 

Per  cent  of  college  freshmen  participating 
in  1965-66  College  Rheumatic  Fever  Study 


Freshman 

Rheumatic  fever 

class 

study  population 

enrollment 

Number  Per  cent 

Rocky  Mountain 

states  

....  82,000 

3,398  4.1 

U.  S.  total*  

...1,442,000 

51,335  3.6 

’’Includes  fifty  states  and  District  of  Columbia.  Source; 
Opening  Fall  Enrollment  in  Higher  Education,  1965,  OE- 
54003-65  Office  of  Education,  HEW. 


using  the  same  methodology  of  data  collec- 
tion described  in  the  Marienfeld  study  cited 
earlier.^ 

The  latest  data  available  from  this  study 
covers  school  year  1965-66.  Table  1 shows  the 
1965  freshmen  enrollment  on  campus  in  the 
United  States  and  also  in  the  Rocky  Moun- 
tain region.  Of  the  total  college  freshmen 
enrollment,  5.7  per  cent  are  from  the  Rocky 
Mountain  region,  3.6  per  cent  of  the  total 
freshmen  students  in  the  United  States  par- 
ticipated in  the  1965  College  Rheumatic  Fever 
Study,  and  4.1  per  cent  of  the  eligible  stu- 
dents from  the  Rocky  Mountain  area  partici- 
pated. 

In  Table  2 we  see  the  prevalence  of  prob- 
able or  definite  rheumatic  fever  per  1,000 
students  surveyed,  by  region  and  residence, 
at  the  time  of  the  survey.  “Residence  at  time 
of  survey”  is  the  permanent  home  address  of 
the  student  at  the  time  he  enters  college 
regardless  of  where  the  school  is  located. 

TABLE  2 

Prevalence  of  probable  or  definite  rheumatic 
fever  per  1,000  students  surveyed,  by  region 
of  residence  at  time  of  survey.  College 
Rheumatic  Fever  Study,  1965 


Rank  Region 

Total 

exams 

Total 

cases 

Rate/ 

1000 

exams 

Total  

...51,335 

544 

10.6 

8 

New  England  

....  5,043 

29 

5.8 

7 

Middle  Atlantic  

...10,943 

74 

6.8 

6 

East  North  Central  .. 

....13,642 

116 

8.5 

4 

West  North  Central 

....  8,842 

120 

13.6 

5 

South  Atlantic  

....  3,423 

29 

8.5 

1 

East  South  Central  .. 

....  373 

10 

26.8 

9 

West  South  Central 

....  446 

2 

4.5 

2 

Mountain  

....  3,398 

79 

23.2 

3 

Pacific  

....  4,883 

82 

16.8 

Foreign  

....  342 

3 

8.8 

The  wide  disparity  noted  by  region  and 
state  raises  the  question  of  the  extent  to 
which  these  data  are  representative  of  the 
nationwide  prevalence  of  rheumatic  fever 
among  young  adults.  The  geographic  distri- 
bution of  students  surveyed  might  be  expect- 
ed to  be  different  from  that  of  all  persons  in 
the  United  States  of  that  age  group  (18-21 
years)  for  two  principal  reasons:  (a)  the  per 
cent  of  18-year-olds  who  enter  college  varies 
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widely  from  state  to  state;  and  (b)  the  num- 
ber of  colleges  that  participated.  For  example, 
of  the  15  colleges  which  are  affiliated  with 
the  American  College  Health  Association  and 
which  are  located  in  the  Rocky  Mountain 
area,  only  three  participated  in  the  1965  study 
— University  of  Denver,  New  Mexico  High- 
lands University,  University  of  Wyoming. 
Hence,  this  is  one  reason  for  the  wide  dis- 
parity amongst  the  regions.  It  can  be  noted 
that  the  Rocky  Mountain  region  has  the 
second  highest  prevalence  of  rheumatic  fever. 
Here  the  prevalence  is  twice  that  found  for 
the  entire  nation.  The  East  South  Central 
region  data  are  computed  from  a small  num- 
ber of  examinations  and  hence  probably  less 
meaningful. 

Table  3 shows  how  many  of  the  rheumatic 
fever  cases  have  been  or  currently  are  on 
prophylaxis.  Table  4 deals  with  only  diag- 
nosed cases  of  rheumatic  heart  disease.  Only 
40  per  cent  of  the  nation’s  young  adult  popu- 
lation on  campus  with  rheumatic  heart  dis- 
ease are  currently  on  prophylaxis.  In  the 
Rocky  Mountain  area  only  33  per  cent  are 
on  medication  at  this  time.  All  persons  with 
rheumatic  heart  disease  should  take  prophy- 
lactic antibiotics  for  life.® 

Discussion 

If  these  recent  data  are  indicative  of  the 
progress  that  has  been  made,  more  effort 
obviously  must  be  put  forth  if  we  are  to 
prevent  recurrent  attacks  of  rheumatic  fever. 
These  data  also  should  be  sufficiently  con- 
vincing to  show  that  rheumatic  fever  and 
rheumatic  heart  disease  are  still  important 
public  health  problems  in  this  region,  where 
the  prevalence  is  second  highest  amongst  all 
the  U.  S.  geographical  regions. 

From  Table  1 we  saw  that  4.1  per  cent  of 
the  entering  college  freshmen  in  the  Rocky 
Mountain  region  participated  in  the  1965-66 
College  Rheumatic  Fever  Study.  Now  that 
the  prevalence  of  these  diseases  is  known,  it 
is  anticipated  that  State  Health  Department 
and  Regional  Medical  Program  personnel  will 
be  interested  in  setting  up  or  implementing 
a rheumatic  fever  control  program  on  cam- 
puses of  the  area  colleges.  These  colleges 


TABLE  3 

Use  of  prophylactic  medication  by  students 
with  rheumatic  fever  or  rheumatic  heart 
disease,  or  both,  in  the  United  States  and 
states  in  the  Rocky  Mountain  area,  College 
Rheumatic  Fever  Study,  1965 

Ever  on  Currently  on 
prophylaxis  prophylaxis 
% of  % of 


State 

Total 

Cases 

total 

Cases 

Total 

U.  S.  total  

...544 

316 

58.1 

151 

27.8 

Rocky  Mountain 

area  total  

...  79 

48 

60.8 

25 

31.6 

and  universities  will  be  looking  for  guide- 
lines for  the  control  of  rheumatic  fever  in 
this  area.  This  study  documents  that  only 
about  one- third  of  those  who  should  be  re- 
ceiving penicillin  prophylactically  are  actual- 
ly receiving  it  and  thereby  indicates  a prob- 
lem area  which  challenges  the  regional,  state, 
and  local  health  officials  to  take  action. 

It  takes  the  team  approach  to  initiate  a 
rheumatic  fever  control  program  with  any 
target  group.  For  example,  recently  in  the 
state  of  Montana  a medical  officer^,  a health 
educator,  a niirse,  and  statistician  set  up  a 
rheumatic  fever  control  program  in  six  state 
colleges.  This  type  of  team,  consisting  of 
local,  state,  and/or  regional  personnel,  could 
assist  any  college  student  health  service  in 
developing  a plan  for  an  effective  control 
program  on  campus. 

TABLE  4 

Use  of  prophylactic  medication  by  students 
with  probable  or  definite  rheumatic  heart 
disease  in  the  United  States  and  states  in  the 
Rocky  Mountain  area.  College  Rheumatic 
Fever  Study,  1965 


Ever  on  Currently  on 
prophylaxis  prophylaxis 


State 

Total 

Cases 

% of 
total 

Cases 

% of 
Total 

U.  S.  total  

...108 

43 

39.8 

42 

38.9 

Rocky  Mountain 

area  total  

...  18 

6 

33.3 

6 

33.3 
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Summary 

During  school  year  1965,  the  prevalence 
of  rheumatic  fever  in  a sample  of  college 
freshmen  in  the  Rocky  Mountain  area  was 
23.2  per  1,000  examinees,  or  more  than  twice 
the  national  rate  of  10.6  per  1,000  examina- 
tions. The  prevalence  of  rheumatic  heart  dis- 
ease was  5.3  per  1,000,  which  also  was  more 
than  twice  the  nation’s  rate  of  2.1  per  1,000 
examinees.  In  the  Rocky  Mountain  area,  only 
33  per  cent  of  the  students  requiring  prophy- 
laxis were  actually  receiving  it.  This  is  slight- 
ly less  than  the  national  average  of  40  per 
cent. 


This  study  points  out  a problem  area 
which  challenges  the  regional,  state,  and  local 
health  officials  to  increase  their  efforts  in 
the  prevention  and  control  of  rheumatic  fever 
in  the  yoimg  adult  population  on  the  college 
campuses  of  the  Rocky  Mountain  area.  • 
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Masses  of  the  neck* 


Richard  T.  Farrior,  MD,  Tampa,  Florida 


A review  of  embryology,  anatomy ^ and 
differential  diagnosis  of  masses  in  this 
vital  area. 


This  extensive  subject  of  masses  in  the  neck 
is  being  presented  to  the  reader  in  an  in- 
formal manner  and  outline  form.  Its  purpose 
is  to  review  for  the  general  physician  the 
diagnosis  and  in  brief  the  management  of 
common  and  some  unusual  masses  of  the 
neckr 

DIFFERENTIAL  DIAGNOSIS  OF 
NECK  MASSES 

I.  Primary  Swellings 

A.  Developmental 

B.  Inflammatory 

C.  Neoplastic 

D.  Dilatations 

II.  Secondary  Swellings 

A.  Regional 

B.  Non-Regional 

C.  Traumatic 

I.  PRIMARY  SWELLINGS  IN  THE  NECK 
A.  Developmental  (Fig.  1) 

1.  Thyroglossal  Duct  Cyst  (Fig.  2) 

2.  Branchial  Cleft  Cyst  (Fig.  3) 

3.  Dermoid  Cyst  or  Tumors 

4.  Teratomas 

5.  Congenital  A-V  Fistula;  Aneurysm 

Developmental  anomalies  of  the  cervical 
area  are  sometimes  divided  into  (a)  midline, 
and  (b)  lateral  swellings.  The  midline  swell- 
ings would  include  the  sublingual  and  sub- 
mental  inclusion  cysts  as  well  as  thyroglossal 
cysts  and  fistula.  The  lateral  swellings  would 
include  the  lateral  cervical  cysts,  such  as 
branchiogenic  cysts  and  embryonic  thymic 
cysts.  Cystic  hygroma,  a type  of  Ijmiphangi- 
oma,  although  generally  lateral  and  posterior, 
may  extend  to  envelope  all  the  anterior  and 
midline  structures  of  the  neck  also.  Perhaps 

^Presented  to  the  Ninety-seventh  Annual  Session.  Colorado 
Medical  Society,  September  20-23,  1967,  Colorado  Springs. 


included  in  these  swellings  should  be  the  con- 
genital goiter,  which  may  be  either  midline 
or  lateral,  and  the  laryngocele  which  could 
present  laterally  through  the  ventricle  of  the 
larynx  through  the  thyrohyoid  membrane. 


Fig.  1.  The  lateral  cervical  sinus.  This  is  a diagram 
summarizing  the  developmental  anomalies  asso- 
ciated with  the  branchial  system  and  the  lateral 
cervical  sinus.  The  second  branchial  arch  and  the 
epicardial  ridge  tend  to  close  about  the  third  and 
fourth  arch  and  their  associated  grooves.  The  facial 
nerve  and  platysma  muscle  primordia  are  within 
the  second  arch,  the  hypoglossal  nerve  and  sterno- 
cleidomastoid muscles  somite  are  in  the  epicardial 
ridge.  Branchiogenic  fistulas  then  must  extend 
beneath  the  platysma  and  facial  nerve  and  anterior 
or  ventral  to  the  hypoglossal  nerve  and  sterno- 
cleidomastoid muscle.  The  third  arch  contains  the 
carotid  artery  and  glossopharyngeal  nerve,  while 
the  fourth  arch  contains  the  arch  of  the  aorta  on 
the  left,  or  the  proximal  portion  of  the  subclavian 
artery  on  the  right  side  and  the  inferior  laryngeal 
nerve. 
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Fig.  2.  Thyroglossal  duct.  The  thyroglossal  tract 
is  of  entodermal  origin.  It  descends  into  the  neck 
from  posterior  to  the  tuherculum  impar  or  region 
of  the  foramen  cecum  of  the  tongue  and  anterior 
or  ventral  to  the  second  arch  hyoid  hone.  Clinically 
the  tract  may  he  entrapped  in  the  hyoid  hone  or 
even  posterior  to  it.  For  practical  purposes  the 
tract  may  he  dissected  from  the  thyrohyoid  mem- 
brane which  inserts  posteriorly  and  superiorly  on 
the  hyoid  hone.  The  mid-section  of  the  hyoid  hone 
should  he  removed  and  the  dissection  carried  to 
the  hase  of  the  tongue. 

In  general,  the  author  discourages  the  use 
of  incision  and  drainage,  aspiration,  or  the 
injection  of  sclerosing  agents  into  the  con- 
genital cyst. 

Teratomas  contain  structures  representing 
all  three  primitive  layers  of  the  blastoderm. 
Differentiation  may  occur  from  totipotential 
cells  or  from  underdeveloped  rest  prior  to 
differentiation. 

The  doughy  more  superficially  placed  der- 
moid will  contain  hair  and  other  epithelial 
elements. 

B.  Inflammatory 

1.  Non-specific  Lymphadenitis 

2.  Primary  Abscess  (Deep  Cervical) 

3.  Actinomycosis,  ? Primary 

4.  Infected  Sebaceous  Cyst 

Certainly  nonspecific  lymphadenitis  is  the 

most  common  cervical  mass  seen  in  children 


and  may  or  may  not  be  associated  with  gen- 
eralized or  head  and  neck  inflammation.  In 
these  cases  clinical  Judgment  is  essential  for 
medical  management  as  well  as  the  indica- 
tions for  incision  and  drainage. 

C.  Neoplastic 

1.  Lymphatic 

a.  Cystic  Hygroma  Colli 

b.  Lymphangioma 

c.  Solitary  Lymphoma 

2.  Vascular 

a.  Hemangioma 

b.  Carotid  Body  Tumor 

3.  Glandular 

a.  Thyroid 

b.  Salivary 

c.  Sebaceous 

d.  Parathyroid 

4.  Epithelial 

a.  Branchiogenic  Carcinoma 

b.  Epitheliomas  (Skin) 

5.  Connective  Tissue 

a.  Linoma 

b.  Fibroma 

c.  Neurofibroma 


Fig.  3.  Branchiogenic  cyst  and  fistulas.  This  dia- 
gram should  he  compared  with  Fig.  1.  Classically 
the  cervical  fistula  extends  between  the  internal 
and  external  carotid  artery  and  over  the  hypo- 
glossal nerve  anterior  to  the  sternocleidomastoid 
muscle.  Congenital  cysts  tend  to  be  in  the  mid  or 
superior  portion  of  the  neck  where  fistulas  tend 
to  present  in  the  inferior  portion  of  the  neck  a 
phenomenon  related  to  the  embryonic  flexion  and 
eventual  extension  of  the  neck. 
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C-1.  Lymphatic:  As  the  outline  indicates, 
cystic  hygroma  is  again  included  as  this  can 
be  considered  a neoplastic  form  of  the  lymph- 
angioma. The  multiloculated  mass  is  lined 
with  endothelial  cells.  The  solitary  lymphoma 
can  occur  and  although  many  lymphomas  are 
treated  with  x-ray  therapy,  this  particular 
form  is  often  treated  by  surgical  removal. 
The  primary  lymphomas  of  the  cervical  re- 
gion include  Hodgkin’s  granuloma,  lympho- 
sarcoma, reticulum  cell  sarcoma,  giant  follicle 
lymphoma  or  the  so-called  lymphoepitheli- 
oma.  X-ray  therapy  is  the  treatment  of  choice 
for  most  of  these  and  is  combined  with  chemo- 
therapy, if  not  localized.  In  each  of  these 
tumors  the  nasopharynx  should  be  thorough- 
ly examined  although  at  this  point  we  are 
discussing  primary  swellings  of  the  neck. 

C-2.  Vascular:  Hemangiomas  of  the  cervi- 
cal area  may  be  extensive  and  extend  into 
the  deep  structures  of  the  neck.  In  some 
cases  it  is  difficult  to  separate  them  from 
some  of  the  congenital  arteriovenous  or  intra- 
venous fistulas.  The  carotid  tumor  is  a form 
of  chromaffinoma  or  periganglioma  and  is  a 
surgical  lesion.  Most  often  the  lesion  is  re- 
sectable although  in  a critical  technical  posi- 
tion right  at  the  bifurcation  of  the  carotid. 
A form  of  autogenous  vascular  graft  or  syn- 
thetic graft  may  be  required.  On  occasions, 
these  lesions  are  best  left  alone  and  not 
resected.  They  rarely  become  malignant  or 
metastasize. 

C-3.  Glandular:  For  benign  neoplasms  the 
thyroid  probably  accounts  for  the  largest 
number  of  primary  swellings  of  the  neck  in 
this  group.  The  thyroid  is  second  only  to 
lymphomas  as  a source  of  malignant  swellings 
of  the  neck  in  children.  The  Warthin’s  sali- 
vary gland  tumor  most  often  presents  at  the 
lower  pole  of  the  parotid  or  in  the  superior 
aspect  of  the  neck.  Submaxillary  gland  tu- 
mors, although  less  common  than  parotid 
gland  tumors,  have  a higher  instance  of 
malignancy  and  resection  often  requires  an 
in  continuity  radical  neck  resection.  The 
sebaceous  swellings  of  the  neck  are  common 
and  sometimes  quite  large  and  deep  and  can 
be  confused  with  dermoid  cysts  or  other  in- 
fected congenital  cysts  or  fistulas.  Fortunate- 
ly, parathyroid  tumors  are  uncommon  and 
management  of  course  must  be  correlated 


critically  with  hormone  replacement.  Acker- 
man presents  the  following  classification  of 
carcinoma  of  the  thyroid: 

Adenocarcinoma 

I.  Papillary 

II.  Follicular  (Alveolar) 

III.  Carcinoma 

Small  Cell 
Giant  Cell 
Undifferentiated 

IV.  Others 

Hurthle  Cell 
Lymphosarcoma 
Fibrosarcoma 
Metastatic  Carcinoma 

Thyroid  tumors  by  other  classifications 
generally  are  divided  into  three  groups:  low, 
moderate,  and  high  grade  malignancy.  Car- 
cinoma of  the  thyroid  remains  a surgical  dis- 
ease although  the  introduction  of  radioiso- 
topes has  aided  both  in  diagnosis  and  treat- 
ment. 

C-4.  Epithelial:  In  cases  of  carcinoma  in 
the  neck  in  which  a primary  in  other  areas 
of  the  head  and  neck  or  distant  anatomic 
sites  cannot  be  demonstrated,  the  burden  of 
proof  is  on  the  surgeon  and  he  must  search 
diligently  and  repeatedly  even  after  resection 
of  the  neck  tumor  for  the  primary  site.  Cer- 
tainly epithelium  exists  within  the  branchio- 
genic  cyst  and  there  is  no  reason  that  this 
could  not  be  a source  of  primary  neoplasm. 
For  practical  purposes,  however,  one  must 
consider  these  as  metastatic,  both  in  evalua- 
tion and  follow-up. 

Skin  neoplasms  in  the  common  forms  of 
squamous  cell  and  basal  cell  carcinoma  gen- 
erally are  slow  to  metastasize  to  the  neck 
nodes,  but  certainly  occur  as  primaries  in 
the  skin  of  the  neck.  Malignant  melanoma 
must  be  considered  respectfully. 

C~5.  Connective  Tissue:  These  tumors  are 
not  uncommon,  certainly  lipomas  particularly 
in  the  supraclavicular  and  posterior  triangu- 
lar area  occur  frequently.  The  most  frequent 
fibromas  or  neurofibromas  I see  in  my  own 
practice  are  of  the  neuroma  type  at  the  cut 
ends  of  the  cervical  nerves  following  radical 
neck  resection.  These  can  be  quite  sensitive 
and  must  be  critically  analyzed  to  rule  out 
recurrent  carcinoma.  Neurogenic  tumors  may 
be  of  peripheral  nerve,  cranial  nerve,  or 
sympathetic  nerve  and  ganglion  origin. 
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D.  Dilatations 

1.  Aneurysm 

2.  Congenital  A-V  Fistula 

3.  Hypopharyngeal  Diverticulum 

4.  Laryngocele 

Dilatations  may  occur  from  herniations, 
such  as  hypopharyngeal  or  Zenker’s  divertic- 
ulum from  the  area  of  the  crico-pharyngeus 
or  laryngoceles  from  the  laryngeal  ventricle 
extending  externally  through  the  thyrohyoid 
membrane.  Vascular  dilatations  as  empha- 
sized above  are  another  source  for  primary 
neck  masses. 

11.  SECONDARY  SWELLINGS  OF  THE  NECK 
A.  Regional 

1.  Inflammatory 

a.  ENT  (Ludwig’s  Angina,  Tonsilli- 

tis, etc.) 

b.  Dental  (Abscess,  Osteomyelitis) 

c.  Dermatitis  (Face,  Scalp,  Neck) 

d.  Cat  Scratch  Fever 

There  has  been  a tendency  in  the  past  to 
consider  first  that  cervical  masses  are  of 
inflammatory  origin,  secondary  usually  to 
dental  or  ear,  nose  and  throat  infection.  Many 
cases  have  been  observed  much  too  long  on 
this  assumption  while  the  origin  was  a pri- 
mary malignancy  of  the  ear,  nose  and  throat. 
Certainly  any  firm,  usually  non-tender  swell- 
ing of  the  neck  should  have  a complete  oto- 
rhinolaryngologic examination,  searching  for 
the  primary  site.  In  particular  one  should 
search  the  hidden  or  silent  areas  of  the  naso- 
pharynx, base  of  the  tongue,  hypopharynx, 
and  paranasal  sinuses. 

2.  Neoplastic 

a.  Metastatic;  Above  Clavicle 

(ENT,  Scalp,  Esophageal,  etc.) 

b.  Metastatic;  Below  Clavicle 

(Melanoma,  Lung,  Breast,  “Sen- 
tinel” Node,  etc.) 

Emphasis  has  already  been  placed  on  me- 
tastatic carcinoma  from  the  areas  above  the 
clavicle.  The  scalp  is  included  as  a reminder 
for  this  often  overlooked  area  for  primary 
sites.  The  cervical  esophagus  must  certainly 
be  considered. 

Gastric  and  bronchogenic  carcinomas  are 
the  most  frequent  primary  tumors  respon- 
sible for  the  “Sentinel”  node.  However,  even 
more  distant  tumors,  such  as  ovarian,  uterine 
and  testicular,  may  metastasize  to  the  neck 
via  this  route.  One  must  be  ever  mindful  of 
the  Pancoast’s  tumor  of  the  right  apex  of  the 


Fig.  4.  Cervical  metastasis.  Metastatic  carcinoma 
to  the  cervical  area  is  second  only  to  thyroid 
disease  in  the  production  of  cervical  masses.  Metas- 
tasis should  he  the  first  consideration  of  the 
clinician  and  the  primary  site  sought.  For  certain 
locations,  with  or  without  clinical  adenopathy,  in 
continuity  neck  resections  removing  all  cervical 
lymph  nodes  and  lymvh  hearing  tissue  should  he 
carried  out.  In  continuity  resection  as  in  this  lesion 
of  the  tongue  can  he  done  with  or  without  section- 
ing the  mandihle  or  a combined  mandihulectomy 
depending  on  critical  evaluation  of  the  primary. 

lung  with  nodes  in  the  right  supraclavicular 
area.  The  “Sentinel”  node  of  course  is  most 
often  on  the  left  from  the  thoracic  duct,  the 
right  lymphatic  duct  however  may  carry 
these  metastatic  cells.  The  prescalene  node 
biopsy  has  become  a routine  procedure  in 
the  diagnosis  and  management  of  pulmonary 
tumors. 

In  order  of  increasing  malignancy  of  cervi- 
cal swellings:  1.  Multiple  tumors  located  in 
the  anterior  triangle  of  the  neck.  2.  Tumors 
single  or  multiple  located  in  the  posterior 
cervical  triangle.  3.  Multiple  tumors  located 
both  in  the  anterior  and  posterior  triangles. 

Swellings  of  the  posterior  triangle  must 
be  considered  “Sentinel”  nodes  from  the  naso- 
pharynx and  certainly  this  area  or  the  ptery- 
gomaxillary  space  must  be  critically  evaluat- 
ed as  the  primary  site. 

B.  Non-Regional 

1.  Inflammatory 

a.  Tuberculosis 

b.  Syphilis 

c.  Mycosis 

d.  Erysipelas 

e.  Infectious  Mononucleosis 

Any  of  these  inflammatory  non-regional 
diseases  may  become  manifest  with  cervical 
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Fig.  5.  In  continuity  resection.  This  is  a picture 
of  the  combined  widefield  laryngectomy  and 
radical  neck  resection  showing  the  important  jugu- 
lodigastric  cervical  nodes  situated  between  the 
digastric  muscle  and  the  omohyoid  muscle  adjacent 
to  the  jugular  vein.  The  ipsilateral  thyroid  and 
thyroid  isthmus  are  most  often  removed  with  the 
specimen. 

adenitis.  Tuberculosis  and  syphilis  are  less 
common  than  formerly;  however,  when  they 
occur  they  often  are  manifest  by  cervical 
adenopathy. 

2.  Neoplastic 

a.  Leukemia 

b.  Hodgkin’s  Disease 

c.  Lymphosarcoma 

d.  Melanosis 

The  generalized  lymphomas  again  com- 
prise the  most  common  malignant  tumors  of 
the  neck  in  children  and  most  often  are  a 
generalized  disease  rather  than  localized  as 
in  the  case  of  the  solitary  lymphoma  dis- 
cussed above.  Generalized  melanosis  may 
present  with  adenopathy  over  the  entire 
body,  with  no  known  primary. 

3.  Traumatic 

a.  Hematoma 

b.  A-V  Fistula 

With  increasing  automobile  injuries,  we 
see  more  and  more  traumatic  swellings  of 
the  neck.  It  should  be  emphasized  that  these 
can  be  associated  with  fractures  of  the  larynx, 


an  often  overlooked  injury  especially  when 
multiple  injuries  exist. 

Conclusion 

In  general  one  must  consider  as  major 
sources  of  swellings  of  the  neck  those  of 
congenital  origin  and  those  of  neoplastic 
origin,  primary  or  metastatic.  Other  than 
acute  inflammatory  conditions  of  children 
and  the  blood  dyscrasias,  there  are  two  major 
sources  of  disease  which  become  manifest 
in  this  anatomic  area.  Thyroid  pathology  is 
probably  the  most  frequent  source  of  masses 
in  the  neck  and  carcinoma  that  has  metasta- 
sized to  the  ceirvical  area  comprises  the 
second  most  prevalent  source  of  these  tumors. 
In  the  contiguous  areas  of  the  floor  of  the 
mouth,  parotid  gland,  base  of  the  tongue, 
pterygomaxillary  space,  trachea,  and  esopha- 
gus, swellings  may  first  present  themselves 
as  clinical  enlargements  of  the  neck  rather 
than  in  the  primary  location. 

As  a general  rule  of  thumb  I discourage 
incision  and  drainage,  the  use  of  sclerosing 
agents,  and  the  use  of  dyes  or  contrast  media 
in  cystic  swellings  of  the  neck.  In  biopsy  of 
cervical  masses,  I prefer  excisional  biopsy 
of  the  mass  without  rupture  of  the  capsule 
where  possible  and  only  on  rare  occasions 
use  a needle  biopsy.  When  a biopsy  is  made 
the  surgeon  should  take  into  consideration 
any  future  incision  lines  should  a neck  resec- 
tion or  other  more  extensive  surgery  be  nec- 
essary. In  the  event  of  a malignancy  the  area 
of  incision  for  biopsy  must  be  excised  and 
left  attached  to  the  resected  specimen. 

The  general  physician  is  the  first  line  of 
defense  as  well  as  the  first  person  for  deter- 
mining the  nature  and  outlining  the  manage- 
ment of  swellings  in  this  anatomic  area.  He 
should  be  familiar  with  not  only  what  can 
be  done  for  the  patient,  should  he  not  carry 
out  the  surgical  procedure  himself,  but  also 
with  what  not  to  do  in  order  to  prevent  com- 
plications. • 


REFERENCES 

‘ Farrior,  Richard  T. : Cancer  of  the  Head  and  Neck:  Primary  and  Reconstructive  Surgery. 
A.M.A.  Archives  of  Otolaryngology  71:891-905  (June),  1960. 

2 Farrior,  Richard  T.:  Cancer  of  the  Mouth  and  Throat:  Therapy  and  Repair.  Sou.  Med.  J., 
53:1021-1030  (August),  1960. 

3 Farrior,  Richard  T.:  Cervicofacial  Congenital  Anomalies.  Trans.  Am.  Acad.  Ophth.  & Otol., 
508-531  (July-Aug.),  1961. 

Farrior,  Richard  T. : Masses  of  the  Neck  (Edited).  Accepted  for  publication  in  GP-Official 
Publications  Am.  Acad,  of  Gen.  Prac.,  1967. 


foi-  January  1968 


59 


•I®  • -j  e ® 

Serpasil-Esidnx 

#2  Tablets 

0.1  mg  reserpine  and  50  mg  hydrochlorothiazide 
#1  Tablets 

0. 1 mg  reserpine  and  25  mg  hydrochlorothiazide 


2/3809 


C I B A 


60 


Rocky  Mountain  Medical  Journal 


Preventive  therapy  for  tuberculosis* 


Thomas  L.  Petty,  MD,  Carl  W.  Tempel,  MD,  and  Roger  S.  MitcheU,  MD,  Denver 


Chemoprophylaxis  is  indicated  in 
certain  tuberculin  reactors. 

For  the  past  twenty  years,  chemotherapy 
for  the  management  of  all  forms  of  tubercu- 
losis has  been  available.  The  advent  of  isoni- 
azid  (INH)  in  1952  has  provided  the  most 
effective  and  best  tolerated  drug  to  date.  The 
indications  for  chemotherapy  and  the  most 
effective  drug  combinations  and  dosages  in 
previously  untreated  cases  of  both  pulmonary 
and  extrapulmonary  tuberculosis  have  been 
well  established.  Following  empiric  clinical 
trials,  it  became  apparent  that  a regimen  of 
at  least  two,  and  even  three,  drugs  including 
INH  should  be  employed  in  the  management 
of  all  forms  of  clinical  tuberculosis  with  sus- 
ceptible organisms.  The  effectiveness  of  regi- 
mens including  INH,  streptomycin  and  PAS 
is  no  longer  in  question.  Toxicity  from  these 
drugs  has  been  moderate  (i.e.,  approximately 
10  per  cent)  but  no  insurmountable  problem. 

The  unique  effectiveness  and  relatively 
low  toxicity  of  INH  has  stimulated  interest 
in  the  possible  prevention  of  clinical  tuber- 
culosis by  the  employment  of  INH  alone.  INH 
alone  is  effective  in  the  management  of  mini- 
mal pulmonary  tuberculosis — not  quite  as 
effective  as  INH  with  PAS,  however. 

Little  doubt  exists  that  INH  alone,  in  con- 
ventional dosage,  daily  for  12  months  will 
reduce  the  numbers  of  clinically  active  new 
cases  of  tuberculosis  occurring  in  tuberculin 
converters.  The  incidence  of  clinical  disease 
in  tuberculin  converters  is  not  accurately 
known,  but  it  is  believed  to  be  approximately 

*From  the  Department  of  Medicine,  University  of 
Colorado  Medical  Center  and  Webb-Waring  Institute  for 
Medical  Research,  Denver,  Colorado. 


5 per  cent  during  the  ensuing  life  of  the 
reactor.  The  incidence  is  higher  in  certain 
groups,  for  example,  in  the  very  young,  in 
the  elderly,  in  certain  races  such  as  Negroes, 
and  in  the  poor  and  disadvantaged.  However, 
three-fourths  of  all  new  active  cases  each 
year  come  from  those  already  infected.  Since 
15  per  cent  (or  roughly  30  million)  of  present 
American  citizens  are  believed  to  be  current- 
ly tuberculin  positive,  it  becomes  necessary 
to  identify  those  who  need  special  follow-up 
study  and  possible  chemoprophylaxis.  All 
tuberculin  reactors  need  annual  chest  x-rays. 

A number  of  clinical  situations  present 
an  increased  risk  of  developing  clinically 
active  pulmonary  tuberculosis  in  tuberculin 
reactors:  the  infant  or  child  under  the  age  of 
six,  the  household  contact,  the  patient  on 
corticosteroid  therapy,  persons  with  gastrec- 
tomy, silicosis,  diabetes,  debility,  and  immu- 
nologic failure  (whether  spontaneous  or  in- 
duced), and  the  recent  tuberculin  converter. 
In  addition,  all  reactors  with  10  millimeters 
or  more  of  induration  to  the  5 TU  Mantoux 
Test  (i.e.,  PPD  intermediate  or  those  with 
“significant”  reactions),  and  particularly 
those  reactors  with  either  documented  tuber- 
culosis in  the  past  or  those  with  pulmonary 
shadows  consistent  with  but  not  proven  to* 
be  tuberculosis,  are  also  beheved  to  be  “high: 
risk.”  Public  health  authorities  today  tend 
to  advocate  INH  “preventive  treatment”  or- 
“chemoprophylaxis”  to  prevent  the  develop- 
ment of  clinically  active  tuberculosis  in  all 
the  above  individuals. 

The  arguments  against  the  use  of  INH  as 
preventative  treatment  are  few  in  number 
but  worthy  of  serious  consideration.  Since 
INH  is  only  effective  against  actively  multi- 
plying organisms,  since  INH  alone  is  usually 
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inadequate  therapy  in  serious  forms  of  the 
disease,  and  since  INH  has  a significant,  al- 
though low  incidence  of  toxicity,  some  ob- 
servers prefer  to  use  INH  preventive  treat- 
ment more  selectively  and  usually  withhold 
this  important  chemotherapeutic  agent  until 
a well  established  clinical  diagnosis  of  tuber- 
culosis can  be  made.  The  possibility  of  INH 
alone  inducing  clinical  INH  resistance  exists, 
but  has  not  yet  been  proven  to  be  a serious 
deterrent. 

Preventive  treatment  with  INH 

This  communication  will  attempt  to  set 
forth  rational  guidelines  for  the  use  of  INH 
in  preventive  therapy.  Chemoprophylaxis  is 
indicated  in  certain  tuberculin  positive  per- 
sons. The  infant  and  early  childhood  tuber- 
culin reactors,  defined  as  a reaction  of  5 
millimeters  or  more  of  induration  at  48  hours 
to  as  much  as  5 tuberculin  units  (i.e.,  PPD 
intermediate)  in  children  less  than  6 years 
of  age,  should  be  regarded  as  a case  of  cZini- 
cally  active  tuberculosis  and  so  treated. 

A significant  tuberculin  reactor  is  a person 
who  develops  10  millimeters  or  more  of  in- 
duration to  5 tuberculin  units  intradermally. 
The  following  reactors  should  receive  pro- 
phylaxis as  indicated. 

(a)  When  a tuberculin  positive  individual 
requires  long  term  corticosteroid  therapy  for 
any  reason  (Prednisone  in  excess  of  5 milli- 
grams per  day  for  more  than  one  month), 
INH  300  milligrams  daily  should  be  admin- 
istered throughout  the  period  of  corticoste- 
roid therapy  to  prevent  endogenous  infection. 

(b)  The  incidence  of  activation  of  tuber- 
culosis following  gastrectomy  is  clearly  in- 
creased. Therefore,  INH  300  milligrams  daily 
alone  for  at  least  one  year  following  gas- 
trectomy is  indicated. 

(c)  Patients  with  various  forms  of  sili- 
cosis who  do  not  react  to  tuberculin,  but  who 
have  the  capacity  to  react  to  other  antigens 
such  as  mumps.  Trichophyton  and  Candida, 
are  apparently  at  no  greater  risk  of  develop- 
ing tuberculosis  than  other  nonreactors.  Sili- 
cotic patients  with  a significant  tuberculin 
reaction  (see  above)  have  an  increased  risk 
in  developing  clinically  active  disease.  Sili- 
cotic tuberculin  reactors  should  be  carefully 
screened  for  active  disease  and  treated  with 
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two  or  more  drugs  if  any  such  evidence  is 
found  (i.e.,  positive  sputum  or  changing 
x-rays) . Tuberculin  reactors  with  progressive 
massive  fibrosis  should  be  strongly  suspected 
of  having  clinical  tuberculosis  and  managed 
with  at  least  two  drugs,  particularly  if  an 
x-ray  change  can  be  documented.  Preventive 
treatment  is  frequently  used  in  other  silicotic 
tuberculin  reactors,  especially  those  with 
nodular  silicosis,  but  its  use  has  not  yet  been 
subjected  to  a critical  controlled  trial. 

(d)  Preventive  treatment  should  be  con- 
sidered in  diabetes  mellitvLS,  especially  in 
individuals  with  severe  diabetes  and  those 
cases  which  prove  difficult  to  manage. 

(e)  Patients  with  previously  known  in- 
active tuberculosis  who  have  not  been  treated 
adequately  with  chemotherapy  should  be 
very  carefully  screened  for  evidence  of  active 
disease.  This  should  include  careful  micro- 
biological examinations,  review  of  serial 
films,  and  tomograms  where  indicated.  When 
any  evidence  of  activity  is  found,  standard 
treatment  with  two  or  three  drugs  is  indi- 
cated. When  no  evidence  of  activity  is  found, 
preventive  treatment  with  INH  alone  may 
be  used  but  is  not  recommended  routinely. 

(f)  While  the  incidence  of  clinically  ac- 
tive disease  arising  from  tuberculin  reactors 
without  the  added  features  mentioned  above 
is  low,  most  (75  per  cent)  of  the  new  active 
cases  come  from  the  entire  reservoir  of  al- 
ready infected  persons.  We  believe  that  pre- 
ventive treatment  of  all  such  individuals  is 
unnecessary  so  long  as  they  are  x-rayed  once 


each  year  and  are  alerted  to  the  fact  that 
they  have  tuberculous  infection  and  should 
see  a physician  for  any  suspicious  symptoms. 
An  exception  might  be  made  in  the  case  of 
those  with  very  strong  tuberculin  reactions 
(i.e.,  15  millimeters  or  more  of  induration  to 
5 TU)  especially  in  children  and  adolescents. 

(g)  Patients  with  immunologic  failure,  as 
in  hypo-  or  agammaglobulinemia,  and  those 
receiving  immunosuppressive  chemotherapy 
during  and  after  renal  transplantation  almost 
invariably  fail  to  react  to  tuberculin  as  well 
as  to  other  antigens,  making  these  tests  un- 
reliable. These  patients  should  be  treated 
with  the  standard  two  or  three  drug  regimen 
(INH,  streptomycin  and/or  PAS)  in  the  pres- 
ence of  any  chest  x-ray  abnormality  suggest- 
ing tuberculosis  or  in  the  case  of  symptoms 
strongly  suggestive  of  active  or  disseminated 
tuberculosis. 

Conclusion 

The  essential  elements  of  tuberculosis 
control  are  (a)  prompt  and  thorough  treat- 
ment of  all  active  disease,  (b)  careful  sur- 
veillance of  previously  active  cases  for  a 
prolonged  period  (e.g.,  for  life) , (c)  screening 
of  contacts  of  active  cases  with  tuberculin 
and  x-ray,  (d)  annual  5 TU  skin  tests  for  all 
persons  until  positive,  (e)  annual  chest  films 
on  all  reactors,  (f)  selective  use  of  preventive 
treatment.  The  last  approach  has  a distinct 
place  in  tuberculosis  control,  but  with  our 
present  knowledge,  its  mass  use  is  not  indi- 
cated. • 
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Choice  of  a new  or  an  old  antibiotic* 


Current  considerations  in  selection  of 
the  specific  antibiotic  for  the  patient. 


No  DRUGS  ARE  MORE  WIDELY  USED  by  physicians 
than  antibiotics.  Each  physician,  whether  he 
be  generalist  or  specialist,  has  occasion  to 
treat  patients  with  antibiotics.  Over  150  com- 
pounds and  preparations  having  antibiotic 
properties  are  listed  in  the  1967  Physicians’ 
Desk  Reference  as  general  antibacterial  and 
antibiotic  agents.  From  this  collection  the 
physician  is  supposed  to  pick  the  most  appro- 
priate antibiotic.  The  experienced  clinician 
can,  in  most  situations,  determine  whether 
an  infection  exists,  and  the  probable  offend- 
ing organism.  Once  the  organism  is  isolated 
and  identified  then  specific  antimicrobial 
therapy  can  be  administered  on  the  basis  of 
susceptibility  tests. 

The  choice  of  an  antibiotic  agent  is  based 
on  evaluation  of  several  specific  items. 

1.  The  most  important  item  is  what  organ- 
ism is  involved  in  causing  the  disease  process? 
By  the  clinical  characteristics,  one  can  fre- 
quently determine  the  organism  or  class  of 
organisms  most  likely  to  be  involved.  This 
information  is  helpful  in  predicting  suscepti- 
bilities of  this  organism  in  that  locality,  if  it 
is  one,  unlike  the  streptococcus  or  pneumo- 
coccus, with  variable  resistance  patterns. 

2.  What  is  the  condition  of  the  patient? 
Is  the  patient  so  severely  ill  that  he  requires 
immediate  antibiotic  therapy  or  can  the  pa- 
tient wait  to  receive  such  therapy  until  the 
offending  organism  has  been  isolated  and 
antibiotic  susceptibility  tests  done? 

♦Presented  at  97th  Annual  Session,  Colorado  Medical 
Society,  Sept.  21-23,  1967,  Colorado  Springs.  The  author  is 
Assistant  Professor  of  Pediatrics,  University  of  Southern 
California,  School  of  Medicine,  and  Head  Physician,  Com- 
municable Disease  Service,  Los  Angeles  County  General 
Hospital. 


Allen  W.  Mathies,  Jr.,  MD,  Los  Angeles,  Calif. 


3.  What  are  the  toxicities  of  the  anti- 
microbial agents  to  which  the  organism  is 
sensitive?  Each  antimicrobial  agent  has,  in 
addition  to  a spectrum  of  efficacy,  known 
pharmacologic  toxicity.  The  agent  which  is 
efficacious  and  yet  non-toxic  is  the  obvious 
choice. 

4.  What  is  the  mode  of  administration  of 
the  drug?  Can  the  antibiotic  be  given  only 
intravenously,  only  intramuscularly,  or  only 
by  mouth?  This  aspect  of  the  pharmacology 
of  the  antibiotic  is  very  important  when  one 
deals  with  the  treatment  of  patients.  For 
example,  one  would  not  treat  a strep  throat 
with  a compound  such  as  cephalothin  which 
can  only  be  given  intramuscularly  and  has 
a very  short  action,  although  streptococci  are 
sensitive  to  it. 

5.  Of  considerable  importance  to  the  pa- 
tient is  the  cost  of  the  drug.  If  there  are 
several  drugs  which  are  equally  efficacious 
and  have  the  same  degree  of  toxicity,  it  is 
obviously  advantageous  to  the  patient  and 
the  physician  to  administer  the  one  that  costs 
the  least. 

The  Medical  Letter,  in  July  1966,  pub- 
lished a list  of  the  micro-organisms  most 
likely  to  cause  infections  by  the  area  in- 
volved.^ Perusal  of  this  list  indicates  that  the 
most  common  causes  of  infection  in  the  res- 
piratory tract,  and  the  gastrointestinal  tract 
are  viruses.  These  agents  do  not  respond  to 
antibiotics.  We  shall  restrict  remarks  to  the 
bacteria  involved  and  the  antibiotics  most 
useful  in  control  of  infections. 

Pharyngitis 

In  the  respiratory  tract,  clinical  pharyngi- 
tis caused  by  bacteria  is  almost  always  lim- 
ited to  Group  A streptococci  and  Corynehac- 
terium  diphtheriae.  Each  of  these  organisms  is 
exquisitely  sensitive  to  penicillin  and  admin- 
istration of  penicillin  G is  most  effective  in 
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the  eradication  of  the  organism  from  the  host. 
The  role  of  penicillinase  producing  staphylo- 
cocci as  interferring  agents  in  the  eradication 
of  the  streptococcus  from  the  throat  has 
recently  been  investigated.  Although  there 
are  some  reports  which  would  indicate  that 
infections  with  both  staphylococci  and  strep- 
tococci may  reduce  the  effectiveness  of  strep- 
tococcal clearance  with  penicillin  G,  these 
data  have  not  been  universally  accepted  nor 
has  this  been  the  experience  of  other  investi- 
gators. 

Otitis  Media 

Bacterial  acute  otitis  media  is  most  fre- 
quently caused  by  the  pneumococcus,  Hemo- 
philus influenzae,  streptococcus  and  occasion- 
ally staphylococci  and  gram  negative  organ- 
isms. Once  again  it  would  appear  that 
penicillin  G would  be  the  drug  of  choice.  In 
small  infants  in  which  the  incidence  of  H. 
influenzae  might  be  expected  to  be  higher, 
an  antibiotic  which  has  more  in  the  way  of 
activity  against  the  organism  might  be  pre- 
ferred. Such  an  antibiotic  might  be  ampicil- 
lin,  one  of  the  newer  penicillins  which  has 
a high  degree  of  activity  against  H.  influenzae 
and  retains  the  same  degree  of  effectiveness 
against  the  pneumococcus  and  the  strepto- 
coccus as  does  penicillin  G.  Although  from 
in  vitro  studies  the  advantage  of  ampicillin 
or  tetracycline  over  penicillin  G would  ap- 
pear to  be  marked,  there  is  as  yet  no  clear 
cut  evidence  in  a clinical  trial  that  ampicillin 
is  better  than  penicillin  G in  the  overall 
treatment  of  otitis  media  in  young  children. 

Pneumonia 

The  most  frequent  cause  of  bacterial  pneu- 
monia in  all  age  groups  is  the  pneumococcus. 
In  young  adults.  Mycoplasma  pneumoniae 
accounts  for  a fair  percentage  of  non-viral, 
non-bacterial  pneumonia.  If  the  pneumococ- 
cus is  suspected  on  the  basis  of  clinical  or 
laboratory  findings,  then  penicillin  G should 
be  the  drug  of  choice.  Mycoplasma  do  not 
respond  to  penicillin  G and  in  this  infection 
the  most  useful  drugs  are  either  tetracycline 
or  erythromycin.  Either  of  the  latter  two 
agents  is  also  useful  against  pneumococci 
although  certain  strains  of  pneumococci  have 
been  found  resistant  to  tetracycline. 


In  patients  with  measles  or  underlying 
illness  such  as  cystic  fibrosis,  emphysema,  or 
bronchiectasis,  infections  with  staphylococci 
may  be  prominent.  These  infections  can 
usually  be  suspected  from  the  historical,  phys- 
ical and  laboratory  findings  exhibited  by  the 
patient.  In  this  case,  one  should  treat  with 
a penicillinase  resistant  penicillin  until  isola- 
tion of  the  organism  has  been  accomplished 
and  sensitivity  tests  performed. 

Gastrointestinal  infections 

Most  gastrointestinal  upsets  are  not  caused 
by  a known  specific  agent.  Shigellosis,  sal- 
monellosis, typhoid  and  infections  of  the 
young  patient  with  enteropathogenic  Esche- 
richia coli  are  considered  to  be  the  specific 
bacterial  infections  of  the  gastrointestinal 
tract.  These  infections  have  not  responded 
well  to  antibiotic  therapy  and  therapy  should 
be  restricted  for  specific  indications.  Entero- 
pathogenic E.  coli  in  newborn  infants  can  be 
an  overwhelming  epidemic  illnes.  Primary 
attention  should  be  directed  towards  ade- 
quate fluid  and  electrolyte  replacement.  A 
non-absorbable  antibiotic  such  as  neomycin 
may  be  used  to  try  and  eradicate  the  organ- 
ism. This  antibiotic  is  effective  in  vitro 
against  many  strains  and  indeed  in  vivo  it 
does  effectively  suppress  the  organisms  al- 
though a clear  indication  that  it  shortens  the 
illness  is  questionable.  In  infections  with  the 
various  species  of  Shigella,  antibiotics  have 
been  shown  moderately  effective.  In  prisoner 
volunteer  studies,  the  administration  of  either 
tetracycline  or  chloramphenicol  was  clearly 
shown  to  reduce  the  length  and  severity  of 
the  illness.  In  civilian  populations  this  re- 
sponse was  not  well  described  until  the 
recent  studies  of  Dr.  Haltalin  and  Nelson  in 
Dallas.^  Their  studies  would  indicate  that 
the  administration  of  ampicillin  shortens  the 
course  of  the  patient  hospitalized  with  shigel- 
losis. These  data  are  encouraging  but  as  yet 
lack  confirmation.  Salmonella  infections  of 
the  gastrointestinal  tract  which  produce  a 
mild  gastroenteritis  are  not  favorably  affect- 
ed by  antibiotics.  If,  however,  the  patient 
exhibits  the  syndrome  of  enteric  fever  as 
would  be  found  in  typhoid  and  certain  of 
the  other  salmonella  infections  in  which 
septicema  occurs,  then  antibiotic  therapy  is 
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indicated.  Either  chloramphenicol  or  ampi- 
cillin  exhibit  a high  degree  of  activity  against 
the  sahnonellae.  Because  of  the  higher  poten- 
tial toxicity  of  chloramphenicol,  ampicillin 
would  be  the  preferred  drug.  It  must  be 
emphasized,  however,  that  adequate  doses  of 
this  penicillin  derivative  must  be  used  in 
order  to  achieve  a response  in  the  patient. 
Controlled  studies  on  the  usefulness  of  ampi- 
cillin or  chloramphenicol  in  the  treatment  of 
typhoid  would  indicate  that  the  two  agents 
are  probably  comparable  as  far  as  efficacy 
is  concerned,  although  most  clinicians  still 
favor  chloramphenicol  for  this  disease.  The 
problem  of  chronic  carriage  of  typhoid  bacilli 
is  one  which  has  plagued  physicians  for 
many  years.  The  report  in  1966  by  Drs.  Simon 
and  Miller  of  eradication  of  the  chronic 
typhoid  carrier  state  by  long  administration 
of  ampicillin  is  encouraging.®  If  the  patient  is 
not  allergic  to  penicillin  a trial  of  this  regi- 
men is  suggested. 

Urinary  tract  infections 

The  causative  agents  of  most  urinary  tract 
infections  are  the  enteric  gram-negative  rods. 
Many  of  these  infections  respond  promptly 
to  a variety  of  antibiotics.  Initial  therapy  in 
this  infection  should  probably  be  with  a sulfa 
compound  imtil  the  organism  has  been  iso- 
lated and  sensitivity  tests  accomplished.  If 
the  patient  is  so  ill  that  intravenous  medica- 
tion should  be  given,  then  an  alternate  initial 
drug  might  be  ampicillin  or  cephalothin  as 
most  of  the  strains  of  E.  coli,  the  most  com- 
mon isolate,  will  be  sensitive  to  this  agent. 
Definitive  therapy  should  depend  upon  the 
antibiotic  sensitivity  test. 

Other  infections 

The  life-threatening  infections  such  as 
endocarditis,  meningitis,  and  septicemias  pre- 
sent the  severest  challenge  to  the  physician. 
Here  an  antibiotic  or  combination  of  anti- 
biotics must  be  chosen  prior  to  isolation  of 
the  pathogen.  A knowledge  of  the  organisms 
involved  in  the  production  of  these  disease 
states  and  their  usual  sensitivity  patterns  is 
necessary  for  the  physician  to  select  the 
initial  antibiotic.  The  treatment  of  bacterial 
meningitis  has  been  reasonably  simplified  by 
the  addition  of  ampicillin.  This  drug  alone 
is  effective  therapy  for  the  three  major 


Table  1 

BLOOD  CULTURES  POSITIVE  FOR  GRAM- 
NEGATIVE ENTERIC  BACILLI 
Los  Angeles  County  General  Hospital — 1965 


No.  of  Per  cent  of  isolates  sensitive  to* 

Etiology  Isolates  Tetra  Strep  Chloro  Poly  Kana  Amp  Ceph 


E.  coli 

221 

75 

83 

94 

96 

97 

95 

93 

K.A. 

198 

50 

49 

52 

83 

89 

13 

66 

Proteus 

59 

7 

63 

83 

3 

93 

82 

82 

Total 

507 

58 

68 

77 

80 

94 

60 

81 

Paracolon  29 

79 

90 

100 

97 

100 

85 

95 

*Sensitivity  by  routine  disc  method. 


causes  of  meningitis.^  Initial  therapy  of  men- 
ingitis in  the  newborn  period  or  in  patients 
suspected  of  having  a septicemia,  particularly 
one  acquired  in  a hospital,  should  consist  of 
a combination  of  antibiotics  which  provides 
broad  coverage  for  organisms  in  both  the 
gram-negative  and  gram-positive  categories. 
In  the  Los  Angeles  County  General  Hospital, 
kanamycin  is  the  drug  of  choice  to  provide 
coverage  for  the  majority  of  gram -negative 
organisms  (Table  1).  An  additional  drug 
should  be  either  a penicillin  or  perhaps  one 
of  the  penicillin  derivatives  such  as  ampi- 
cillin. A penicillinase  resistant  penicillin  such 
as  methicillin  or  cephalothin  could  be  substi- 
tuted if  staphylococcus  is  a serious  consider- 
ation. 

The  preceding  sections  clearly  indicate 
the  reliance  put  on  penicillin  and  its  deriva- 
tives as  the  backbone  of  antimicrobial  ther- 
apy. What  drugs  should  be  used  in  the  patient 
who  is  allergic  to  penicillin?  For  the  minor 
infections  in  which  a penicillin  might  be 
used,  such  as  otitis,  pharyngitis,  respiratory 
tract  infection,  alternate  therapy  with  eryth- 
romycin, lincomycin  or  tetracycline  is  per- 
fectly adequate.  In  those  patients  who  have 
life  threatening  infections  in  which  penicillin 
would  be  the  drug  of  choice,  then  the  alter- 
nate drug  in  most  cases  is  cephalothin.  This 
antibiotic,  although  structurally  related  to 
the  penicillins,  may  often  be  used  in  patients 
who  are  allergic  to  penicillin. 

A combination  of  antibiotics  is  most  unde- 
sirable in  most  instances.  Most  fixed  com- 
bination antibiotics  provide  little  additional 
activity  but  the  added  toxicity  of  two  agents 
rather  than  one.  In  addition,  when  multiple 
drugs  are  used,  if  adverse  reactions  occur. 
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one  is  hard-pressed  to  pick  the  agent  respon- 
sible for  the  adverse  reaction.  Finally,  a 
combination  of  antibiotics  may  be  antagonis- 
tic. Although  the  phenomenon  of  antagonism 
has  been  repeatedly  shown  in  vitro,  it  has 
only  been  clinically  demonstrable  in  one  or 
two  series.  Recently  we  have  observed  mul- 
tiple drug  therapy  to  be  disadvantageous  in 
the  treatment  of  meningitis  as  compared  to 
single  drug  therapy  with  ampicillin.® 

Is  there  an  advantage  to  using  one  form 
of  penicilhn,  or  one  kind  of  tetracycline  in 
contrast  to  another?  With  most  infections 
there  would  appear  to  be  no  demonstrable 
difference  in  efficacy  for  one  form  of  drug 
or  another.  The  modifications  of  the  various 
antibiotics  assist  primarily  in  patient  accept- 
ance and  the  mode  of  administration.  Anti- 
biotics which  have  higher  blood  levels,  resist 
degradation  and  may  be  taken  only  once  or 
twice  a day  are  advantageous  from  the  stand- 
point of  patient  administration.  However, 
these  drugs  usually  are  associated  with  more 
frequent  hypersensitivity  reactions.  Those 
antibiotics  which  have  a higher  degree  of 


intestinal  absorbtion  and  are  unaffected  by 
gastric  secretion,  obviously  have  an  advan- 
tage in  that  the  patient  does  not  have  to 
respect  as  rigid  a dosage  schedule.  However, 
these  antibiotics  usually  cost  the  patient 
more  than  the  parent  compound. 

Summary 

Antibiotics  are  a group  of  drugs  with 
which  most  physicians  deal.  Their  appropri- 
ate use  has  controlled  many  of  the  serious 
illnesses  of  man.  Several  antibiotics  represent 
major  cornerstones  in  the  therapy  of  infec- 
tions. These  would  include  the  penicillins, 
cephalothins,  tetracyclines  and  kanamycin. 
The  various  products  within  these  groups 
usually  do  not  represent  quantum  advances 
but  rather  modifications  of  a parent  com- 
pound which  allows  greater  patient  accept- 
ability and  easier  mode  of  administration. 
The  use  of  these  drugs  should  be  tailored  to 
the  patient’s  needs  on  the  basis  of  efficacy 
of  the  compound  against  the  suspected  agent, 
lack  of  toxicity  of  the  drug  and  finally  the 
cost  and  ease  of  administration  to  the  pa- 
tient. • 
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The  enlarged  ovary  - - a 
clinical  dilemma* 


John  C.  Donovan,  MD,  Rochester,  N.  Y.** 


The  proper  management  of  the 
patient  with  ovarian  enlargement 
can  be  helped  with  a clear 
understanding  of  the  etiology 
and  course  of  the  enlargements. 

The  recognition  of  an  enlarged  ovary  on 
pelvic  examination  often  presents  a clinical 
dilemma.  It  is  a dilemma  that  is  not  solved 
by  those  textbooks  of  gynecology  that  deal 
with  ovarian  neoplasia  in  terms  of  histologic 
cell  type.  Neither,  in  the  majority  of  cases, 
can  the  clinician  resort  to  roentgenographic 
or  laboratory  studies  in  order  to  determine 
whether  the  ovarian  enlargement  is  physio- 
logic, benign  or  mahgnant.  Usually  the  his- 
tory is  of  little  value  since  ovarian  neoplasias 
are  notoriously  quiescent  until  vascular  com- 
plications or  widespread  extension  has  oc- 
curred. Thus  the  dilemma  which  has  resulted, 
and  still  results,  in  the  surgical  removal  of 
many  enlarged  but  physiologically  normal 
ovaries  while,  in  other  cases,  malignant  en- 
largements are  not  recognized  until  the  pa- 
tient is  beyond  the  hope  of  cure. 

Consequently  it  is  necessary  for  the  clini- 
cian to  develop  criteria  which  will  enable 
him  to  recognize  preoperatively  neoplastic 
and  non-neoplastic  ovarian  enlargements 
with  a minimum  of  error.  Such  criteria  may 
be  constructed  from  the  following  physiologic 
facts. 

First,  the  normal  ovary  measures  about 
3x2x1  cm.  Palpable  increases  in  these 
dimensions  should  be  viewed  as  enlarge- 
ments; an  enlargement  that  may  be  and 
probably  is  physiologic  in  the  vast  majority 
of  cases,  but  an  enlargement  that  may  be 
neoplastic. 

‘Presented  at  the  64th  Annual  Meeting  of  the  Wyoming 
state  Medical  Society,  August  31,  1967. 
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Second,  the  postmenopausal  woman  sel- 
dom presents  a physiologic  enlargement. 
Therefore,  any  palpable  enlargement  in  the 
postmenopausal  years  should  be  viewed  with 
a high  index  of  suspicion  and  surgery  serious- 
ly considered. 

Third,  physiologic  enlargements  are  al- 
ways cystic  in  consistency.  Therefore  any 
solid  enlargement,  or  any  cystic  enlargement 
that  contains  firm  or  hard  nodules,  should 
also  be  viewed  with  a high  index  of  surgical 
suspicion. 

Fourth,  physiologic  cystic  enlargements 
which  occur  so  frequently  during  the  repro- 
ductive years  are  seldom  greater  than  8 to  10 
cm.  in  size.  Therefore,  cystic  enlargements 
of  this  size  should  be  viewed  with  a high 
index  of  suspicion  and  surgery  seriously  con- 
sidered. 

Lastly,  physiologic  enlargements  less  than 
8 to  10  cm.  in  size  seldom  persist.  Therefore, 
patients  who  present  lesser  degrees  of  cystic 
enlargement  should  be  re-examined  during 
the  next  one  or  more  menstrual  cycles.  It  is 
desirable  to  conduct  these  re-examinations 
during  different  times  of  the  menstrual  cycle. 
Persistent  cystic  enlargements  less  than  8 to 
10  cm.  in  size  should  be  viewed  with  increas- 
ing indices  of  suspicion,  depending  upon  their 
size.  If  the  persisting  enlargement  is  near 
to  the  8 to  10  cm.  rule,  one  might  follow  such 
a patient  through  only  one  menstrual  cycle. 
If  the  persisting  enlargement  is  of  the  4 to  5 
cm.  size,  one  might  follow  the  patient  through 
two  or  more  cycles  before  advising  surgery. 

The  chnician  who  is  not  a gynecologist 
may  correctly  question  his  ability  to  recog- 
nize differences  in  size  such  as  I have  men- 
tioned. In  this  event,  the  surgical  criteria 
may  be  restated.  If  the  cystic  enlargement 
is  of  a size  as  to  be  felt  abdominally  in  a thin 
woman  or  to  displace  grossly  the  uterus,  it 
is  probably  of  the  8 to  10  cm.  size  and  falls 


for  January  1968 


69 


in  the  group  of  cases  in  which  surgery  war- 
rants consideration  simply  because  of  size. 

Despite  the  application  of  these  principles, 
tragic  errors  will  result  unless  the  clinician 
keeps  in  mind  the  dictum  that  everything 
that  is  first  thought  to  be  ovarian  is  not 
ovarian.  Not  infrequently,  diverticulitis  or 
large  bowel  carcinoma,  as  well  as  a pelvic 
kidney  or  pedunculated  myoma  may  be  mis- 
taken for  an  ovarian  tumor  or  enlargement. 
Finally,  the  possibility  of  endometriosis  or 
ovarian  enlargement  that  is  secondary  to 
metastatic  disease  from  the  stomach  or  large 
bowel  must  always  be  kept  in  mind.  Conse- 
quently, in  those  cases  where  surgery  has 
been  advised,  a preoperative  workup  specific 
to  the  individual  case  should  be  done  prior 
to  laparotomy.  Some  might  consider  an  IVP 
to  be  a routine  in  all  cases.  Certainly  such 
films  should  be  obtained  whenever  the  pelvic 
mass  is  solid,  located  in  the  posterior  pelvis 
and  cannot  be  brought  anterior.  A flat  film 
is  of  course  obtained  as  part  of  an  IVP  series. 
If  renal  films  are  not  taken,  however,  a flat 
film  is  probably  a preoperative  must  in  all 
cases.  A large  number  of  cystic  tumors  during 
the  reproductive  years  are  dermoids.  For 
practical  purposes,  this  neoplasm  is  always  a 
benign  lesion  and  is  one  that  can  easily  be 
shelled  out,  preserving  the  affected  ovary  in 
young  women.  This  type  of  tumor  can  often 
be  recognized  preoperatively  by  the  abdom- 
inal film. 

Patients  with  left  sided  pelvic  masses  that 
exhibit  any  degree  of  fixation  should  be 
questioned  meticulously  for  GI  symptoms 
and  should  have  several  stools  examined  for 
blood  as  well  as  having  a lower  GI  series  or 
sigmoidoscopy.  In  women,  about  5 per  cent 
of  gastric  carcinomas  will  present  as  solid 
ovarian  tumors,  usually  bilateral,  the  ovary 
being  a site  of  early  metastasis  in  these  cases. 
This  is  the  so-called  Krukenberg  tumor. 
While  it  may  not  be  practical  to  include  an 
upper  GI  series  in  every  patient  with  an 
ovarian  enlargement  that  meets  the  criteria 
for  surgery,  an  upper  GI  series  is  certainly 
indicated  whenever  the  history  reveals  upper 
GI  symptoms,  whenever  the  ovarian  enlarge- 
ment is  solid  and  bilateral,  or  whenever  oc- 
cult blood  has  been  found  in  the  stool  with 
negative  lower  bowel  studies.  Similarly,  a 


complete  GI  series  is  indicated  whenever  a 
patient  with  an  apparent  ovarian  tumor  pre- 
sents an  unexplained  anemia. 

The  careful  examination  of  the  abdomen 
and  cul-de-sac  for  ascites  or  nodularity  be- 
hind the  uterus  seems  obvious.  It  may  be 
helpful  to  obtain  a sample  of  the  fluid  by 
culdocentesis  or  paracentesis  because  of  the 
findings  that  the  cell  block  studies  may  show. 
However,  these  studies  are  frequently  nega- 
tive even  in  the  presence  of  widespread  peri- 
tonal  implants.  Consequently,  negative  find- 
ings are  of  no  real  value.  In  such  situations, 
a protein  determination  of  the  fluid  may 
serve  to  distinguish  between  a transudate, 
frequently  found  with  benign  ovarian  fibro- 
mas or  other  benign  ovarian  tumors,  and  an 
exudate  such  as  is  more  frequently  associated 
with  peritoneal  implants.  Some  have  advo- 
cated a peritoneal  lavage  with  sterile  saline 
in  those  cases  in  which  suspicion  of  malig- 
nancy exists  but  no  ascitic  fluid  is  present. 
The  saline  is  injected  into  the  peritoneal 
cavity  and  later  collected  by  colpocentesis. 
Cell  block  studies  are  then  done  on  the  spun 
sediment.  We  have  not  done  this  as  a routine. 
Finally,  one  must  constantly  keep  in  mind 
the  danger  of  perforating  an  intact  ovarian 
cyst  during  the  course  of  paracentesis  or  a 
colpocentesis.  The  differential  diagnosis  be- 
tween free  ascitic  fluid  and  encapsulated 
fluid  is  not  always  as  clearcut  as  textbooks 
of  physical  diagnosis  indicate. 

After  these  specific  items  of  preoperative 
work-up  are  completed,  the  patient  with  an 
ovarian  enlargement  that  meets  the  criteria 
for  surgery  should  always  have  the  benefit 
of  an  examination  under  anesthesia.  We  do 
this  almost  as  a routine  and  if  necessary  we 
do  not  hesitate  to  open  the  cul-de-sac  so  as 
to  examine  directly  any  questionable  case.  We 
prefer  to  do  a colpotomy  although  others 
appear  to  prefer  to  examine  such  situations 
through  a tube. 

Other  problems 

So  far  we  have  discussed  the  more  com- 
mon clinical  problems;  namely,  is  the  en- 
largement physiologic  or  might  it  be  neo- 
plastic? Should  the  patient  be  followed  and 
if  so  for  how  long?  There  are  other  problems 
presented  by  patients  with  other  types  of 
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clinical  pictures  and  it  is  probably  easiest  to 
consider  these  individually. 

The  patient  with  a hormone  producing 
ovarian  tumor  is  frequently  discussed  but 
seldom  seen.  However,  when  such  irritations 
are  encountered,  the  patient  offers  the  clini- 
cian one  of  the  two  opportunities  to  make 
a cell  type  diagnosis  preoperatively.  The 
other  opportimity,  you  will  recall,  is  a patient 
with  a dermoid  tumor  recognized  by  x-ray. 
When  estrogen  producing  tumors  occur  in 
the  pre-pubertal  or  post-menopausal  patient, 
the  diagnosis  is  usually  quite  apparent.  The 
clinical  picture  is  one  of  precocious  puberty 
or  post-menopausal  bleeding  with  a solid, 
usually  unilateral,  enlargement  of  the  ovary. 
The  endometrium  presents  a proliferative  or 
hyperplastic  picture  and  laboratory  tests  re- 
veal elevated  estrogens.  During  the  repro- 
ductive years  the  menstrual  symptomatology 
of  an  estrogen  producing  tumor  is  usually 
that  of  anovulatory  cycles.  Androgenic  ovari- 
an tumors  are  very  infrequently  seen  but 
the  history  of  acquired  masculine  secondary 
sex  characteristics  usually  leads  one  directly 
to  the  consideration  of  the  diagnosis.  Simi- 
larly, the  Stein-Leventhal  syndrome  is  well 
popularized  and  the  associated  cystic  ovarian 
enlargement  is  not  apt  to  be  missed. 

Except  for  these  tumors  associated  with 
hormonal  abnormalities,  ovarian  neoplasias 
tend  to  be  asymptomatic,  as  has  been  men- 
tioned. Indeed,  it  is  the  physiologic  enlarge- 
ments which  come  up  rapidly  and  produce 
acute  stretching  of  the  peritoneal  covering 
that  are  the  cause  of  most  cases  of  ovarian 
pain  prior  to  metastasis.  Neoplastic  enlarge- 
ments are  apt  to  be  symptomatic  only  with 
a vascular  complication  such  as  torsion.  When 
this  occurs  two  types  of  clinical  pictures 
result. 

When  the  ovarian  pedicle  has  become 
tightly  twisted  so  as  to  occlude  the  arterial 
blood  supply,  the  picture  is  one  of  a rapidly 
developing  acute  abdomen  and  peritonitis. 
The  diagnosis  of  a twisted  ovarian  tumor  may 
be  obscure  and  made  only  at  laparotomy 
since  the  patient  may  be  too  tender  to  be 
examined  adequately  in  the  conscious  state. 
Knowledge  of  a pre-existing  ovarian  enlarge- 
ment or  examination  of  the  patient  under 


anesthesia  is  helpful  in  arriving  at  a correct 
preoperative  diagnosis  in  these  situations. 

When  the  ovarian  pedicle  is  loosely  twist- 
ed so  as  to  occlude  or  only  partly  occlude 
the  ovarian  vein,  leaving  the  arterial  circula- 
tion relatively  intact,  the  clinical  picture  is 
much  less  acute.  In  the  early  phases  of  the 
process,  the  pathology  is  one  of  acute  passive 
congestion.  Characteristically,  there  is  pain 
with  leukocytosis  before  peritoneal  signs  or 
fever  develop. 

Obviously,  the  diagnosis  of  a twisted 
ovarian  tumor  calls  for  immediate  surgical 
intervention.  At  the  time  of  surgery  it  is 
essential  that  the  ovary  be  removed  though 
the  enlargement  is  obviously  benign.  To  un- 
twist the  pedicle  in  the  hope  of  re-establish- 
ing circulation  and  performing  conservative 
surgery  is  to  risk  the  release  of  thrombi  from 
the  twisted  vein. 

Management  during  pregnancy 

The  management  of  ovarian  enlargements 
during  pregnancy  may  call  for  delicate  de- 
grees of  judgment,  individualized  for  the 
particular  case.  Nevertheless  some  general 
principles  may  be  cited. 

Preoperative  radiologic  studies  are  natur- 
ally limited  by  genetic  considerations  in  the 
first  trimester  and  by  the  enlarged  uterus 
and  fetal  skeleton  which  obscure  radiologic 
findings  during  the  second  and  third  tri- 
mesters. Decisions  to  operate  or  to  follow  the 
patient  must  be  based  largely  on  clinical  find- 
ings, chief  of  which  are  the  size  and  the 
consistency  of  the  enlargement.  At  times  it 
may  be  difficult  to  distinguish  a solid  from 
a cystic  tumor.  Furthermore  solid  tumors, 
even  benign  solid  tumors,  tend  to  grow  much 
more  rapidly  during  pregnancy  and  to  under- 
go cystic  degeneration.  One  good  clinical  clue 
as  to  whether  the  primary  pathology  is  a 
solid  or  a cystic  growth  is  the  mobility  of 
the  tumor.  Solid  tumors  are  particularly 
mobile  and  often  can  be  shoved  all  around 
the  abdomen.  This  mobility  results  from  the 
presence  of  a solid,  relatively  heavy  tumor 
with  a soft,  elastic  infundibulopelvic  liga- 
ment secondary  to  pregnancy.  Consequently, 
a tumor  that  exhibits  significant  degrees  of 
mobility  is  more  apt  to  be  a solid  tumor. 
Similarly,  cystic  tumors  are  more  mobile 


for  January  1968 


71 


than  pedunculated  myomas.  A second  deter- 
minant of  management  is  the  period  of  preg- 
nancy in  which  the  diagnosis  of  ovarian  tumor 
is  made. 

Ideally,  surgery  for  cystic  tumors  in  the 
first  trimester  is  postponed  until  about  the 
fifth  month  because  of  the  possibility  that 
the  effected  ovary  contains  the  corpus  luteum 
of  pregnancy.  Indeed,  first  trimester  ovarian 
tumors  that  are  cystic  and  frequently  painful 
are  often  cystic  corpora  lutea  which  will 
regress  by  the  second  trimester.  Exceptions 
should  be  made  and  patients  explored  during 
a first  trimester  pregnancy  if  the  enlarge- 
ment is  solid  or  has  twisted. 

If  the  diagnosis  of  ovarian  enlargement 
that  satisfies  the  criteria  for  surgery  is  made 
during  the  third  trimester,  surgery  is  still 
indicated.  This  is  particularly  true  of  situa- 
tions in  which  the  enlargement  appears  to  be 
solid.  The  reason  is  not  only  the  malignant 
potential  but  also  because  solid  tumors  fre- 
quently undergo  a vascular  complication  dur- 
ing pregnancy  or  delivery  and  the  risk  of 
peritonitis  is  a far  greater  threat  to  the  con- 
tinuation of  the  pregnancy  than  is  surgery 
itself.  Indeed,  intra-abdominal  surgery  during 
pregnancy  is  seldom  followed  by  pregnancy 
loss  unless  the  uterus  has  been  roughly  han- 
dled or  unless  peritonitis  is  present.  In  the 
latter  instance,  it  is  probably  the  peritonitis 
and  not  the  surgery  that  precipitates  the 
immature  or  premature  delivery. 


Smaller  degrees  of  cystic  enlargement  of 
an  ovary  that  are  diagnosed  for  the  first  time 
if  the  third  trimester  may,  in  some  instances, 
be  followed  imtil  the  patient  has  delivered. 
Naturally,  this  assumes  that  the  tumor  is  not 
blocking  the  inlet. 

Finally,  one  must  always  consider  hydatid 
mole  with  any  bilateral  cystic  tumors  devel- 
oping or  found  during  an  early  intrauterine 
pregnancy.  The  diagnosis  can  usually  be 
made  easily  when  it  is  considered  and  the 
treatment,  of  course,  is  the  evacuation  of 
the  uterus  and  not  ovarian  surgery. 

I should  conclude  these  remarks  by  calling 
attention  to  the  remaining  ovary  of  patients 
who  have  been  subjected  to  a unilateral 
oophorectomy.  In  such  patients,  the  ovary 
that  is  left  frequently  enlarges  as  though  by 
way  of  a compensatory  hypertrophy.  The  en- 
largement may  arouse  some  clinical  anxieties 
if  the  extirpated  ovary  had  contained  a tu- 
mor, such  as  a dermoid,  that  is  frequently 
bilateral.  However,  the  enlargement  of  com- 
pensatory hypertrophy,  when  it  occurs,  is 
seldom  more  than  two  or  three  times  normal 
size  and  is  not  progressive. 

I have  tried  to  keep  my  remarks  clinical, 
to  avoid  discussions  of  cellular  pathology  and 
embryologic  development  and  to  avoid  also 
discussions  of  surgical  detail,  while  present- 
ing clinical  principles  that  should  be  of  day 
to  day  value  to  any  physician  responsible  for 
the  examination  of  women.  • 
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“Thoughts  regarding  the  role 

of  a clergyman”* 

Reverend  Stuart  A.  Plummer,  Denver 


To  SPEAK  of  the  clergyman’s  role  is  an  awe- 
some task.  There  are  two  possible  ways  of 
perceiving  the  role.  The  first  pertains  to  an 
historic  way,  which  denoted  both  his  self- 
perception and  a frequently  held  attitude  by 
others — including  physicians.  This  was  that 
the  clergyman  is  concerned  with  the  soul 
(which  was  perceived  as  an  almost  biological 
entity),  and  generally  with  “spiritual  mat- 
ters” which  were  essentially  separate  from 
other  aspects  of  a person’s  life  and  situation. 
This  was  admittedly  the  basis  for  cooperation 
between  physicians  and  clergymen  not  too 
long  ago.  The  pastor  and  physician  had  each 
his  own  essentially  unrelated  area  of  concern, 
which  each  might  very  jealously  guard  and 
protect.  This  view  of  the  clergyman’s  role 
was  based  upon  a dualistic  understanding  of 
man  which,  while  perhaps  workable,  has  in- 
creasingly been  called  into  question.  One  of 
its  results  was  that  the  human  animal  was 
divided  and  compartmentalized.  In  recent 
times  we  have  seen  a very  serious  effort  to 
bridge  this  historical  dualistic  gap,  and  re- 
unite/unify man  as  a totality.  This  may  be 
seen  both  in  the  development  of  psychoso- 
matic medicine  and  in  the  return  to  a more 
holistic,  biblical  view  of  man  on  the  part  of 
religionists. 

A second  way  of  viewing  the  clergyman’s 
role  is  anecdotal.  Some  time  ago,  at  a Kansas 
City  hospital,  an  82-year-old  lady  was  admit- 
ted to  the  hospital  with  a fractured  hip.  The 
hip  was  surgically  repaired,  and  the  patient 
was  making  a routine  convalescence.  How- 
ever, her  family  became  concerned  about  the 
possibility  of  pelvic  carcinoma  and  requested 
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a consultation;  whereupon  a gynecologist  was 
called  in  to  examine  her.  He  was  one  of  the 
senior  men  on  the  staff,  an  exceedingly  kind, 
gentle  and  competent  specialist.  He  saw  the 
patient  and  explained  that  he  wished  to  do  a 
pelvic  examination.  She  seemed  to  be  both 
aware  and  agreeable.  With  the  assistance  of 
a student  nurse  he  proceeded  with  the  exam- 
ination, and  upon  completion,  he  thanked  the 
patient  for  her  cooperation  and  turned  to 
leave.  As  he  did  so  he  noticed  the  student 
nurse  struggling  to  control  her  emotions. 
Once  outside  the  patient’s  room  he  asked  her 
what  was  so  funny.  She  replied  that  as  he 
had  prepared  to  leave,  the  elderly  lady  had 
asked  inquiringly,  “Was  that  man  the  min- 
ister?” 

I cite  these  two  instances  as  examples  of 
what  the  clerkyman’s  role  is  not,  and  suggest 
that  his  role  lies  in  a different  direction. 
Hopefully  the  clergyman  functions  as  a 
colleague  and  not  as  a competitor  with  the 
physician,  whether  the  latter  is  a general 
practitioner,  internist,  surgeon  or  psychia- 
trist. Further,  in  my  view  the  clergyman 
approaches  his  task  correctly  and  responsibly 
when  he  views  man  as  a unit  and  totality 
within  which  religion  is  a basic  and  intrinsic 
factor,  and  not  something  which  can  be  sep- 
arated off  from  the  rest  of  his  life. 

I should  add  a further  word  of  introduc- 
tion and  limitation.  I am  a Protestant  clergy- 
man, an  ordained  minister  of  the  United 
Presbyterian  Church.  My  remarks  therefore 
include^ — for  good  or  ill — the  bias  of  my  back- 
ground and  experience.  I cannot  speak  ade- 
quately for  my  Roman  Catholic  and  Jewish 
brethren.  I nonetheless  hope  my  reflections 
have  some  relevance  to  our  common  concern 
and  task. 
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It  is  redundant  but  true  that  this  is  a time 
of  ferment.  The  ferment  includes  religion 
and  the  role  of  the  clergyman.  One  can  find 
countless  examples  of  this — the  emerging  im- 
pact of  Vatican  II,  the  Confession  of  1967  in 
the  United  Presbyterian  Church,  a Bishop 
Pike,  the  effort  on  the  part  of  churches  and 
clergymen  to  act  out  their  faith  in  the  strug- 
gle for  equal  rights,  and  so  on.  The  contem- 
porary church  and  our  culture  are  uncertain 
about  the  nature  of  the  ministry  and  the  role 
of  the  clergyman.  I think  it  accurate  to  say 
that  ministers  are  not  today  guided  by  a 
clear-cut,  generally  accepted  concept  of  the 
ministry.  What  is  the  present  role  of  the 
clergyman?  The  answer  is  that  it  is  undefined 
and  in  process.  There  is  little  agreement 
among  denominational  authorities,  local  offi- 
cials, seminary  professors,  prominent  laymen, 
ministers  themselves  or  educators  as  to  what 
it  is  or  should  be.  This  lack  of  agreement, 
even  along  the  most  general  lines,  is  a char- 
acteristic feature  of  our  situation  and  may 
well  account  in  part  for  the  low  educational 
status  of  the  ministry.  By  way  of  contrast 
the  work  of  the  physician  is  more  clear-cut 
and  rather  sharply  defined  (at  least  in  the 
mind  of  the  layman),  so  that  when  a young 
man  chooses  that  profession  he  has  by  com- 
parison a somewhat  better  idea  of  what  he 
is  getting  into.  However,  let  me  add  paren- 
thetically that  there  may  well  be  a similar 
identity  crisis  within  the  medical  profession 
which  has  been  described  and  documented 
by  such  persons  as  Richard  M.  Magraw.  In 
Ferment  in  Medicine,  Dr.  Magraw  has  written 
lucidly  of  the  internal  and  external  changes 
in  medicine  and  of  the  choice  facing  the 
practicing  physician — and  the  social  institu- 
tions of  medicine — as  to  whether  they  are 
going  to  care  for  diseases  or  for  ill  persons. 

There  are,  however,  clergymen  who  do 
know  what  they  are  about.  Such  a man  who 
knows  what  he  is  about  is  able  to  resist  the 
many  pressures  to  which  he  is  subject  from 
lay  groups  in  his  church,  from  society  more 
generally,  from  denominational  headquar- 
ters, and  from  within  himself,  however  hard 
he  must  fight  to  keep  his  ship  on  its  course. 
But  the  man  who  has  no  such  determinative 
principle  falls  victim  to  the  forces  of  the 
wind  and  waves  that  strike  upon  him. 


Many  of  the  traditional  tasks  which  were 
the  clergyman’s  have  now  been  taken  over — 
often  more  expertly — by  other  disciplines. 
What  then  is  left  for  him  which  is  unique? 
What  can  he  offer  which  no  one  else  can 
duplicate?  And  in  addition,  what  are  its 
limitations?  The  traditional  work  of  the  min- 
istry in  teaching  the  word  from  God,  the 
word  to  God,  and  words  about  God,  of  min- 
istering the  Sacraments,  of  building  the 
church  and  caring  for  the  soul,  seems  to 
many  to  have  little  direct  relevance  to  the 
needs  of  men  when  naturalistically  and  socio- 
logically understood  and  articulated. 

A further  point  at  which  the  clergyman 
may  perceive  himself  as  inferior  and  inade- 
quate results  from  our  scientific  emphasis 
and  tendency  to  perceive  value  and  worth  in 
terms  of  things.  Reality  becomes  that  which 
is  measurable.  How  then  does  a clergyman 
evaluate  the  impact  and  meaning  of  a pas- 
toral visit  with  an  ill  parishioner?  In  com- 
parison to  the  surgeon’s  scalpel  or  the  intern- 
ist’s diagnostic  findings,  much  of  what  the 
clergyman  does  is  far  less  tangible.  Granted, 
he  may  retreat  to  the  refuge  of  Holy  Com- 
munions, Last  Sacraments  administered, 
tracts  given  out,  members  added  to  the 
church  role,  committee  meetings  attended, 
etc.  Such,  however,  is  in  my  view  to  forsake 
his  calling. 

Another  contemporary  issue  for  the  cler- 
gyman focuses  upon,  and  makes  itself  evident, 
in  uncertainty  about  pastoral  authority,  as 
well  as  in  a present  vagueness  about  pastoral 
function.  Outside  the  Roman  Catholic  Church 
(and  it  is  increasingly  questioned  there)  in- 
stitutional authority  is  generally  weak,  partly 
because  in  our  pluralistic  society  the  institu- 
tions too  often  clearly  represent  something 
else  than  God,  Scriptures,  or  a religious  com- 
munity of  concerned  persons.  The  power  of 
the  Scriptures  remains  great,  but  that  power 
is  ill  defined  today  when  the  older  theories 
about  scriptural  authority  have  been  eroded 
and  the  religious  person’s  present  under- 
standing of  it  remains  still  to  be  formulated. 
It  seems  to  me  that  authority  for  the  clergy- 
man is  dialogic  and  includes  at  least  three 
factors:  (1)  that  institutional  authority  con- 
ferred on  him  by  ordination  and  which  is 
historic  in  nature  (by  his  office  he  represents 
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transcendental  values  and  traditionally  what 
might  be  called  “the  fellowship  of  the  con- 
cerned”), (2)  the  authority  conferred  upon 
him  by  persons  who  accept  him  as  having 
meaning  and  relevance  for  them  (his  author- 
ity here  is  dependent  upon  the  other  person) , 
and  (3)  that  authority  which  he  has  earned 
by  virtue  of  his  experience  in  living. 

However,  the  confusion  as  to  the  clergy- 
man’s role  is  lessening.  Out  of  the  great 
wrestlings  of  men  with  their  personal  and 
social  problems,  out  of  renewed  studies  of 
the  Scriptures  and  critical  reflection  on  his- 
tory, a view  of  man  is  emerging  which  sets 
in  the  forefront  again  his  relationship  to  God. 
This  in  turn  benefits  the  clergyman  strug- 
gling to  discern  his  role  and  function  respon- 
sibly therein. 

“The  scene  in  which  the  divine-human  encoun- 
ter takes  place  is  not,  to  be  sure,  a flat  earth 
canopied  by  a heavenly  tent;  the  scene  has  become 
stranger  and  vaster.  The  human  protagonist  in  this 
encounter  is  not  a being  who  thinks  with  heart 
and  kidneys;  he  has  become  an  even  more  mys- 
terious creature.  The  history  of  his  wrestle  with 
God  is  not  confined  to  a few  thousand  years  of 
dramatic  events  occurring  in  Asia  Minor,  though 
the  crucial  importance  of  those  events  seems  even 
greater  as  the  story  expands  into  remoter  paths 
and  futures.  But  still,  man  is  seen  as  man  engaged 
in  conflict,  conversation  and  reconciliation  with 
God.  Before  the  new  yet  old  view  becomes  clear, 
an  incalculable  amount  of  work  must  be  done  by 
poets  and  theologians,  by  historical  scholars  and 
biblical  students,  by  ministers  (and  physicians) 
dealing  at  close  range  with  men  in  this  encounter, 
and  especially  by  these  men  themselves.  Those 
among  them  most  conversant  with  nature  and 
society  in  their  modern  aspects  must  make  a par- 
ticular contribution.”! 

Nevertheless  as  soon  as  man  has  been  under- 
stood as  man-before-God,  and  not  simply  or 
solely  from  naturalistic  or  sociologic  per- 
spectives, confusion  about  the  nature  of  the 
ministry  and  the  clergyman’s  role  begins  to 
disappear,  no  matter  how  great  the  remain- 
ing problem  of  “demythologizing”  and  trans- 
lating the  Gospel. 

The  clergyman,  however,  can  no  longer 
confine  himself  to  declarations  about  the 
world  and  God  from  which  ethically  correct 
behavior  can  be  easily  practiced.  Teaching 
amd  preaching  at  people  on  a merely  rational 
level  and  about  all  that  is  outside  of  man  is 
simply  no  longer  adequate.  People  no  longer 
worry  as  much  about  what  is  outside  of  them 


as  what  is  inside  of  them.  They  want  to  find 
out  whether  they  themselves  are  able  to 
stand  their  ground  against  all  that  impinges 
upon  them  from  outside.  They  want  to  know 
how  all  their  diverse  and  at  times  contra- 
dictory facets  can  be  channeled  into  a total 
personality  constructively  interacting  with 
their  environment. 

The  clergyman  — and  the  church  — have 
been  deficient  in  their  appreciation  for  the 
total  human  personality.  Man  is  not  merely 
an  organism  which  thinks  and  therefore  acts 
relatively  wisely  and  according  to  his  rational 
conclusion.  People  are  also  not  merely  gre- 
garious animals  who  have  to  be  brought 
together,  entertained  and  playfully  animated 
in  the  communal  life  of  a congregation.  The 
total  domain  of  the  instinctual  and  emotional 
not  only  demands  recognition  but  represents 
the  most  fertile  ground  for  those  forces  with- 
in the  religious  tradition  which  work  toward 
growth,  maturity  and  vital  expression  of  the 
total  human  personality. 

Having  commented  briefly  about  the  cler- 
gyman’s problems  and  uncertainties  in  his 
role,  let  me  now  attempt  a more  positive 
formulation.  Let  me  reiterate  )pay  feeling  that 
his  role  is  presently  undefined  and  in  process. 
My  remarks  therefore  are  tentative.  For  the 
clergyman — and  any  religiously  oriented  per- 
son— serving  God  means  serving  men  where 
and  whenever  it  dawns  on  them  that  all  that 
they  can  do  for  themselves  and  by  themselves 
will  not  really  solve  the  fundamental  ques- 
tion as  to  how  one  can  be  human  in  a given 
time  and  cultural  setting.  For  me  the  clue 
to  a truly  helpful  and  relevant  ministry  lies 
in  the  clergyman’s  own  personality. 

“A  man  who  is  rooted  deeply  in  the  reality  of 
his  own  faith  and  who  not  only  faces  the  difficulty 
of  his  existence  and  work  but  opens  himself  to 
the  challenge  from  the  outside  is  ready  to  take 
the  problems  of  his  parishioners  seriously.  Only 
someone  who  has  been  deeply  troubled  by  all 
those  questions  and  problems  which  parishioners 
may  bring  to  him  but  has  learned  to  bear  them 
and  look  for  a solution  not  in  magic  or  a doctrinal 
dictum  but  in  the  process  of  constantly  growing 
beyond  that  which  he  has  known  before  into  a 
new  discovery  of  the  reality  of  faith,  will  be  in  a 
position  really  to  help  his  people.”^ 

We  have  become  aware  recently  of  a depth 
of  human  suffering  and  confusion  which 
heretofore  we  did  not  think  possible. 
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“The  excitement  of  our  response  to  the  problem 
of  being  human  in  our  time  lies  for  a clergyman 
precisely  in  the  surprising  realization  that  how- 
ever deep  the  abyss  and  darkness  of  human  suffer- 
ing and  defeat  may  be,  it  is  not  the  last  word  but 
rather  the  gateway  to  the  experience  of  still  a 
deeper  and  certainly  more  realistic  affirmation 
of  life.”® 

The  clergyman’s  role  and  task  is  one  of 
reconciliation.  As  Paul  Tillich  has  suggested 
in  Hofmann’s  book,  the  most  conspicuous 
expression  of  our  contemporary  situation  is 
not  the  quest  for  the  conquest  of  finitude  or 
guilt,  but  for  the  conquest  of  meaningless- 
ness. However,  moralistic  preaching  does  not 
aid  people  in  the  situation  of  despair  about 
themselves;  it  drives  them  into  deeper  de- 
spair or  into  a compromise  between  their 
actual  being  and  what  they  feel  they  ought 
to  be.  Likewise  the  clergyman  as  a mere 
representative  of  the  moral  law  has  a pseudo- 
relevance, but  he  lacks  the  relevance  of  one 
who  has  the  message  of  reconciliation. 

Let  me  now  turn  more  specifically  to  a 
possible  role  for  the  clergyman  in  relation 
to  ill  persons  and  to  collaborative  work  with 
the  medical  profession.  I suggest  several 
things.  1.  The  clergyman  must  approach  ill 
persons  broadly  and  in  contrast  to  a sectarian 
bias.  He  must  be  able  to  function  inter- 
denominationally;  he  must  be  knowledgeable 
of  and  sensitive  to  a denominational  unique- 
ness and  generally  responsive  to  our  religious 
pluralism.  2.  His  concern  is  to  be  pastoral 
rather  than  evangelistic.  Any  effort  to  “con- 
vert,” “make  better  church  goers,”  despite 
the  motivation,  is  manipulation.  In  contrast 
to  this,  a pastoral  emphasis  involves  a sensi- 
tive and  intelligent  effort  to  begin  where  the 
ill  person  is,  to  accept  him  as  he  is,  and  to 
seek  to  honor  his  feelings.  To  attempt  to 
persuade  him  into  feeling  differently  is  futile. 
The  clergyman  may  on  occasion  be  able  to 
listen  to  him  toward  a change  of  feeling.  3. 
The  clergyman  seeks  to  support  rather  than 
to  reassure.  The  latter  is  often  inappropri- 
ately timed  and  may  imply  a denial  of  the 
ill  person’s  feelings.  The  former  involves  an 
acceptance  of  his  feelings,  an  effort  to  ac- 
knowledge the  reality  of  his  situation,  and 
implies  an  offering  of  his  feelings  without 
shame  or  apology  to  God.  4.  The  clergyman 
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seeks  to  participate  constructively  and  posi- 
tively in  the  total  helpful/healing  process  in 
which  all  members  of  the  health  team  are 
engaged.  Religion  is  not  apart  from,  or  op- 
posed to,  medicine  and  the  healing  arts.  On 
the  contrary  the  clergyman  takes  very  seri- 
ously religion’s  promise  of  life  in  all  its  full- 
ness, and  sees  God’s  purpose  as  wholeness 
and  health.  Also,  such  a concern  suggests  a 
need  for  the  clergyman  to  acquire  for  himself 
a layman’s  working  knowledge  of  medicine 
and  medical  terminology  for  two  practical 
reasons:  the  need  to  understand  better  some- 
thing of  the  ill  person’s  situation,  and  in 
order  to  communicate  with  medical  person- 
nel. 5.  The  clergyman  offers  his  resources  to 
the  ill  person  and  his  family.  The  greatest 
thing  he  has  to  offer  is  himself,  his  sensitive 
concern,  intelligent  effort  to  understand,  and 
perceptive  caring.  The  traditional  religious 
resources,  i.e..  Scripture,  prayers.  Doctrines 
of  the  Church  and  Sacraments,  may  become 
a part  of  the  relationship — but  as  a natural 
expression  of  it  and  only  as  they  are  mean- 
ingful to  the  ill  person.  The  clergyman’s  goal 
is  not  to  change  persons  but  to  relate  to  them 
in  such  a way  that  change  becomes  a possi- 
bility, both  for  them  and  him.  He  is  concerned 
to  “be  with”  rather  than  “to  do  for  or  to.” 

Let  me  briefly,  and  by  title  only,  indicate 
some  areas  of  concern  on  the  part  of  clergy- 
men with  regard  to  medicine  and  the  medical 
profession.  These  include:  (1)  a collaborative 
effort  to  describe  dynamically  what  we  mean 


by  health,  (2)  the  whole  matrix  of  questions 
brought  about  by  the  successes  of  modern 
medicine,  (3)  the  patient’s  right,  if  he  so 
desires,  to  medical  information  about  him- 
self, (4)  the  increasingly  complex  set  of 
ethical  questions  resulting  from  the  new  field 
of  organ  transplantation,  (5)  the  issues  re- 
lated to  what  we  call  (for  lack  of  a better 
term)  “death  with  dignity”  and  a patient’s 
“right”  to  die,  (6)  a friendly  interest  in  a 
possible,  similar  identity  crisis  of  the  practic- 
ing physician  whose  profession  is  increas- 
ingly scientifically  oriented,  and  (7)  a re- 
minder that  patients  are  not  simply  diseased 
organs  or  organ  systems  but  dis-eased  persons 
whose  illness  does  not  occur  in  a vacuum. 

Finally,  I would  like  to  suggest  a “recipe 
for  the  helping  posture,”  which  it  seems  to 
me  has  relevance  not  only  for  the  clergyman 
in  his  role  but  the  physician  as  well.  In- 
clude the  following  ingredients:  (1)  warmth 
tempered  with  detachment,  (2)  helpfulness 
tempered  with  reality  testing,  (3)  interest 
tempered  with  objectivity,  (4)  excitement 
tempered  with  patience,  (5)  wanting  to  say 
yes  with  the  ability  to  say  no,  (6)  affirming 
the  right  plus  acceptance  of  the  wrong,  and 
(7)  seriousness  coupled  with  humor.  To  these 
ingredients  one  should  add:  wide-eyed  won- 
der, honesty,  fearlessness  and  confidence. 
Rule  out  any  of  the  following:  the  judge, 
magician  or  policeman.  Add  a dash  of  hu- 
manity and  the  ability  to  respond — and  serve 
it  simply.^  • 
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Almost  100  years  ago  Dr.  George  M.  Beard 
presented  a paper  to  the  American  Neuro- 
logical Association  at  New  York.  In  his  paper, 
Dr.  Beard  maintained  that  disease  might  ap- 
pear and  disappear  without  the  influence  of 
any  other  agency  than  some  kind  of  emotion. 
So  new  and  startling  was  the  presentation 
that  a Dr.  William  Hammond  who  was  pres- 
ent remarked  during  the  discussion  that  if 
the  doctrine  advanced  by  Dr.  Beard  was  to 
be  accepted,  he  should  feel  like  throwing  his 
diploma  away  and  joining  the  theologians. 
Most  certainly  Dr.  Beard’s  paper  gave  indi- 
cation of  a physician  reaching  far  beyond  his 
time.  In  fact,  it  anticipated  the  emerging  con- 
cept of  a person  as  a psychosomatic  imity. 
The  same  could  be  said  for  Dr.  Hammond’s 
prophecy.  Although  I know  of  no  physician 
who  has  thrown  away  his  diploma,  I can 
attest  from  actual  experience  that  there  is  a 
rapidly  growing  movement  of  physicians 
joining  with  clergymen  in  genuine  coopera- 
tion: 

A recent  survey  of  people  who  had  experienced 
a rather  wide  range  of  personal  trouble  revealed 
that  approximately  75  per  cent  of  them  turned 
first  to  their  minister  or  their  family  doctor  for 
help.  Whether  or  not  these  figures  are  entirely 
accurate,  they  do  point  again  to  the  fact  that  the 
physician  and  the  clergyman  continue  to  represent 
the  whole  range  of  the  helping  professions  in  the 
mind  of  the  general  public.  This  fact  alone  is  suffi- 
cient reasons  for  these  two  professions  to  work 
closely  together  for  the  welfare  of  those  who  look 
to  them  in  time  of  distress. 

In  former  days  this  kind  of  cooperation  seemed 
easier  than  it  does  today.  Indeed,  there  was  a time 
When  the  priest  and  the  physician  were  one  and 
the  same  person  prepared  to  deal  with  the  variety 

‘Presented  before  the  workshop  on  medicine  and  religion 
at  the  annual  session  of  the  Colorado  Medical  Society  at 
Colorado  Springs,  September  20,  1967.  Mr.  Larson  is 

Assistant  Director,  Department  of  Medicine  and  Religion, 
American  Medical  Association. 


of  distresses  to  which  man  is  heir  whether  the 
distress  seemed  primarily  physical  or  spiritual. 
There  was  a kind  of  “pre-scientific”  awareness  of 
man’s  unity,  that  he  was  a whole  person,  that 
whatever  affected  one  aspect  of  his  being  affected 
all  of  him. 

Somewhere  along  the  way  this  notion  of  man 
was  lost  or  distorted.  Many  reasons  have  been 
advanced  for  the  change  in  thinking,  and  this 
hardly  seems  the  time  or  place  to  rehearse  them. 
In  any  event,  we  have  inherited  a dualistic  idea 
of  man  which  has  certainly  made  close  cooperation 
between  the  physician  and  the  clergyman  more 
difficult.  Inevitably,  we  tend  to  think  of  the  physi- 
cian as  having  to  do  with  man’s  physical  nature 
and  that  alone,  while  at  the  same  time  we  tend 
to  think  of  the  minister  as  being  concerned  solely 
with  his  spiritual  nature.  Most  physicians  quite 
frankly  state  that  they  do  not  see  themselves  as 
involved  in  the  spiritual  problems  of  man,  just  as 
most  clergymen  would  not  think  of  prescribing 
for  a parishioner’s  physical  ailments.  So  much  so 
that,  when  a doctor  expresses  professional  concern 
for  the  patient’s  spiritual  life  or  the  minister 
speaks  of  physical  healing  through  prayer,  we  tend 
to  feel  an  uneasiness  as  though  this  was  somehow 
not  right,  that  these  people  had  stepped  outside 
the  bounds  of  their  proper  responsibility.  Usually 
without  saying  so  we  tend  to  reason  that  the 
doctor  had  better  stick  to  the  practice  of  medicine 
and  the  minister  to  preaching  and  not  go  dabbling 
into  something  where  they  have  no  business. 

Now  it  goes  without  saying  that  a powerful 
case  can  be  made  for  professional  competence 
including  a realistic  knowledge  of  the  limitations 
of  one’s  own  skill  and  training.  We  have  come  a 
long  way  from  the  days  when  medicine  and  theol- 
ogy were  relatively  naive  and  undefined.  No  one 
could  responsibly  advocate  the  scrapping  of  the 
knowledge  that  has  been  hard  won  by  those  who 
devoted  their  lives  to  discover  more  effective  pro- 
cedures for  the  alleviation  of  suffering. 

Nevertheless,  in  recent  years  it  has  become 
apparent  that  along  with  the  great  strides  there 
have  also  been  some  serious  losses.  And  one  of 
the  most  serious  has  been  the  professional  separa- 
tion between  the  physician  and  the  clergyman.  In 
many  instances  the  separation  has  been  obscured 
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by  the  fact  that  the  doctor  and  the  minister  were 
personally  quite  friendly.  They  played  golf  to- 
gether, went  hrmting  and  fishing,  belong  to  the 
same  clubs,  met  in  church  and  hospital.  Yet  in 
their  professional  dealing  with  the  person  in  dis- 
tress they  were  quite  separate. 

This  unhappy  fact  has  been  pressed  home  to 
me  in  recent  years  as  I have  had  an  opportunity 
to  meet  with  quite  a few  groups  of  ministers  and 
physicians  to  explore  avenues  of  cooperation.  Al- 
ways at  the  start  of  such  meetings  both  groups 
stoutly  protest  that  in  their  area  of  relationship 
between  clergy  and  physician  couldn’t  be  better, 
that  they  got  along  well  and  really  couldn’t  under- 
stand why  such  cordial  association  was  not  true 
elsewhere.  I have  heard  this  in  cities  and  in  rural 
areas,  in  the  midwest,  the  south  and  the  east.  But 
as  the  discussion  progressed,  it  became  clear  that 
the  relation  was  personal,  not  professional.  When 
specific  questions  were  raised  such  as,  “When  did 
you,  as  a physician,  last  confer  with  a minister 
regarding  the  treatment  of  a patient?”  or  “When 
did  you,  as  a minister,  last  consult  a physician 
about  a parishioner?”  or  “When  did  either  of  you 
last  refer  a patient  or  a parishioner  to  the  other?” 
the  answers  seemed  to  be  somewhat  vague.  Min- 
isters said  they  would  like  to  consult  physicians, 
but  saw  them  as  being  too  busy  and  hesitated  to 
take  their  time.  Physicians  said  they  often  thought 
a patient  should  see  a minister  but  were  reluctant 
to  refer  them  since  the  minister  would  be  too  busy 
and  felt  it  would  be  an  imposition. 

Of  course  there  were  notable  exceptions;  but 
they  were,  in  fact,  exceptions.  Inevitably,  there 
seemed  to  be  a lack  of  professional  understanding 
of  what  could  be  expected  from  the  other,  a lack 
of  clarity  on  how  far  to  go  in  revealing  that  which 
had  been  received  in  confidential  communication, 
an  uncertainty  regarding  how  much  freedom  each 
had  in  approaching  the  other  for  professional  help 
with  a patient  or  parishioner. 

The  hopeful  fact,  of  course,  was  that  the  two 
groups  were  meeting  and  in  the  process  were  dis- 
covering not  only  the  separations  but  also  the 
strategies  for  more  constructive  cooperation.  Each 
group  was  quite  serious  in  the  conviction  that  the 
genuine  advances  of  recent  years  must  be  main- 
tained. At  the  same  time,  they  were  convinced 
that  the  time  had  come  to  bridge  the  gap  which 
had  developed  without  anyone’s  desiring  it. 

The  first  step  in  making  the  effort,  provid- 
ing an  opportunity  for  dialogue,  comes  in 
realizing  or  recognizing  some  of  the  reasons 
why  this  type  of  communication  has  been 
less  than  easy  during  the  last  few  decades. 
Previously,  I stated  that  physicians  and  clergy 
were  not  effective  at  constructive  communi- 
cation. The  idea  undergirding  Dr.  Beard’s 
statement  was  a simple  one.  If  religion  has 
anything  to  do  with  a person’s  feelings  and 


if  a person’s  feelings  have  anything  to  do 
with  his  health,  then  religion  may  be  an 
important  factor  in  both  illness  and  health. 

Dr.  David  A.  Steere  of  the  Louisville  Pres- 
byterian Theological  Seminary  has  defined 
some  of  the  barriers  that  exist  between  the 
two: 

The  first  we  might  call  the  competence  barrier. 
All  doctors  have  known  quacks  who  practice  in 
the  cloth  of  the  clergy.  I seldom  engage  in  a con- 
versation with  doctors  about  physician-clergy  rela- 
tionships but  what  I hear  several  stories  about 
ministers  who  have  upset  or  disturbed  some  pa- 
tient, insisted  upon  baptizing  a person  with  104 
degrees  of  temperature  outside  in  the  creek,  or 
burst  into  someone’s  sick  room  with  a feverish 
effort  to  convert  him.  One  of  the  chief  things 
these  doctors  seem  to  be  saying  is,  “Don’t  hurt 
our  patient.” 

There  is  little  doubt  that  most  doctors  have 
come  into  contact  with  pastors  who  did  not  under- 
stand the  nature  of  their  patient’s  illness  and  who 
seemed  to  care  little  about  him  as  a person. 

A second  one  is  the  full  treatment  barrier.  The 
treatment  of  a given  patient  is  not  complete  until 
the  full  resources  available  are  mobilized  to  his 
aid.  All  of  us  would  readily  censor  the  minister 
who  sets  out  by  himself  to  treat  pains  in  the 
abdomen,  or  severe  headaches,  or  a broken  limb. 
He  is  not  a competent  professional  person  if  he 
ignores  the  obvious  resources  for  the  treatment 
of  these  ills  which  the  physician  possesses. 

Sometimes  the  physician  may  ignore  parellel 
resources  among  other  helping  professions.  Let  me 
mention  a few  instances  where  the  pastor  may 
play  an  important  role. 

1.  Patients  in  crisis — The  patient  whose  illness 
is  attended  by  some  kind  of  personal  crisis  may 
well  benefit  from  a pastoral  relationship.  A reli- 
gious ministry  is  particularly  meaningful  in  the 
case  of  terminal  illness.  Dr.  Robert  N.  Butler  has 
observed  in  dying  patients  the  need  to  make  a 
strenuous  effort,  both  on  conscious  and  unconscious 
levels,  to  bring  order  and  meaning  into  life.  Sur- 
gery presents  a crisis  to  most  persons  and  the 
opportunity  to  voice  anxiety  and  to  affirm  one’s 
basic  sense  of  trust  is  often  a stabilizing  influence. 

2.  Patients  who  present  a problem  of  meaning- 
lessness— The  pastor  may  provide  some  of  his 
greatest  help  to  patients  whose  life  seems  to  be 
surrounded  with  a sense  of  meaninglessness.  Real- 
istic hoping  in  the  midst  of  adversity  is  an  essen- 
tially religious  search  for  which  the  pastor  is 
especially  equipped  to  enter  into  the  patient’s  life. 

3.  Patients  with  difficult  adjustments — Another 
group  of  patients  to  whom  the  pastor  may  be  of 
special  help  is  that  number  who  face  long  periods 
of  convalescence,  a readjustment  of  life  patterns, 
or  the  working  through  of  a loss. 

4.  Patients  with  real  guilt — Both  physicians  and 
clergymen  encounter  patients  who  are  struggling 


80 


Rocky  Mountain  Medical  Journal 


with  some  sense  of  moral  failure  that  is  actual 
and  genuine. 

5.  Patients  and  families  in  the  decision  making 
process  for  critical  types  of  treatment. 

A third  barrier  is  the  barrier  of  referral  and 
consultation.  This  process  cannot  be  a one  way 
street  if  both  physician  and  clergyman  are  exer- 
cising their  full  responsibility  to  the  patient. 

Why  shouldn’t  the  physician  make  appropriate 
referrals  to  the  pastor  also? 

Consultation  between  physicians  and  clergymen 
is  essential  to  genuine  cooperation. 

Then  there  is  the  time  barrier.  Physicians  and 
clergymen  are  both  professional  people.  If  they 
are  good  professional  people,  they  work  stringent 
schedules.  One  of  the  greatest  encumbrances  to 
cooperation  is  the  time  barrier.  Meaningful  referral 
and  consultation  can  take  place  only  where  the 
two  professional  parties  know  one  another,  trust 
one  another,  and  learn  to  work  responsibly  with 
one  another.  This  takes  time. 

A fifth  barrier  to  cooperation  is  the  role  barrier. 
Here  I refer  to  the  absence  of  a clear  understand- 
ing of  what  each  other  really  does. 

Experience  has  indicated  that  the  only- 
way  these  barriers  can  be  removed  is  through 
real  and  continued  contact  by  members  of 
the  two  professions.  The  confidence  and  trust 
that  is  needed  to  deal  with  the  critical  ques- 
tions or  areas  of  common  concern  can  be 
built  in  only  this  way.  The  past  has  proved 
that  there  are  many  areas  where  physicians 
and  clergy  need  to  consider  together  their 
mutual  involvement. 

How  to  deal  with  the  terminal  patient  or 
with  the  question  about  conditions  in  which 
it  is  either  advisable  or  not  to  prolong  the 
life  of  the  patient.  A long  list  of  hot  issues 
come  into  discussion  by  both  professions. 
Currently,  abortion,  the  use  of  the  “pill,” 
psychedelic  drugs,  family  planning,  popula- 
tion explosion,  and  others  come  under  this 
heading.  When  you  begin  to  think  in  terms 
of  our  era  of  machine  medicine,  a whole  raft 
of  questions  and  problems  are  generated. 
What  about  the  use  of  the  heart-lung  ma- 
chine? Who  should  get  to  use  it?  Who  will 
die  because  they  are  refused  access  to  this 


equipment?  Who  really  makes  the  decision? 
What  is  the  process  of  this  decision  making 
and  in  what  way  do  other  members  of  the 
healing  team  assist  a person  or  a family  when 
they  are  confronted  with  the  problem  of  find- 
ing the  right  answer?  We  can  expand  the 
list  to  include  the  kidney  machine,  organ 
transplants,  experimental  medicine.  A new 
addition  to  the  list  will  certainly  come  more 
and  more  to  our  attention  as  new  informa- 
tion is  obtained  in  the  field  of  biochemical 
genetics. 

Marshall  Nirenberg,  of  the  National  Heart 
Institute,  has  said  that  the  problem  in  regard 
to  gene  manipulation  well  in  advance  of  the 
need  to  resolve  it  because  decisions  concern- 
ing the  application  of  this  knowledge  must 
ultimately  be  made  by  society  and  only  an 
informed  society  can  make  such  decisions 
wisely.  His  question,  you  see,  is  “Will  society 
be  prepared?”  and  who  will  help  make  the 
decisions?  For  many  today  there  is  an  in- 
creasing sense  of  urgency  to  get  beneath  the 
crust  of  a simple  program  to  the  real  meaning 
of  serving  better  the  patient  and  the  parish- 
ioner who  is  not  well.  More  than  this,  I can 
honestly  say  that  a growing  number  are 
finding  that  where  the  proper  relationship 
has  been  established  it  is  leading  to  much 
better  care  of  many  persons. 

Some  of  you  have  already  established  the 
basis  for  personal  and  confidential  communi- 
cation with  one  or  more  clergymen.  It  would 
be  difficult  for  you  to  define  what  it  is  that 
you  have  but  you  know  when  you  have  it 
and  how  much  it  means  to  you  in  your  prac- 
tice. It  is  to  give  other  physicians  this  same 
opportunity  for  dialogue  that  you  have  been 
called  to  this  task.  It  can  only  happen  through 
the  county  medical  society  in  the  area  where 
the  physician  and  clergyman  deal  with  the 
same  person.  This  person  who  is  ill  is  both 
a patient  and  a parishioner.  He  or  she  is  the 
target  of  our  effort.  • 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
‘Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
'Thorazine'— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions;  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 
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possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available : Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 
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in  senile  agitation . . . 
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ORGANIZATION 


Coming  meetings 

January  24-26 — Big  Mountain  Medical-Ski  Con- 
ference, Whitefish. 

March  22-23 — Montana  Medical  Association,  21st 
Interim  Session,  Holiday  Motel,  Helena. 


Salt  Lake  County  Medical  Society 
co-sponsors  course 

The  seventh  annual  emergency-care  course  was 
held  November  8 at  the  University  of  Utah  Medical 
Center  in  Salt  Lake  City.  Co-sponsors  of  the  event 
were:  University  of  Utah  College  of  Medicine 
(Department  of  Surgery),  Salt  Lake  County  Med- 
ical Society,  and  the  Utah  Committee  on  Trauma 
of  the  American  College  of  Surgeons.  Dr.  Andrew 
C.  Ruoff,  III,  Assistant  Professor  of  Surgery,  Uni- 
versity of  Utah  College  of  Medicine,  and  member 
of  the  National  Committee  on  Trauma,  American 
College  of  Surgeons,  was  chairman  of  the  event 
and  conducted  the  proceedings. 

Invitations  to  participate  were  extended  to  the 
various  law  enforcement  agencies  in  the  area,  fire- 
fighting personnel,  ambulance  drivers,  ski  safety 
patrols,  and  others  involved  in  the  emergency- 
care  treatment  of  the  injured. 

Participating  as  faculty  members,  and  the  sub- 
jects they  presented,  were:  Dr.  Herbert  B.  Fowler, 
“The  Psychotic  Patient”;  Dr.  Anthnoy  Browne, 
“Airway  Problems”;  Dr.  Richard  Hughes,  “Control 
of  Bleeding”;  Dr.  Harold  Lamb,  “Care  of  Open 
Wounds”;  and  Dr.  Ruoff,  “Handling  of  Fractures.” 
Two  films,  entitled  “Hands  of  Action”  and  “Im- 
mediate Care  of  Diving  Injiiries,”  were  also  shown. 


General  practitioners  conduct  symposium 

A symposium  sponsored  by  the  Utah  Academy 
of  General  Practice  was  held  Sunday,  November 
12,  at  Logan,  Utah.  Dr.  R.  N.  Malouf,  president  of 
the  Academy,  was  general  chairman  of  the  event. 
“Pertinent  Aspects  of  Diabetes  Mellitus”  was  the 
subject  under  discussion.  Two  prominent  out-of- 
state  physicians.  Dr.  Clifford  B.  Ernst,  of  Phoenix, 
Arizona,  and  Dr.  Woodson  C.  Young,  of  Indian- 
apolis, Indiana,  were  the  visiting  guest  speakers. 

The  purpose  of  the  symposium,  according  to  Dr. 
Malouf,  is  part  of  a continuing  effort  to  upgrade 
the  profession  and  keep  abreast  with  rapidly 
improving  technics  and  knowledge  in  medicine 
and  surgery. 


News  of  Physicians 

Dr.  Leland  B.  Cowan,  Salt  Lake  City  surgeon, 
was  recently  give  the  Squibb  Medical  Service 
Medallion  in  recognition  of  his  cancer  research. 
Presenting  the  award  were  Mr.  Robert  Schafer, 
regional  manager  for  Squibb,  and  Mr.  George 
Ferguson,  their  Utah  representative. 

Dr.  Cowan  was  a recent  participant  in  a clinic 
at  Memorial  Hospital  for  Cancer  in  New  York 
where  he  spent  a month  reviewing  technics  in 
cancer  management.  He  is  a graduate  of  Columbia 
University  College  of  Physicians  and  Surgeons 
where  he  received  his  M.D.  and  is  also  a fellow 
of  the  American  College  of  Surgeons. 

* * * * 

Dr.  Thomas  Ray  Broadbent  of  Salt  Lake  City 
was  named  president-elect  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgeons  at  the 
group’s  36th  annual  meeting  held  recently  in 
New  York  City.  He  was  released  only  a few  days 
before  as  general  secretary  of  the  International 
Confederation  of  Plastic  Surgeons.  He  had  served 
four  years  in  that  office.  During  his  tenure,  seven 
nations — Denmark,  Finland,  Egypt,  Iran,  Lebanon, 
Poland,  Turkey  and  Uruguay — joined  the  organ- 
ization, bringing  to  39  the  total  number  of  nations 
belonging.  He  was  also  recently  elected  a member 
of  the  confederation’s  executive  committee. 

IRMP  conducts  ‘Feedback’  seminar 

The  second  “Feedback  Training  Seminar”  of 
the  Intermountain  Regional  Medical  Program 
(IRMP)  was  held  November  16,  17  and  18  at  the 
C’est  Bon  Lodge  in  Park  City,  Utah.  Participants 
from  Utah  and  the  surrounding  states  that  com- 
prise this  region  assembled  to  consider  IRMP 
programs  and  particularly  the  matter  of  patients’ 
attitudes  as  they  relate  to  the  type  of  medical 
care  they  are  receiving. 

Dr.  John  S.  Gilson,  Associate  Coordinator  of  the 
IRMP,  was  chairman  of  the  seminar  and  conducted 
the  sessions.  Visiting  ad  hoc  faculty  members  in- 
cluded: Mr.  Samuel  Bloom,  Ph.D.,  New  York;  Mr. 
Lloyd  Detwiller,  Vancouver,  B.  C.;  Frank  McGlone, 
M.D.,  Denver;  Mr.  Hans  Mauksch,  Ph.D.,  Illinois; 
Louis  Moench,  M.D.,  Salt  Lake  City  psychiatrist, 
and  Edward  Tyler,  M.D.,  Indiana.  Group  meetings 
with  the  resource  faculty  followed  by  general  dis- 
cussions and  small  group  idea  interchange  sessions 
with  the  intent  of  involving  all  participants  were 
the  format  of  the  agenda. 

These  seminars  are  intended  to  provide  oppor- 
tunity to  those  involved  with  the  IRMP  to  be 
exposed  to  new  ideas  and  attitudes  as  stimulated 
by  an  expert  resource  faculty.  Further,  that  the 
basis  of  a more  effective  communication  between 
those  involved  in  the  IRMP  might  be  established. 
Quoting  from  the  seminar  handbook:  “We  conceive 
of  the  Regional  Programs  not  only  in  terms  of 
extending  new  technical  medical  procedures 
throughout  the  region — and  we  must  help  to  ac- 
complish this — but  even  more  in  terms  of  enhanc- 
ing the  capabilities  of  people  within  the  region  to 
take  better  local  advantage  of  new  approaches.” 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  AMA 

The  National  Advisory  Commission  on  Health 
Manpower  reported  that  the  nation’s  health  care 
system  must  be  improved  to  assure  that  quality 
health  care  is  available  to  all  Americans  at  a 
reasonable  cost. 

The  15-member  commission,  in  its  report  to 
President  Johnson,  urged  a substantial  expansion 
in  the  capacity  of  existing  medical  schools  and 
continued  development  of  new  schools.  At  the 
same  time,  the  advisory  group  said  that  “although 
the  need  for  more  physicians  is  urgent,  the  costs 
and  dangers  of  a crash  effort  to  increase  produc- 
tion appear  to  outweigh  the  benefits.” 

The  commission,  headed  by  J.  Irwin  Miller, 
chairman  of  the  Cummins  Engine  Co.,  Columbus, 
Ind.,  was  set  up  in  May,  1966,  by  President  Johnson 
to  recommend  bold,  imaginative  ways  to  meet 
health  manpower  needs.  Five  physicians  signed 
the  report,  including  Dwight  Wilbur,  M.D.,  Presi- 
dent-elect of  the  American  Medical  Association. 

The  commission  members  agreed  that  tackling 
the  problem  of  manpower,  alone,  would  not  cure 
present  ills. 


“.  . . If  additional  personnel  are  employed  in 
the  present  manner  and  within  the  present  pat- 
terns and  systems  of  care,  they  will  not  avert,  or 
even  perhaps  alleviate,  the  crisis,”  the  commission 
said. 

“Unless  we  improve  the  system  through  which 
health  care  is  provided,  care  will  continue  to  be- 
come less  satisfactory,  even  though  there  are 
massive  increases  in  costs  and  in  number  of  health 
personnel.” 

The  commission  recommendations  were  accom- 
panied by  an  assertion  that  government  alone  is 
not  big  enough  to  solve  the  problems  of  health 
care  for  the  American  people. 

The  American  Medical  Association’s  House  of 
Delegates  at  its  recent  meeting  in  Houston,  Texas, 
approved  a report  of  the  board  of  trustees  on  the 
commission’s  report.  The  board  stated; 

“The  ‘Report  of  the  National  Advisory  Com- 
mission on  Health  Manpower’  reflects  much  of 
the  serious  attention  given  to  the  evolving  needs 
of  health  care  long  recognized,  studied  and  im- 
plemented by  the  American  Medical  Association 
and  other  professional  groups  in  the  health  fields. 

“The  House  of  Delegates  and  the  Board  of 
Trustees  of  the  AMA  have  not  had  time  to  study 
the  report  carefully.  . . . However,  it  appears  to 
recognize  the  needs  arising  from  the  rapid  growth 
of  the  public’s  desire  for  health  care.  This  attitude 
is  the  result  of  increasing  awareness  of  the  great 
advances  in  medical  science  and  techniques,  and  of 
the  prolongation  of  life  for  millions  into  middle 
and  advanced  ages.  . . . 
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“The  report  will  receive  the  intensive  study  of 
the  various  expert  groups  within  AMA  and  reports 
on  their  recommendations  will  be  issued  as  soon 
as  they  can  be  developed  properly.  There  appear 
to  be  some  areas  in  which  modifications  will  be 
necessary  to  assure  attaining  the  objectives  sought 
for  advancement  of  health  care  for  all  citizens.” 

The  commission’s  proposals  include: 

— Federal  funds  in  support  of  capital  or  operat- 
ing costs  of  education  should  be  provided  to  a 
medical  school  in  such  a way  that  they  create 
economic  incentives  for  the  school  to  expand  en- 
rollment while  improving  its  quality. 

— The  federal  government  should  make  avail- 
able to  any  medical  student  loans  to  cover  the 
full  costs  of  tuition  and  living  expenses  during 
formal  professional  education.  The  student  should 
be  able  to  choose  between  repaying  the  loan  from 
earnings  over  a period  of  years  or  giving  two 
years  of  his  time  to  approved  national  service 
apart  from  Selective  Service  obligations. 

(Dr.  Wilbur  discussed  from  these  two  recom- 
mendations: “I  believe  the  principle  is  not  sound 
and  that  the  recommendations  are  impractical, 
unnecessary,  will  not  serve  the  purposes  intended, 
and  will  be  largely  unacceptable  to  most  stu- 
dents.”) 

— The  federal  government  should  give  high 
priority  to  the  support  under  university  direction 
of  experimental  programs  which  train  and  utilize 
new  categories  of  health  professionals. 

— At  a minimum,  foreign-trained  physicians 
who  will  have  responsibility  for  patient  care 
should  pass  tests  equivalent  to  those  for  graduates 
of  U.  S.  medical  schools. 

— The  Selective  Service  Act  should  be  amended 
to  provide  for  the  automatic  transfer  of  the  records 
of  every  draft-eligible  health  professional,  upon 
his  graduation  from  professional  school,  from  the 
local  board  of  his  original  registration  to  the  local 
board  in  whose  jurisdiction  he  works  and  for  sub- 
sequent transfer  with  each  change  in  the  location 
of  his  work. 

— The  Selective  Service  Act  should  be  amended 
to  provide  equal  draft-liability  for  U.  S.  and 
foreign  medical  graduates. 


Epilepsy  is  one  of  the  oldest  disorders 
known  to  man.  Even  the  Bible  makes  refer- 
ence to  epilepsy.  Yet,  it  is  one  of  our  most 
misunderstood  ailments.  The  Epilepsy 
Foundation  of  Washington,  D.  C.  is  a major 
force  working  to  dispel  the  myths  sur- 
rounding the  disorder. 


— Service  with  the  U.  S.  Public  Health  Service 
should  be  phased  out  as  a substitute  for  the  mili- 
tary obligation  of  health  professionals. 

— The  Department  of  Defense  should  be  in- 
structed to  encourage  the  greater  use  of  the  Mili- 
tary Medicare  Amendments  of  1965  and  should 
study  the  feasibility  of  utilizing  voluntarily  ob- 
tained health  professionals  in  military  facilities 
located  in  the  United  States. 

— Nursing  should  be  made  a more  attractive 
profession  by  such  measures  as  appropriate  util- 
ization of  nursing  skills,  increased  levels  of  pro- 
fessional responsibilities,  improved  salaries,  more 
flexible  hours  for  married  women,  and  better 
retirement  provisions. 

— Programs  for  health  care  of  the  disadvan- 
taged should  be  given  highest  priority  and  made 
available  wherever  needed. 

— Professional  societies,  universities,  and  state 
governments  should  undertake,  with  federal  sup- 
port, studies  on  the  development  of  guidelines  for 
state  licensure  codes  for  health  personnel. 

— Professional  societies  and  state  governments 
should  explore  the  possibility  of  periodic  relicens- 
ing of  physicians  and  other  health  professionals. 

— Professional  societies,  health  insurance  or- 
ganizations, and  government  should  extend  the 
development  and  effective  use  of  a variety  of 
peer  review  procedures  in  maintaining  high  qual- 
ity health  and  medical  care. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  acquisitions 

Antilymphocytic  Serum:  By  Ciba  Foundation.  Boston,  1967, 
Little  Brown.  165  p.  Price:  Gift. 

Biochemistry  and  Pharmacoiogy  of  The  Basal  Ganglia:  By 
Erminio  Costa.  Hewlett,  N.  Y.,  1965,  Raven  Press.  238  p. 
Price:  $10.95. 

Bone  and  Joint  CUnieopathologica!  Conferences  of  the  Mass. 
General  Hospital:  By  Benjamin  Castleman  and  Malcolm 
McNeill.  Boston,  1966,  Little  Brown.  254  p.  Price:  $15.00. 
Clinical  Pathology  of  The  Serum  Electrolytes:  Edited  by  F. 
William  Sunderman  and  William  Sunderman,  Jr.  Springfield, 
111.,  1966,  Thomas.  446p.  Price:  $24.50. 

Clinical  Phonocardiography  and  External  Pulse  Recording: 
By  Morton  E.  Tavel.  Chicago,  1967,  Yearbook  Medical  Pub- 
lishers. 230  p.  Price:  $10.00. 

A Course  in  Renal  Diseases:  By  Geoffrey  Berlyne.  Oxford, 

1966,  Blackwell  Scientific.  400  p.  Price:  $7.50. 

Deep  Thrombophlebitis:  Pathophysiology  and  Treatment:  By 
J.  Alex  Haller.  Philadelphia,  1967,  Saunders.  130  p.  Price: 
$8.75. 

Drug  Responses  in  Man:  By  Ciba  Foundation.  Boston,  1967, 
ILittle  Brown.  257  p.  Price:  $13.50. 

Electrocardiography  in  the  Diagnosis  of  Congenital  Heart 
Disease:  By  George  Edward  Burch,  Philadelphia,  1967,  Lea  & 
Febiger.  755  p.  Price:  $26.00. 

Error  and  Variation  in  Diagnostic  Radiology:  By  Marcus  J. 
Smith.  Springfield,  111.,  1967,  Thomas.  191  p.  Price:  $8.75. 
Foot  Disorders:  Medical  and  Surgical  Management:  By 
Nicholas  J.  Giannestras.  Philadelphia,  1967,  Lea  & Febiger. 
521  p.  Price:  $22.00. 

The  Human  Adrenal  Cortex:  Its  Function  Throughout  Life: 
By  Ciba  Foundation.  Boston,  1987,  Little  Brown.  146  p.  Price: 
Gift. 

Lectures  in  Medical  Genetics:  By  David  Yi-Yung  Hsia.  Chi- 
cago, 1966,  Yearbook.  241  p.  Price:  $8.59. 

Louis  A.  Buhring:  Pathfinder  for  Dermatology:  By  Lawrence 
Charles  Parish,  Springfield,  111.,  1967,  Thomas.  137  p.  Price: 
$4.50. 

Management  of  Foreign  Bodies  in  the  Food  and  Air  Passages: 
By  Kenneth  Sawyer.  Springfield,  111.,  1967,  Thomas.  191  p. 
Price:  Gift. 

Modern  Opthalmology : By  Arnold  Sorsby.  New  York,  1964, 
Appleton  Century-Crofts.  4 v.  Price:  $72.00. 

Myotatic  Kinesthetic  and  Vestibular  Mechanisms:  By  Ciba 
Foundation.  Boston,  1967,  Little  Brown.  331  p.  Price:  $13.50. 
Observations  on  the  Pathology  of  Hydrocephalis:  By  Dorothy 
vS.  Russell.  London,  1966,  Her  Majesty’s  Stationery  Office. 
125  p.  Price:  $9.00. 

Oculomotor  Imbalance  in  Binocular  Vision  and  Fixation  Dis- 
parity: By  Keimeth  N.  Ogle.  Philadelphia,  1967,  Lea  & 
Febiger.  372  p.  Price:  $16.50. 

Orthopaedics:  Principles  and  Their  Application:  By  Samuel 
L.  Turek.  Philadelphia,  1967,  Lippincott.  906  p.  Price:  $27.00. 
The  Pathology  of  Emphysema:  By  Lynne  Reid.  Chicago, 

1967,  Yearbook  of  Medical  Publishers.  372  p.  Price;  $13.00. 
Pediatric  Surgery:  By  Clifford  Benson.  Chicago,  1967,  Year- 
book. 1291  p.  2 V.  Price:  $42.00. 

Peripheral  Nerve  Regeneration  Using  Nerve  Grafts:  By 
Leonard  Marmor.  Springfield,  111.,  1967,  Thomas.  107  p. 
Price;  $6.75. 

Psychodynamic  Studies  on  Aging:  By  Sidney  Levin.  New 
York,  1967,  International  Universities.  345  p.  Price:  $7.00. 
Roentgen  Diagnosis  of  Diseases  of  Bone:  By  Jack  Edeiken 
and  Philip  J.  Hodes.  Baltimore,  1967,  Williams  & Wilkins. 
701  p.  Price:  $32.09. 

Spongy  Degeneration  of  the  Brain  in  Infancy:  By  Ludo  van 
Bogaert.  Springfield,  111.,  1967,  Thomas.  176  p.  Price:  $10.25. 
Surgery  for  Acquired  Coronary  Disease:  By  William  H. 
Sewell.  Springfield,  111.,  1967,  Thomas.  377  p.  Price;  $18.50. 
Surgery  of  Rheumatoid  Arthritis;  By  Leonard  Marmor.  Phila- 
delphia, 1967,  Lea  & Febiger.  261  p.  Price:  $15.00. 

This  Land  of  The  West  and  Other  Poems:  By  Nolie  Mumey. 
Denver,  1967,  Range  Press.  155  p.  Price:  Gift  of  the  author. 


Book  reviews 

The  Surgieal  Relief  of  Pain  in  Arthritic  Disease;  The  Hip 
and  Knee  Joint:  By  Robert  A.  Herfort.  Springfield,  Illinois, 
1967,  Charles  C.  Thomas.  97  p.  Price:  $7.50. 

This  is  a very  controversial  book.  The  technique 
of  using  extended  lumbar  sympathectomy  with 
or  without  perifemoral  sympathectomy  to  relieve 
patients  of  arthritic  pain  has  not  been  generally 
accepted.  At  the  Denver  Veterans  Hospital  a few 
patients  were  treated  with  lumbar  sympathectomy 
with  minimal  improvement. 

Evaluation  of  relief  of  pain  is  most  difficult  in 
any  condition.  This  is  particularly  true  of  rheu- 
matoid arthritis  because  of  the  cyclic  ccurse  cf 
the  disease.  The  author  has  not  used  objective 
measurements  in  assessing  the  benefits  of  the  sur- 
gery. 

This  book  should  be  read  by  those  treating 
arthritics.  First  of  all  the  author  has  an  excellent 
summary  of  the  problem  of  hip  and  knee  joint 
arthritis,  the  techniques  for  treatment  available 
which  have  not  always  been  successful.  And  sec- 
ondly because  this  is  another  approach  that  may 
deserve  more  study.  The  etiology  of  osteoarthritis 
is  now  considered  to  be  far  more  complicated  than 
the  earlier  concept  of  simple  aging.  What  part 
the  sympathetic  nervous  system  plays  is  not  un- 
derstood. The  author  presents  the  neuroanatomy 
and  physiology  in  great  detail. 

J.  D.  LEIDHOLT,  M.D. 

DEFINITE  HELP  FOR  SEX  CRIMINALS— 
One  Hundred  Voluntary  Castrations  in  Gottingen 
Since  1961.  News  item  (abridged)  from  Munich 
South  German  Zeitung,  Number  238,  page  6. 

Since  1961,  100  sex  criminals  have  been  cas- 
trated by  surgical  removal  of  the  sex  glands  in 
the  University  Clinic  of  Gottingen,  said  Professor 
Kloos,  the  physician-in-chief  of  the  Lower  Saxoni- 
an  State  Hospital  in  Gottingen.  Kloos,  who  as  a 
psychiatrist  advocates  the  operation,  pointed  to 
the  fact  that  the  courts  in  Lower  Saxony  and 
Hesse  are  very  lenient  in  their  sentences  to  crim- 
inals who  agree  to  castration;  they  give  them 
credit  for  their  cooperation.  A criminal  in  Hesse, 
for  instance,  with  four  previous  convictions,  who 
had  himself  castrated  prior  to  the  main  trial  for 
a renewed  assault,  got  away  with  only  four  weeks 
in  jail. 

Kloos  emphasized  that  his  sole  medical  motive 
is  the  wish  to  decisively  help  the  culprit.  The 
operation,  he  stated,  often  leads  to  complete  loss 
of  sex  drive  within  two  to  three  weeks,  and  the 
danger  of  relapse  is  minimal  as  judged  from  obser- 
vation in  24  cases. 

Kloos,  in  addressing  a postgraduate  course  for 
physicians  and  lawyers,  proposed  to  obtain  the 
consent  to  castration  from  the  guardianship  court 
rather  than  from  the  offender  himself,  in  case  of 
relapsing  sex  criminals,  who  lack  understanding 
of  the  advantages  of  emasculation. 

HORACE  E.  CAMPBELL,  M.D. 
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Translation  by  Dr.  Karl  Neuberger  from  K.  Kolle,  Psychiatry 
(Textbook):  Edition  6,  1937,  , pp.  113-114.  (Discussion  of 

Treatment  of  Sex  Criminals). 

Is  there  no  treatment  that  would  prevent  re- 
lapses? Castration  has  been  employed  for  treat- 
ment of  sexual  anomalies,  first  in  America,  Swit- 
zerland and  Denmark  and  later  also  in  Germany. 
As  removal  of  the  sexual  glands  will  eliminate 
only  a portion  of  sexuality,  success  may  be  ex- 
pected particularly  in  psychically  defective  per- 
sons with  excessive  sexual  drive.  It  is  possible 
that  elimination  of  hormones  in  psychically  com- 
petent people,  too,  may  help  in  restraining  ab- 
normal sexuality  and  thus  in  preventing  sexual 
delinquency.  Anomalous  sexual  experience  and 
behavior,  however,  will  not  be  “healed”  by  emas- 
culation. Therefore,  castration  is  justified  only  as 
a preliminary  emergency  procedure.  While  we  are 
fundamentally  opposed  to  any  surgical  disturb- 
ance of  the  integrity  of  a person,  it  seems  rational 


American  College  of  Physicians 
Regional  Meeting 

The  American  College  of  Physicians  will  spon- 
sor a regional  scientific  meeting  for  specialists  in 
internal  medicine  in  Colorado  January  20,  1968,  in 
Colorado  Springs.  The  meeting  will  be  held  at  the 
Broadmoor.  It  is  one  of  some  350  scientific-educa- 
tional meetings  the  ACP  sponsors  during  the  aca- 
demic year.  Held  throughout  the  United  States 
and  Canada,  the  meetings  help  the  College’s  13,600 
members  keep  abreast  of  developments  in  basic 
sciences  and  clinical  medicine  that  affect  their 
practices. 

Among  special  guests  will  be  Roberto  F.  Esca- 
milla, M.D.,  San  Francisco,  Calif.,  ACP  Governor 
for  northern  California  and  Clinical  Professor  of 
Medicine,  University  of  California.  William  A.  H. 
Rettberg,  M.D.,  Denver,  Colo.,  ACP  Governor  for 
Colorado  and  Associate  Clinical  Professor  of  Medi- 
cine at  the  University  of  Colorado,  is  in  general 
charge  of  the  meeting. 


1968  Cancer  Seminar 
April  29-May  1,  1968 
Las  Vegas,  Nevada 

Details  will  be  sent  on  request  to  American 
Cancer  Society,  401  South  Third  Street,  Las  Vegas, 
Nevada  89101. 


to  employ  strict  principles  of  psychiatric  medica- 
tion with  regard  to  voluntary  castration. 

A case:  Upon  my  advice,  a journeyman,  42,  who 
had  been  imprisoned  repeatedly  for  exhibitionism, 
underwent  voluntary  castration  in  1932.  Later  in- 
vestigation showed  that  relapses  had  not  occurred. 
This  patient  wrote  in  answer  to  my  inquiry:  “Af- 
ter the  operation,  the  sexual  drive  had  diminished 
to  a degree  that  an  impulse  to  gratification  was 
hardly  present  any  more.  After  two  years,  any- 
thing relating  to  sex,  both  physically  and  psychi- 
cally had  virtually  disappeared  ....  In  sexually 
abnormal  persons  that  horrible  morbid  drive  is 
powerful  beyond  description.  After  perpetration 
of  acts,  one  is  ashamed  for  himself,  and  one  has 
good  intentions — but  to  no  avail.  The  same  goes 
for  medical  and  human  influences.  Help  and 
definite  relief  of  that  terrible  burden  is  only  pos- 
sible by  operation.  I made  up  my  mind  at  that 
time  and  I don’t  regret  it:  The  sun  rose  for  me 
once  more.” 


Sixth  National  Cancer  Conference 

The  Sixth  National  Cancer  Conference,  spon- 
sored by  the  American  Cancer  Society  and  the 
National  Cancer  Institute,  will  be  held  September 
18-20,  1968,  at  the  Denver  Hilton  Hotel  in  Denver. 
All  members  of  the  medical  and  related  profes- 
sions, research  investigators  and  medical  students 
are  invited  to  attend. 

For  further  information,  write:  Roald  N.  Grant, 
M.D.,  Coordinator,  Sixth  National  Cancer  Confer- 
ence, c/o  American  Cancer  Society,  219  E.  42nd 
St.,  New  York,  N.  Y.  10017. 


Nevada  Academy  of  General  Practice 
Annual  Scientific  Meeting 
Riverside  Hotel,  Reno,  Nevada 
May  30-31, 1968. 

12  hours  credit. 

For  further  information  and  details  of  this 
meeting,  contact  John  C.  Kelly,  M.D.,  1001  Pyramid 
Way,  Sparks,  Nevada  89431. 


Postgraduate  course  in  allergy 

June  29-July  3,  1968 

Jackson  Lake  Lodge 

Grand  Teton  National  Park,  Wyoming 

In  cooperation  with  the  Wyoming  State  Medi- 
cal Society. 

For  information,  program  and  registration, 
write  to:  Russell  I.  Williams,  M.D.,  Director,  Pro- 
fessional Building,  1605  East  19th  Street,  Cheyenne, 
Wyoming  92001. 


for  January  1968 
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Colorado 

Dr.  Sidney  H.  Dressier,  an  Associate  Member 
of  the  Colorado  Medical  Society,  and  former  Den- 
ver physician,  died  December  1,  1967,  in  Atlanta, 
Georgia,  after  a long  illness.  He  was  55  years  old. 

Dr.  Dressier  formerly  was  Medical  Director 
and  Chief  of  Staff  at  National  Jewish  Hospital  in 
Denver.  He  also  was  an  assistant  clinical  professor 
at  the  University  of  Colorado  School  of  Medicine 
and  an  attending  physician  at  Denver  General 
Hospital. 

At  the  time  of  his  death.  Dr.  Dressier  was 
Special  Assistant  Chief  of  the  Tuberculosis  pro- 
gram for  the  U.  S.  Public  Health  Service’s  National 
Communicable  Disease  Center  at  Atlanta. 

Dr.  Dressier  was  born  in  Brooklyn  in  1912,  and 
attended  Columbia  University  and  the  University 
of  Frankfort  before  receiving  his  medical  degree 
from  the  Universtiy  of  Berlin  in  1938.  He  served 
as  a medical  officer  in  the  U.  S.  Army  during 
World  War  II. 

He  was  a member  of  the  American  Medical 
Association,  American  Thoracic  Society,  Society  of 
the  Sigma  Xi,  American  Federation  of  Clinical 
Research,  and  the  American  College  of  Chest 
Physicians. 

His  wife,  Dr.  Marian  Dressier,  is  Assistant 
Health  Director  of  the  DeKalb  County  Health 
Department  in  Decatur,  Georgia. 

Surviving,  in  addition  to  his  wife,  are  three 
children:  Joseph  David,  22,  Deborah  Ruth,  17,  and 
Rachael  Ann,  15. 

Funeral  services  were  December  4 in  Atlanta. 

* * * It 

The  death  of  Mrs.  Oca  Cushman,  who  for  45 
years  was  superintendent  of  the  Children’s  Hos- 
pital in  Denver,  should  not  be  ignored  by  the 
medical  profession.  She  is  remembered  most  kindly 
by  many  of  our  colleagues.  Mrs.  Cushman,  a 
founder  of  the  hospital  in  1910  and  a guiding  spirit 
in  its  growth  until  her  retirement  in  February, 
1955,  died  July  27,  1967,  at  her  home  in  Tulsa, 
Oklahoma.  The  Hospital  Board  members  honored 
her  by  naming  the  new  wing  the  Oca  Cushman 
Wing  of  Children’s  Hospital  when  it  was  opened 
October  29,  1958,  and  the  honor  came  during  the 
life  of  the  honoree. 

Few  people  in  Denver  knew  of  the  early  life 
of  this  remarkable  imaginative  woman,  and  what 
little  is  known  should  be  inscribed  in  our  annals. 

Mrs.  Cushman  was  bom  November  3,  1869,  at 
Pittsville,  Missouri,  and  came  to  Denver  as  a girl 
to  visit  relatives.  Here  she  met  Mr.  A.  J.  Cushman 
of  Salem,  Massachusetts,  then  principal  of  Elbert 
High  School,  and  they  were  married  in  1889.  Later 


Mr.  Cushman  taught  in  the  Wheat  Ridge  schools, 
and  he  died  in  1895.  Mrs.  Cushman  lived  with  a 
sister  in  Nevadaville,  Colorado,  until  1900  when 
she  entered  training  at  the  St.  Luke’s  Hospital 
School  of  Nursing  in  Denver.  After  graduation  in 
1903  she  became  night  superintendent  of  her  alma 
mater. 

She  was  closely  identified  with  the  Children’s 
Hospital  movement  from  the  beginnings  in  1906, 
and  when  it  opened  in  April,  1906,  at  2221  Downing 
Street,  she  became  its  superintendent.  In  1917 
the  hospital  moved  to  the  present  location  at  East 
19th  Avenue  and  Downing  Street.  There  Mrs. 
Cushman  became  the  major  domo,  carrying  on  all 
the  official  business  work,  and  with  that  done, 
laboring  in  supervising  the  meals  which  were 
served  to  both  patients  and  hospital  workers. 
When  it  was  time  for  canning  of  preserves  and 
other  items,  Mrs.  Cushman  found  time  to  do  that 
too,  and  her  recipe  for  peach  preserves  should  be 
in  the  cooking  file  of  every  doctor’s  wife.  At  the 
break  of  day  Mrs.  Cushman  would  be  seen  outside 
during  permissive  weather  picking  up  fallen  leaves 
and  other  unsightly  debris.  Hospital  officials  of  the 
era  credited  Mrs.  Cushman  with  playing  an  im- 
portant part  in  making  the  institution  possible 
during  its  early  career.  She  is  credited  also  with 
interesting  Mr.  and  Mrs.  Harry  H.  Tammen  in 
the  hospital,  its  present  nurses’  home  and  other 
philanthropies  related  to  the  hospital. 

Mrs.  Cushman  was  named  woman  of  the  year 
in  1936  by  the  Denver  Business  and  Professional 
Women’s  Club.  In  1946  she  received  a top  award 
for  Children’s  Hospital  from  the  American  Hos- 
pital Association  in  Philadelphia.  From  1920  to 
1922  she  served  as  president  of  the  Colorado  State 
Nurses  Association.  She  was  honored  by  that  group 
in  1954  for  50  years  of  membership  in  the  associa- 
tion. 

Chapel  services  were  held  in  Tulsa,  and  burial 
was  in  the  Pittsville  cemetery.  She  is  survived  by 
two  sisters,  Mrs.  Mary  Jane  Rice  of  Tulsa,  and 
Mrs.  Gertrude  Thompson  of  Pasadena,  California, 
and  a brother,  John  W.  Rush  of  Pittsville. 

Mrs.  Thompson,  then  known  as  Gertrude  Dixon, 
also  worked  with  Mrs.  Cushman  as  a nurse  in 
Children’s  Hospital  during  the  early  years.  Two 
other  early  workers  were  Miss  Luella  Morrison 
who  was  superintendent  of  the  Nurses  Training 
School,  and  Mrs.  Gertrude  Lautzenheiser  who  was 
the  instructor  of  the  student  nurses. 

Montana 

Park  Weed  Willis,  Jr.,  M.D,,  died  in  Seattle, 
Washington,  on  November  4,  1967.  Before  moving 
to  Seattle,  Dr.  Willis  was  engaged  in  the  general 
practice  of  medicine  in  Hamilton,  Montana,  for 
a number  of  years.  He  served  as  the  assistant 
secretary-treasurer  of  the  Montana  Medical  Asso- 
ciation and  as  a member  of  its  Executive  Commit- 
tee for  four  terms. 

Dr.  WiUis  was  born  in  Seattle,  Washington,  on 
March  4,  1893.  He  received  a B.S.  degree  from  the 
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University  of  Pennsylvania  in  1915,  after  which 
he  served  a tour  of  duty  in  World  War  I and  was 
an  engineer  for  several  years.  In  1931  Dr.  Willis 
received  his  M.D.  degree  from  the  University  of 
Pennsylvania  School  of  Medicine.  Shortly  there- 
after he  engaged  in  the  general  practice  of  medi- 
cine in  Seattle  but  after  a tour  of  duty  with  the 
medical  corps  of  the  U.  S.  Army  during  World 
War  II,  he  moved  to  Hamilton  in  1946  where  he 
continued  in  the  general  practice  of  medicine  and 
surgery  until  1959.  Dr.  Willis  was  very  active  in 
the  affairs  of  the  Montana  Medical  Association  and 
served  as  a member  of  many  of  its  committees. 

* * * * 

John  Speight  Darden,  M.D.,  Great  Falls,  was 
killed  in  an  automobile  accident  while  hunting  on 
October  26,  1967.  Dr.  Darden  was  bom  on  June 
11,  1926,  in  Richmond,  Virginia.  He  received  his 
B.S.  degree  in  1946  from  Hampden-Sydney  Col- 
lege and  his  M.D.  degree  in  1952  from  the  Medical 
College  of  Virginia.  He  undertook  postgraduate 
training  at  the  University  of  Utah  School  of  Medi- 
cine, after  which  he  served  a tour  of  duty  as  a 
medical  officer  in  the  United  States  Navy.  Dr. 
Darden  established  his  radiology  practice  in  Great 
Falls  during  September,  1961.  He  was  active  in 
the  affairs  of  his  component  medical  society  and 
served  as  its  secretary.  He  was  also  active  in 
community  affairs  and  participated  in  the  activi- 
ties of  the  Little  League  and  Babe  Ruth  baseball 
organizations  in  Great  Falls. 
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We’re  enthusiastic  when  it 
comes  to  solving  your 
practice  management  problems 

Enthusiasm  is  a result  of  self  confidence  . . . and 
our  self  confidence  in  problem  solving  in  practice 
management  stems  from  over  22  years  experience 
of  serving  more  than  2000  clients  in  the  Medical 
and  Dental  Professions. 

The  Professional  Management  Midwest  repre- 
sentative in  your  area  has  the  wide  training  and 
experience  to  provide  you  with  the  expert  counsel- 
ing in  all  phases  of  profitable  practice  manage- 
ment and  personal  financial  planning. 

Indeed,  it  will  be  worth  your  investment  of  time 
to  ask  the  PMM  representative  in  your  area  how 
you  can  solve  the  frustrating  problems  of 
RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  and  COLLEC- 
TIONS, FEES,  PERSONNEL,  PARTNERSHIPS. 
MEDICARE  and  PATIENT  RELATIONS. 

Call  him  today. 
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11695  West  28th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  1-4-7-63 
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No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  \within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o"ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  William  A.  H.  Rettberg,  Denver,  1968; 
Richard  L.  Davis,  La  Junta,  1968;  Robert  W.  Ludwick,  Ster- 
ling, 1969;  Geno  Saccomanno,  Grand  Jxmction,  1969;  Kenneth 
A.  Platt,  Westminster,  1970;  Joel  R.  Husted,  Boulder,  1970. 

Judicial  Council:  District  No.  1 — ^Daniel  H.  Buchanan,  Jr., 
1969:  District  No.  2 — John  Simon,  Englewood,  1968;  District 
No.  3 — Kenneth  E.  Gloss,  Colorado  Springs,  1970;  District  No. 
4 — James  G.  Price,  Brush,  1969;  District  No.  5 — Jacob  J. 
Zuidema,  Greeley,  1969;  District  No.  6 — Heman  R.  Bull,  Grand 
Junction,  1970;  District  No.  7 — Stanley  Haukeness,  Durango, 
1970;  Di^rict  No.  8 — John  Haskin,  Center,  1968;  District  No. 
9 — Scott  A.  Gale,  Pueblo,  1968. 

Grievance  Committee:  John  B.  Griffith,  Aurora,  1968; 

Clayton  K.  Mammel,  Denver,  1968;  Victor  A.  Crumbaker, 
Grand  Junction,  1968;  Robert  B.  Richards,  Fort  Morgan, 

1968;  Bernard  E.  Campbell,  Lakewood,  1968;  Keith  F. 

Krausnick,  Lamar,  1968;  James  A.  Henderson,  Englewood, 
1969;  Richard  L.  Codd,  Fort  Collins,  1969;  John  A. 

McDonough,  Ordway,  1969;  James  P.  Hensen,  Pueblo,  1969; 
Carl  J.  Manganaro,  Sterling,  1969;  Edwin  D.  Kadlub,  Wind- 
sor, 1969. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968) ; Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 

31,  1969) ; Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 

(Alternate,  Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

COUNCIL  ON  INTERPROFESSIONAL  RELATIONS:  James 
A.  Philpott,  Jr.,  Denver,  Chairman,  1968;  Lawrence  W. 
Roesslng,  Denver,  Vice  Chairman,  1968;  Richard  P.  Saunders, 
Grand  Junction,  1968:  Gill  Brehm,  Sterling,  1968;  Claude  D. 
Bonham,  Denver,  1969;  Howard  T.  Robertson,  Denver,  1969; 
Patrick  L.  Thompson,  Fort  Morgan,  1969;  J.  Alan  Shand, 
La  Junta,  1969. 


COMMITTEES  OF  THE  COUNCIL- 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Myron  C.  Waddell,  Denver,  Chairman;  Robert  E.  McCurdy, 
Denver:  Gatewood  C.  Milligan,  Englewood. 

ADVISORY  COMMITTEE  TO  THE  COLORADO  ASSOCIA- 
TION OF  MEDICAL  ASSISTANTS:  Thomas  R.  Thorn,  Ar- 
vada; Karl  M.  Buretz,  Colorado  Springs;  Edward  S.  Johnson, 
Denver:  others  to  be  appointed. 

COMMITTEE  ON  MEDICINE  AND  RELIGION:  B.  T.  Daniels, 
Denver,  Chairman:  John  Haskin,  Center:  Michael  J. 
McNalley,  Colorado  Springs;  William  C.  Bailey,  Lewis 
Barbato,  Thomas  H.  Foley,  Paul  K.  Hamilton,  Abraham  J. 
Kauvar,  all  of  Denver:  Patrick  W.  Luter,  Durango;  Harold 
Guard,  Englewood:  Charles  E.  Basye,  Fort  Collins;  Joseph 
G.  Merrill,  Grand  Junction;  Don  N.  Ridgway,  Paonia;  Her- 
bert Freeson,  Pueblo. 

MEDICOLEGAL  COMMITTEE:  William  A.  Liggett,  Denver, 
Chairman,  1969;  Thomas  J.  Kennedy,  Denver,  Vice  Chairman, 
1968;  Howard  F.  Bramley,  Denver,  1969;  Roger  Johnson,  Den- 
ver, 1969;  Warren  W.  Tucker,  Denver,  1968;  S.  C.  Percefull, 
Englewood,  1968. 


COMMITTEE  ON  NURSING  AFFAIRS:  Claude  D.  Bonham, 
Denver,  Chairman;  Charles  A.  Dafoe,  Denver;  H.  Calvin 
Fisher,  Denver;  John  C.  Lundgren,  Julesburg;  Carl  W. 
Swartz,  Pueblo. 

COMMITTEE  ON  PROFESSIONAL  INSURANCE  AND  RE- 
TIREMENT: Roger  Johnson,  Denver,  Chairman;  Albert  E. 
James,  Denver;  Robert  Melzer,  Englewood;  Dale  C. 
Hathaway,  Lakewood;  Edward  Budd,  Salida. 

COUNCIL  ON  LEGISLATION:  Richard  D.  Talbott,  Denver, 
Chairman,  1969;  Phillip  D.  Weaver,  Greeley,  Vice  Chairman, 
1969;  Robert  G.  Bosworth,  Jr.,  Denver,  1968;  James  B.  Dumm, 
Denver,  1968;  Paul  N.  Tschetter,  Denver,  1968;  Harlan  B. 
Huskey,  FYuita,  1968;  Edward  B.  Liddle,  Colorado  Springs, 
1969;  Frank  E.  Stander,  Pueblo,  1969. 

COUNCIL  ON  MEDICAL  SERVICE:  Clayton  K.  Mammel, 
Denver,  Chairman,  1968;  Edward  J.  Donovan,  Denver,  Vice 
Chairman,  1969;  Harold  M.  Haugen,  Denver,  1968;  Joseph  B. 
McCloskey,  Denver,  1968;  John  D.  Glismann,  Wheat  Ridge, 
1968;  Ray  G.  Witham,  Craig,  1969;  V.  E.  Wohlauer,  Denver, 
1969;  Eugene  Wiege,  Greeley,  1969. 


COMMITTEES  OF  THE  COUNCIL- 

COMMITTEE  ON  BLOOD:  William  A.  H.  Rettberg,  Denver, 
Chairman;  Ernest  P.  EIzi,  Robert  W.  Lackey,  Robert  W. 
Virtue,  all  of  Denver. 

COMMITTEE  ON  EMERGENCY  MEDICAL  CARE:  Robert 
Collier,  Wheat  Ridge,  Chairman;  James  M.  Perkins,  Denver, 
Vice  Chairman;  David  J.  Greiner,  Colorado  Springs;  William 
F.  Waddell,  Brighton;  Donald  K.  Perkin,  Denver;  Scott  P. 
Christensen,  Grand  Junction;  Mason  M.  Light,  Gunnison; 
John  Lunt,  Littleton;  Ralph  M.  Wexler,  Pueblo. 

COMMITTEE  ON  MEDICAL  FACILITIES:  Robert  V.  Elliott, 
Denver,  Chairman;  Lorenz  R.  Wurtzebach,  Denver,  Vice 
Chairman;  Kenneth  A.  Kahn,  Boulder;  Roy  L.  Cleere,  Den- 
ver; Thomas  H.  Mahony,  Denver:  E.  Robert  Orr,  Fruita;  G. 
W.  Eklund,  Lamar;  William  E.  Jobe,  Littleton. 

COMMITTEE  ON  MILITARY  AFFAIRS:  Robert  W.  Liggett, 
Denver,  Chairman;  Leo  W.  Lloyd,  Durango;  Jackson  L. 
Sadler,  Fort  Collins;  K.D.A.  Allen,  Denver,  Special  Consult- 
ant. 

COMMITTEE  ON  RURAL  HEALTH:  V.  E.  Wohlauer,  Den- 
ver, Chairman;  Edward  G.  Merritt,  Dolores,  Vice  Chairman; 
Richard  E.  Geesaman,  Boulder:  Monroe  R.  Tyler,  Denver; 
John  Buglewicz,  Florence;  Paul  E.  Tramp,  Loveland; 
Clarence  O.  Hughes,  Littleton;  Gilbert  T.  Good,  Yuma. 
Steamboat  Springs,  Chairman;  Others  to  be  appointed. 
Subcommittee  on  Project  Rural  Colorado:  Vernon  H.  Price, 

ADVISORY  COMMITTEE  TO  THE  STATE  HEALTH  DE- 
PARTMENT ON  CRIPPLED  CHILDREN  PROGRAM:  John 
R.  Gill,  Denver,  Chairman;  George  S.  Maxwell,  Boulder; 
Dwight  C.  Dawson,  Colorado  Springs;  Harold  R.  Peterson, 
Denver:  William  H.  Wilson,  Denver;  Donald  E.  Cook,  Gree- 
ley. 

STATE  WELFARE  DEPARTMENT  AFFAIRS  COMMITTEE: 
John  M.  Wood.  Englewood,  Chairman;  Harry  O.  Hendricks, 
Carbondale;  William  E.  Lloyd,  Colorado  Springs;  James  E. 
Strain,  Denver;  William  J.  Mellinger,  Fort  Morgan;  John  R. 
Chamberlin,  Lakewood. 

Subcommittee  on  Health  Care  for  the  Poor:  Daniel  B. 
Benedict,  Denver,  Chairman;  Richard  J.  Beebe,  Denver; 
William  E.  Jobe,  Littleton. 

COMMITTEE  ON  UTILIZATION  REVIEW:  Duval  Harvey, 
William  A.  Hines,  Wallace  H.  Livingston,  Robert  M.  Maul, 
all  of  Denver. 

COUNCIL  ON  PUBLIC  HEALTH:  Robert  K.  Brown,  Den- 
ver, Chairman,  1968;  Horace  E.  Campbell,  Denver,  Vice  Chair- 
man, 1969;  Henry  B.  Strenge,  Boulder,  1968;  Roy  L.  Cleere, 
Denver,  1%8;  Lyrm  A.  James,  Grand  Junction,  1968;  Fred  A. 
Lewis,  Denver,  1969;  Roger  S.  Mitchell,  Denver,  1969;  Donald 

E.  Cook,  Greeley,  1969. 

COMMITTEES  OF  THE  COUNCIL- 

COMMITTEE  ON  ADDICTIONS:  Richard  L.  Conde,  Colorado 
Springs,  Chairman;  Edward  J.  Delehanty,  Denver;  William 
M.  M.  Robinson,  Denver. 

COMMITTEE  ON  AUTOMOTIVE  AND  AVIATION  SAFETY: 
H.  Harper  Kerr.  Pueblo,  Chairman;  Richard  L.  Conde,  Colo- 
rado Springs;  Charles  A.  Dafoe,  Charles  R.  Harper,  William 
O.  Smith,  all  of  Denver;  Horace  E.  Campbell,  Denver,  Special 
Consultant. 

COMMITTEE  ON  ENVIRONMENTAL  HEALTH  AND  RE- 
HABILITATION: Robert  F.  Bell,  Denver,  Chairman;  George 
C.  Twombly,  Denver,  Vice  Chairman:  Beatrice  T.  Gilbert. 
David  L.  Kelble,  Donald  K.  Perkin,  James  M.  Perkins,  all 
of  Denver;  John  S.  Young,  Lakewood;  Vernon  H.  Ehice, 
Steamboat  Springs. 

COMMITTEE  ON  HEALTH  EDUCATION  AND  SCHOOL 
HEALTH:  Donald  E.  Cook,  Greeley,  Chairman;  Marcia  F. 
Curry,  Mildred  E.  Doster,  Richard  L.  Harvey,  William  Inkret. 
Marvin  C.  Nelson,  Edwin  T.  Williams,  all  of  Denver;  Richard 
H.  Greer,  Durango:  N.  Paul  Anderson,  Fort  CoUins;  Robert 

F.  Sears,  Lakewood:  Donald  W.  Schiff,  Littleton. 
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COMMITTEE  ON  MEDICAL  ASPECTS  OF  SPORTS:  Herbert 
Maruyama,  Lakewood,  Chairman;  C.  Milton  Waldron,  Colo- 
rado Springs;  Joseph  B.  Hick,  Delta;  John  M.  Lampe,  Den- 
ver. 

COMMITTEE  OF  INFECTIOUS  DISEASES:  Charles  E. 
Shaver,  Montrose,  Chairman;  Robert  F.  Warner,  Delta; 
Robert  M.  Ross,  Grand  Junction;  George  W.  Horst,  Glenwood 
Springs. 

COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH:  L. 
Joseph  Butterfield,  Denver,  Chairman;  Jean  M.  Bremers, 
Ralph  W.  Gibbons,  Stuart  A.  Gottesfeld,  W.  Donald  Woodard, 
all  of  Denver;  Warren  R.  Jacobson,  Grand  Junction. 
COMMITTEE  ON  MENTAL  HEALTH:  Laurence  M.  Currier, 
Denver,  Chairman;  H.  Leon  Oxman,  Arvada;  Richard  L. 
Conde,  Colorado  Springs;  Robert  S.  Behrns,  Edward  G. 
Billings,  Howard  A.  Bronson,  Charles  A.  Rymer,  Brandt  F. 
Steele,  Franklin  P.  Wherry,  all  of  Denver;  David  R.  Rice, 
Englewood;  Richard  E.  Troy,  Grand  Junction;  Charles  E. 
Meredith,  Pueblo. 

COMMITTEE  ON  VENEREAL  DISEASE  CONTROL:  Frederick 
G.  Tice,  Pueblo,  Chairman;  Winthrop  B.  Crouch,  Colorado 
Springs;  WUliam  A.  Campbell,  III,  Cecil  Mollohan,  Marvin 

C.  Nelson,  all  of  Denver;  Charles  E.  Wilson,  Grand  Junction; 
William  L.  Doig,  Wheat  Ridge. 

COMMITTEE  ON  WEEKLY  HEALTH  COLUMN  AND 
HEALTH  ARTICLES:  Nelson  Rangell,  Denver,  Chairman; 
Edward  L.  Binklej',  Stuart  G.  Dunlop,  Ph.D.,  Gilbert 
Hermann,  Lloyd  V.  Shields,  all  of  Denver. 

COUNCIL  ON  SCIENTIFIC  EDUCATION:  Joseph  S.  Pollard, 
Colorado  Springs,  Chairman,  1969;  Thomas  W.  Moffatt,  Den- 
ver, Vice  Chairman,  1968;  Joseph  H.  Holmes,  Denver,  1968; 
James  D.  Hites,  Fort  Collins,  1968;  Louis  C.  Wollenweber, 
Lakewood,  1968;  N.  Paul  Isbell,  Denver,  1969;  William  R. 
Waddell,  Denver,  1969;  Ted  W.  Miller,  Pueblo,  1969. 

COMMITTEES  OF  THE  COUNCIL- 

COMMITTEE  ON  CANCER:  Kenneth  C.  Sawyer,  Denver. 

Chairman:  Claude  D.  Bonham,  R.  Neil  Chisholm,  B.  T. 
Daniels,  William  A.  Hines,  Michael  Hmura,  John  A.  Lichty, 

A.  E.  Lubchenco,  William  R.  Nelson,  Harold  R.  Palmer, 

Raymond  Hammer,  McKinnie  Phelps,  all  of  Denver;  Lanning 

E.  Likes,  Lamar;  Hugh  McGee,  Wheat  Ridge;  John  S.  Bouslog, 
Emeritus  Consultant. 

COMMITTEE  ON  MEDICAL  EDUCATION;  Robert  B.  Sawyer, 
Denver,  Chairman;  Edward  E.  Lord,  Aurora;  Philip  H. 
Norton,  Aurora;  L.  Joseph  Butterfield,  John  H.  Githens. 
Joseph  L.  Kovarik,  all  of  Denver;  Charles  E.  Wilson,  Grand 
Junction;  Alan  B.  Kortz,  Littleton. 

COMMITTEE  ON  QUACKERY;  John  B.  Farley,  Pueblo, 

Chairman;  Joseph  L.  Glaser,  Denver;  Victor  A.  Crumbaker, 
Grand  Junction;  Alan  I.  Bortz,  Littleton. 

REPRESENTATIVES  TO  COLORADO-WYOMING  SCIENCE 
FAIR:  H.  Calvin  Fisher.  Denver,  1968;  Wm.  E.  Anderson, 
Loveland,  1969. 

ANNUAL  SESSION  PROGRAM  COMMITTEE:  Thomas  W. 
Moffatt,  Denver,  Chairman;  Oliver  P.  Campbell,  Colorado 
Springs;  Edward  B.  Liddle,  Colorado  Springs;  L.  Joseph 
Butterfield,  Edward  J.  Donovan,  Charles  R.  Freed,  Albert  J. 
Kukral,  James  R.  Tabor,  all  of  Denver;  Carl  H.  Anderson. 
Westminster. 

COLORADO  WINTER  CLINICS  PROGRAM  COMMITTEE: 
William  R.  Waddell,  Denver,  Chairman;  Others  to  be  ap- 
pointed. 

COMMITTEE  ON  FEES  (will  achieve  Council  status  by 
change  in  Constitution  and  By-Laws  at  1968  annual  session) : 
Samuel  B.  Childs,  Denver,  Chairman;  Wilbur  L.  Reimers, 
Denver,  Vice  Chairman;  (bharles  E.  Pennington,  Colorado 
Springs:  James  E.  List,  Denver;  Wilbur  F.  Manly,  Denver; 
Gatewood  C.  Milligan,  Englewood;  Harlan  E.  McClure, 
Lamar;  David  P.  Halfen,  Lakewood. 

COMMITTEES  OF  THE  COUNCIL— 

BLUE  SHIELD  ADVISORY  COMMITTEE:  Herbert  B. 

Kennison,  Denver,  1968,  Chairman;  A.  T.  Waski,  Akron, 
1968;  Robert  Kulp,  Brush,  1968;  H.  H.  Rodman,  Colorado 
Springs,  1968;  Robert  J.  Bermett,  Delta,  1988;  Daniel  E. 
Gelfand,  Howard  T.  Horsley,  Eugene  Minzer,  Arthur 
Prevedel,  H.  U.  Waggener,  all  of  Denver,  1968;  Charles  Huff, 
Englewood,  1968;  David  P.  Halfen,  Lakewood,  1968;  Ivan  E. 
Hix,  Lakewood,  1968;  George  S.  Williams,  Lamar,  1988;  Leo 
J.  Leonard!,  Salida,  1968;  James  Donnelly,  Trinidad,  1968; 
Philip  H.  Norton.  Aurora,  1969;  James  A.  Johnson,  Colorado 
Springs,  1969;  Barton  L.  Lewis,  Colorado  Springs,  1969;  Paul 
W.  Donesky,  Cortez,  1969;  David  E.  Thurston,  Craig,  1969; 

D.  Eugene  Cowen,  David  L.  Kelble,  Lex  L.  Penix,  Norbert 
Shere,  Lloyd  V.  Shields,  all  of  Denver,  1989;  Charles  Basye, 
Fort  Collins,  1969;  Edward  E.  Mueller,  Glenwood  Springs. 
1969;  James  R.  Dunn,  Grand  Junction,  1969:  John  H.  Dahl. 
Lakewood,  1969;  William  E.  Jobe,  Littleton,  1969;  William  C. 
Daney,  Pueblo,  1969:  Edwin  Kadlub,  Windsor,  1969;  Robert 

B.  Bradshaw,  Alamosa,  1970;  Henry  C.  Grabow,  Canon  City, 
1970;  Carl  V.  Manion,  Climax,  1970;  John  W.  Bradley,  Colo- 
rado Springs,  1970;  Howard  F.  Bramley,  F.  A.  Garcia, 
Clement  Knobbe,  John  Litvak,  Frank  B.  McGlone,  Roland 
J.  Zarlengo,  all  of  Denver,  1970;  Gordon  Johnson,  Durango, 
1970;  Leon  L.  Gordon,  Lafayette,  1970;  William  R.  Sisson. 
La  Junta,  1970;  John  C.  Straub,  Limon,  1970;  Richard  B. 
Greenwood,  Montrose,  1970;  Jack  L.  Mackey,  Sterling,  1970: 
Huerfano  County  Medical  Society  is  not  represented. 


SUBCOMMITTEE  ON  COST  OF  LIVING:  Charles  E 
Pennington,  Colorado  Springs,  Chairman;  Leroy  J.  Sides, 
Denver:  F.  Menard  Murray,  Durango;  L.  Edward  Ellinwood. 
Grand  Junction;  Willard  Nicholl,  Greeley;  John  B.  Farley. 
Pueblo. 

SUBCOMMITTEE  ON  FEE  SURVEYS:  Wilbur  L.  Reimers, 
Denver,  Chairman;  Matthew  L.  Gibson,  Aurora;  Clyde  E. 
Stanfield,  Denver;  Lawrence  Roessing,  Denver;  William  E 
Jobe,  Littleton. 

SUBCOMMITTEE  ON  PRIVATE  HEALTH  INSURANCE: 
George  R.  Buck,  Denver,  Chairman;  E.  Bruce  Badger, 
William  R.  Coppinger,  Charles  E.  McCrory,  all  of  Denver; 
Harlan  E.  McClure,  Lamar;  Joseph  R.  Shearer,  Wheat  Ridge. 

SUBCOMMITTEE  ON  RELATIVE  VALUE  SCALE:  James  E. 
List,  Denver,  Chairman;  Donald  G.  Allely,  Greeley;  Charles 

E.  Pennington,  Colorado  Springs;  Sidney  E.  Blandford, 
Katharine  E.  Chapman,  Richard  S.  Cohen,  Thomas  K. 
Craigmile,  Robert  L.  ^stman,  L/eo  J.  Flax,  E.  Howard 
Fralick,  Paul  K.  Hamilton,  Howard  T.  Horsley,  Frank  T. 
Joyce,  David  L.  Kelble,  Gene  M.  Lasater,  Harold  D.  Locketz, 
Thomas  H.  Mahony,  Gerald  M.  Miller,  James  A.  Philpott, 
Jr.,  Wilbur  L.  Reimers,  Kenneth  C.  Sawyer,  Jr.,  Janet  E 
Schemmel,  Leroy  J.  Sides,  Edward  J.  Swets,  William  H 
Wilson,  all  of  Denver;  Robert  K.  Carver,  Englewood;  Jack 
Cooper,  Fort  Morgan;  David  P.  Halfen,  Lakewood. 

SUBCOMMITTEE  ON  WORKMEN’S  COMPENSATION  AF- 
FAIRS: William  B.  Condon,  Denver,  Chairman;  Alba  R. 
Glassburn,  John  R.  Gill,  Raymond  W.  Hammer,  Karl  F. 
Sunderland,  aU  of  Denver. 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 

EXECUTIVE  COMMITTEE:  WUliam  M.  Covode,  Carl  H. 
McLauthlin,  Marvin  E.  Johnson,  WUliam  A.  H.  Rettberg,  all 
of  Denver;  Kenneth  A.  Platt,  Westminster. 

FINANCE  COMMITTEE:  Kenneth  A.  Platt,  Westminster. 
Chairman;  Carl  H.  McLauthlin,  Denver;  William  A.  Day, 
Colorado  Springs. 

BUILDING  MANAGEMENT  COMMITTEE:  J.  Robert 

Spencer,  Denver,  Chairman;  Marvin  E.  Johnson,  William  A. 
H.  Rettberg,  Denver. 

COCHEMS  TRUST  FUND:  Henry  H.  Zeigel,  Collbran; 
William  M.  Covode,  Denver;  Carl  H.  McLauthlin,  Denver. 

CODE  OF  COOPERATION:  John  S.  Bouslog,  Denver,  Chair- 
man; Henry  H.  Zeigel,  CoUbran;  Marcus  B.  Bond,  William 
M.  Covode,  Mr.  Donald  Derry,  all  of  Denver. 

ORIENTATION  COURSE  COMMITTEE:  Robert  J.  Bennett, 
Delta,  Chairman:  Jerry  A.  Freeman,  Frederick  K.  Magnuson, 
A.  C.  Sudan,  Jr.,  all  of  Denver:  Robert  R.  Tipton,  Lakewood. 

PUBLIC  RELATIONS  COMMITTEE:  Marcus  B.  Bond,  Den- 
ver, Chairman:  Ralph  J.  Warren,  Denver;  Charles  W.  Huff, 
Englewood;  Wyley  E.  Eaton,  Lakewood. 

REPRESENTATIVES  TO  THE  INTERORGANIZATIONAL 
ADVISORY  COUNCIL:  Clayton  K.  Mamm.el,  Denver;  Carl 
H.  McLauthlin,  Denver. 

COMMITTEE  ON  PROJECT  VIET  NAM:  James  A.  Hender- 
son, Englewood,  Chairman;  R.  Neil  Chisholm,  Denver;  Harry 

C.  Hughes,  Denver. 


Montana  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  BUlings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vice  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary-Treasurer:  WUliam  S.  Harper,  Helena. 
Executive  Committee:  Alfred  M.  Fulton,  BUlings;  Mark  B. 
Listerud,  Wolf  Point;  Oscar  A.  Swenson,  Sidney;  John  A. 
Newman,  Butte;  William  S.  Harper,  Helena;  Herbert  T. 
Caraway,  Billings;  Robert  W.  Thometz,  Butte;  Paul  J.  Gans, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Immediate  Past  President:  Albert  L.  Vadheim,  Bozeman. 
Delegate  to  the  American  Medical  Association:  Herbert  T. 
Caraway,  Billings. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  Jr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St., 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 
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Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Ajinual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  William  M.  Tappan,  Reno. 

Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medi- 
cal Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  8660  Baker  Lane, 
Reno.  Telephone  323-6788. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  W.  R.  Merrell,  Brigham  City;  Merrill  C. 
Daines,  Logan;  Roy  W.  Robinson,  Price;  Halvard  J.  Davidson, 
Manti;  Noall  Z.  Tanner,  Layton;  Russell  M.  Nelson,  Salt  Lake 
City;  Jerrold  C.  Smith,  Monticello;  L.  V.  Broadbent,  Cedar 
City;  Terry  M.  Buxton,  Roosevelt;  John  H.  Rupper,  Provo; 
Douglas  C.  Barker,  Ogden. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


New  Mexico  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  (Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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When  Disability  Strikes..  • will  you  still  have  an  income 


to  live  on?  Be  sure!  Offer 
of  CMS  Disability 

PAYS  up  to  $800.00  a month  when  you're  sick  or  hurt 
and  can't  work!  This  is  tax-free  cash  to  spend  as  you  wish 
— to  buy  groceries,  pay  the  rent,  the  utilities,  or  any  other 
living  expenses.  And  thanks  to  the  group  purchasing  power 
of  your  Society,  you  ore  able  to  purchase  this  outstanding 


your  family  the  extra  security 
Income  Protection! 

protection  at  Low  Association  Group  rotes  that  save  you 
money. 

For  full  details  on  this  truly  remarkable  plan  of  disability 
income  protection,  complete  and  mail  the  coupon  below 
today. 


3nlroducln^  M EDI  PHONE 

Mediphone  is  a new  service  from  Mutual  of  Omaha  that  can  save  you  valuable  time  and  money.  Now, 
to  furnish  Mutual  of  Omaha  the  information  necessary  to  qualify  an  applicant  for  insurance,  you  simply 
dictate  the  information  requested  into  your  telephone,  relieving  you  and  your  staff  of  burdensome, 
time-consuming  work.  Send  for  your  free  copy  of  a pamphlet  describing  Mediphone  in  full  detail. 


Underwritten  by 


OF  OMAHA^ 

Mutual  of  Omaha  Insurance  Company 


The  Company  that  pays 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebr. 


0-68 


I Vincent  Anderson  Agency  j 

I Mutual  of  Omaha  I 

I 2nd  Floor,  Railway  Exchange  Bldg.  I 

I Denver,  Colorado  80202  I 

I Please  rush  me  full  details  on  the  Society's  disability  income  plan  plus  my  free  ! 

I copy  of  pamphlet  describing  the  advantages  of  Mediphone.  J 

I Name 
I Address 
j City  .... 

I State 

I 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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^"Bro^dmoor 

Colorado  Springs,  Colorado 


You  should  see  the  tvay  they’re 
jumping  at  The  Broadmoor. 

Every  room  is  redecorated  >vith 
taste  and  quality. 

A new  Championship  18  hole  golf 
course  is  added  to  the  famous  origi- 
nal 18,  and  the  U.S.G.A.  will  conduct 
their  Amateur  Championships  there; 
August  30  to  September  2.  A fresh 
season  of  show  business  stars  will 
entertain  at  the  Broadmoor  Interna- 
tional Theatre  July  through  August. 

Catch  yourself  the  limit  and  Enjoy 
the  Good  Life  at 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  chChIso  voSljr 

1830  CURTIS  DENVER  534-4257 


o o 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


ALBUQUERQUE 
268-6736  (i^ays) 
137  San  Pedro  Drive  N.E. 
Franchise  Holder 
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WANT  ADS 


MAIN  FLOOR  MEDICAL — 1480  sq.  ft.  planned  suite  in  newer 
air-conditioned  Wheat  Ridge  Medical  building.  X-ray  room. 
Ideal  arrangement  for  two  doctors  working  together.  Close 
to  Lutheran  and  St.  Anthony  Hospitals.  Adequate  parking. 
Reasonable  rental.  Ask  for  Mr.  Moss.  Pryor-Moss  Realtors, 
6490  W.  44th  Avenue,  Wheat  Ridge,  Colo.  424-4491.  168-5-lB 


INTERNIST,  OBSTETRICIAN,  PEDIATRICIAN  and/or  GP— 
to  take  over  superb  practice  in  aggressive  southeastern 
Colorado  town  of  8500.  G.  P.  leaving  for  Radiology  residency 
— grossing  over  $65,000.  Beautiful  office  immediately  avail- 
able. Excellent  hospital,  hunting,  fishing,  water  skiing.  All 
records  available,  no  cost.  May  purchase  equipment  if 
desired.  Contact:  G.  W.  Eklund,  MD,  P.  O.  Box  230,  Lamar, 
Colorado  81052.  168-3-1 


OB-GYN,  Board  certified,  35,  desires  association  with  other 
Ob-Gyn  Rocky  Mountain  area.  Military  service  completed. 
References.  Reply  to  Box  168-2-3B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218.  168-2-3B 


ALBUQUERQUE,  NEW  MEXICO— Executor  will  sub-let  office 
with  389  sq.  ft.  in  one  of  Albuquerque’s  better  medical 
centers.  For  information  write  Trust  Dept.,  First  Nat’l  Bank 
in  Albuquerque,  P.  O.  Box  1305,  Albuquerque,  New  Mexico. 

168-1-3B 


E.N.T.  GROUP,  OPTHALMOLOGIST  AND  OTHERS  needed 
for  the  new  addition  to  the  Cherry  HUls  Medical  Arts  Build- 
ing. Approximately  2800  sq.  ft.  available  April  1968.  Call 
(303)  825-2279  or  write  Neil  Richardson,  800  W.  9th  Avenue, 
Denver,  Colorado  80204.  168-4-lB 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7, 
1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  1267-7-6 


FULL-TIME  INTERNIST — Board  certified  desirable  but  not 
mandatory  to  serve  on  the  medical  service  of  133-bed  GM&S 
Hospital.  Salary  based  on  qualifications;  excellent  fringe  bene- 
fits. Licensure  in  any  State  of  the  United  States  is  required. 
Inquire:  Chief  of  Staff,  VA  Center,  2360  E.  Pershing  Blvd., 
Cheyenne,  Wyoming  82001,  an  equal  opportunity  employer. 

1267-5-2B 


NEWLY  FORMED  HEALTH  DEPARTMENT  needs  its  first 
executive  public  health  physician.  Beautiful  Rocky  Mountain 
area.  For  information  write  Robert  Thometz,  M.D.,  9 E.  Park 
Street,  Butte,  Montana  59701.  1167-2-3B 


NEW  BUILDING  in  Arvada  area.  Medical-Dental  office,  2 
suites,  1,100  sq.  ft.  Plenty  of  parking.  Call  422-2502,  Denver. 

967-11-TTB 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25.000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


OPPORTUNITY:  General  Practitioner,  well  established  group, 
six  doctors  with  rapidly  expanding  practice.  Modem  Clinic, 
complete  X-ray  and  Laboratory  facilities,  immediate  access  to 
accredited  hospital.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada.  1067-5-4B 


FOR  RENT:  Vail,  Colorado.  Family  units  with  Lord  Gore 
Club  use — in  Vail  West.  Couples  $18.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write  Dr.  Hartlaub, 
399-0310,  570  Detroit  Street,  Denver,  Colo.  80206.  1167-5-5B 


»l 


EXCLUSIVELY 


' 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Practice  Opportunity 

Limon,  Colorado 

(Population  1800) 

Solo  practice  at  present — desire  associate.  Office 
completely  equipped  for  two  physicians.  Four  years 
old  (but  like  new). 

75  miles  from  Colo.  Springs.  85  miles  from  Denver 

Contact  John  C.  Straub,  M.D. 

601  L Avenue  Limon,  Colorado  80828 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


N@wton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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November  11,  1967 

To  the  Editor; 

I note  the  two  letters  which  appeared  in  The 
Rocky  Mountain  Medical  Journal  of  October,  1967, 
with  reference  to  the  Mesa  Verde  National  Park. 
I must  confess  that  I,  too,  found  the  exhibits  at 
Mesa  Verde  most  interesting. 

A number  of  years  ago  Dr.  Douglas  Osborne 
got  the  prize  job  of  doing  new  excavation  on  Mesa 
Verde.  As  you  know,  the  Park  has  been  such  a 
popular  exhibit  that  the  ruins  are  being  worn  out. 
The  park  officials  therefore  decided  that  they  had 
to  open  up  new  exhibits.  The  most  logical  thing 
to  do  was  to  explore  the  sites  on  another  mesa 
in  the  park.  They  settled  on  Wetherill  Mesa  and 
Dr.  Osborne  directed  those  excavations.  They 
found  over  600  sites  there  and  only  a fraction  of 
them  were  thoroughly  excavated. 

At  any  rate  I am  sure  that  you  would  be 
astounded  at  the  thoroughness  with  which  these 
excavations  were  done.  They  were  completely 
scientific.  The  investigation  involved  not  only  the 
archeologists  but  physical  anthropologists,  micro- 
biologists, anatomists — and  even  an  orthopedist.  I 
talked  to  Dr.  Osborne  about  the  possibility  of 
studying  the  bone  specimens  and  accordingly  all 
the  bones  were  sent  here.  We  went  over  some 
20,000  bones  looking  for  evidence  of  disease  and 
injury.  There  were  some  160  very  complete  burials, 
and  when  I mean  complete  burial  I m.ean  that  even 
the  ossicles  of  the  ear  were  included.  In  addition 
there  were  about  350  incomplete  burials  and  many 
other  miscellaneous  bones.  Our  studies  were  thor- 
ough and  include  stacks  of  roentgenograms;  we 
tried  histologic  studies  on  these  bones,  but  they 
were  no  good  at  all.  Obviously  the  anthropologists 
and  I were  very  interested  in  finding  evidence 
to  support  or  refute  the  common  allegations  of 
the  New  World  origin  of  syphilis.  It  was  a most 
interesting  study.  The  essential  point  is  that  the 
anthropolgists  have  done  a tremendous  amount 
of  excellent  scientific  work  and  they  should  be 
congratulated  and  supported  for  their  efforts.  We 
would  certainly  welcome  any  additional  comments 
or  interpretations. 

James  S.  Miles,  M.D. 

Professor  of  Orthopedic  Surgery 

University  of  Colorado,  Denver. 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 
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Myianta 

aluminum  and  magnesium  hydroxide  p/us  simethicone 

a solution 
to  peptic  ulcer 
distress 


Effsctive  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 
in  87.5®/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage;  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  1.  E..  Personal  communication. 
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ATLAS  CHEMICAL  INDUSTRIES,  INC. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


President  Johnson  signed  into  law  the  social 
security  legislation  which  included  changes  in 
medicare  and  medicaid  advocated  by  the  medical 
profession. 

It  provides  for  a record  high  minimum  13  per 
cent  increase  in  cash  benefits  for  24  million  Amer- 
icans, starting  in  March.  Beginning  April  1,  one 
dollar  a month  of  the  increase  will  be  withheld 
from  the  checks  of  those  participating  in  volun- 
tary Plan  B of  medicare  which  covers  part  of 
physician  fees  and  other  medical  services  other 
than  hospitalization. 

The  total  premiiun  for  Plan  B insurance  is  now 
$6  a month,  half  of  which  is  paid  by  the  federal 
government.  Beginning  April  1,  the  premium  will 
be  increased  to  $8,  with  the  government  paying 
$4  and  the  participant  $4. 

According  to  HEW,  about  20  cents  of  the  $1 
increase  was  needed  to  cover  costs  which  were 
originally  underestimated.  Another  25  cents  would 
cover  expected  increase  of  use  under  the  program. 
An  anticipated  5 per  cent  increase  in  physician 
fees  would  account  for  another  25  cents,  HEW  said. 

The  social  security  taxable  base  also  was  in- 
creased, effective  January  1,  from  $6,600  to  $7,800. 
The  tax  rate  for  this  year  will  remain  the  same 
as  under  the  old  law,  4.4  per  cent  on  both  the 
employee  and  the  employer  and  6.4  per  cent  on 
self-employed.  Tax  rate  increases  are  set  for  sub- 
sequent years  through  1987. 

Changes  in  medicare  and  medicaid  include: 

MEDICARE 

— Payment  of  physician  fees  is  authorized 
either  to  the  patient  on  the  basis  of  an  itemized 
bill,  either  unpaid  or  receipted  as  paid,  or  to  the 
physician  under  the  assignment  method. 

— Payment  is  authorized  for  full  reasonable 
charges  for  radiological  or  services  furnished  by 
physicians  to  hospital  inpatients. 

— Hospital  outpatient  diagnostic  services  are 
transferred  from  the  hospital  insurance  program 
(Plan  A)  to  the  supplementary  medical  insurance 
program  (Plan  B).  The  change  was  designed  to 
simplify  the  procedure  for  paying  benefits  for  hos- 
pital outpatients. 

— The  requirement  of  physician  certification  of 
the  medical  necessity  for  admission  to  general 
hospitals  and  for  hospital  outpatient  services  was 
eliminated. 


— Medicare  beneficiaries  are  given  a lifetime 
reserve  of  60  additional  days  of  hospital  care  after 
the  90  days  covered  in  a spell  of  illness.  The  bene- 
ficiary must  pay  the  first  $20  per  day  for  the 
additional  hospitalization. 

— The  Secretary  of  HEW  was  directed  to  study 
and  report  to  Congress  by  January  1,  1969,  the 
effects  of  covering  drugs  under  medicare  and  of 
establishing  quality  and  cost  standards  for  drugs 
provided  under  social  security  health  programs. 

— Services  of  podiatrists  are  authorized  under 
medicare  to  the  extent  that  a state’s  law  permits, 
but  routine  foot  care  is  not  covered. 

— Outpatient  services  fiirnished  by  physical 
therapists  are  authorized  within  certain  limita- 
tions. 

— The  Secretary  of  HEW  was  directed  to  study 
and  make  recommendations  of  adding  services  of 
chiropractic  and  optometrists  to  Plan  B. 

— Payment  is  authorized  under  Plan  B for  di- 
agnostic x-rays  taken  in  a patient’s  home  or  a 
nursing  home. 

MEDICAID 

— States  are  limited  in  setting  eligibility  income 
levels  for  federal  matching  purposes. 

— States  are  given  until  January  1,  1970,  to 
buy-in  medicare  Plan  B insurance  for  aged  medic- 
aid beneficiaries. 

— States  are  authorized  to  make  direct  pay- 
ments to  medicaid  beneficiaries  for  physicians’  and 
dentists’  services  if  the  beneficiary  is  not  receiving 
cash  assistance. 

— States  are  permitted  to  select  either  the  five 
basic  health  services,  or  seven  out  of  the  14 
authorized,  for  the  medically  indigent.  The  basic 
five  must  be  provided  for  those  receiving  welfare 
cash  benefits.  The  basic  five  are:  inpatient  hospital 
services,  outpatient  hospital  services,  other  labora- 
tory and  x-ray  services,  skilled  nursing  home  serv- 
ices and  physicians’  services. 

— States  must  license  administrators  of  nursing 
homes  and  set  minimum  nursing  home  standards 
if  these  institutions  are  to  be  eligible  to  participate 
in  the  medicaid  program. 

— States  must  establish  methods  and  procedures 
to  safeguard  against  unnecessary  utilization  of 
health  care  services  and  to  assure  that  payments 
for  such  services  and  drugs  do  not  exceed  reason- 
able Charges. 

Under  the  program  for  Aid  to  Families  with 
Dependent  Children  (AFDC),  states  now  must 
offer  birth  control  services  to  appropriate  bene- 
ficiaries with  acceptance  on  a voluntary  basis. 
Authorizations  for  federal  financial  aid  for  ma- 
ternal and  child  health  programs  are  increased. 
Services  of  optometrists  are  added  to  child  health 
programs. 
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Tandearil®,oxyphenbutazone,  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis, rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  (peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone; sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously, watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazole  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea, sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examinatio 
eluding  a blood  count.  The  patient  shoulc 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned' 
discontinue  the  drug  and  report  immedia 
fever,  sorethroat,  or  mouth  lesions  (symp 
of  blood  dyscrasia);  sudden  weight  gain  (v 
retention);  skin  reactions;  blackortarryst 
or  other  evidence  of  intestinal  hemorrh' 
occur.  Make  regular  blood  counts.  Disc 
tinue  the  drug  immediately  and  institute 
countermeasures  if  the  white  count  char 
significantly,  granulocytes  decrease,  or  iii 
ture  forms  appear.  Use  greater  care  in  th 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  a 
nausea,  edema  and  drug  rash.  Swelling  <l 
ankles  or  face  may  be  minimized  by  withi 


Pain  Break” 

for  an  osteoarthritic. 

randearil  can  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help,Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 

Of  course,Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 

But  for  many  aspirin-stubborn 
osteoarthritics,  letTandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil* 

oxyphenbutazone 


)lding  dietary  salt,  reduction  in  dosage  or  use 
I diuretics.  In  elderly  patients  and  in  those 
|th  hypertension  the  drug  should  be  discon- 
'lued  with  the  appearance  of  edema.  The 

tug  has  been  associated  with  peptic  ulcer 
d may  reactivate  a latent  peptic  ulcer.  The 
tient  should  be  instructed  to  take  doses  im- 
pdiately  after  meals  or  with  milk  to  minimize 
^stric  upset.  Mild  drug  rashes  frequently 
|bside  with  reduction  of  dosage.  However, 
tsh  accompanied  by  fever  or  other  systemic 
factions  usually  requires  withholding  medica- 
Wn.  Purpuric  rash  has  also  been  reported, 
uranulocytosis  or  a generalized  allergic  reac- 
|pn  similar  to  a serum  sickness  syndrome  may 
';cur  and  require  permanent  withdrawal  of 
.jiSdication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  TA-5806 


University  of  Colorado  Medical  Center 

Appointment  of  Dr.  John  M.  Foster,  Jr.,  distin- 
guished Denver  surgeon  and  second-generation 
Colorado  doctor,  as  professor  emeritus  of  surgery- 
in  the  University  of  Colorado  School  of  Medicine 
has  been  approved  by  the  CU  Board  of  Regents. 
Dr.  Foster  has  served  on  the  medical  faculty  since 
1933  and  was  head  of  the  Department  of  Surgery 
from  1947  to  1950. 

Dr.  Foster  attended  the  University  of  Colorado 
in  1918-20  and  was  awarded  his  M.D.  degree  from 
the  Harvard  Medical  School  in  1924.  His  internship 
was  at  Presbyterian  Hospital,  New  York  City,  in 
1924-26.  He  joined  the  staff  of  Colorado  General 
Hospital  in  1928  as  an  assistant  outpatient  surgeon 
and  was  given  a faculty  appointment  as  instructor 
in  siirgery  five  years  later.  He  has  served  the 
faculty  continuously  since  1933. 

* * * * 

Research  to  Prevent  Blindness,  Inc.,  a national 
organization  with  headquarters  in  New  York  City, 
has  announced  a further  imrestricted  grant  of 
$5000  to  the  Division  of  Ophthalmology  of  the  Uni- 
versity of  Colorado  School  of  Medicine  to  strength- 
en and  accelerate  eye  research  during  the  coming 
year.  The  gift  is  the  fourth  in  a series  of  annual 
gifts  which  give  CU  eye  researchers  a wide  lati- 
tude in  their  search  for  new  methods  of  preserving 
vision. 

The  organization’s  nationwide  program  in  sup- 
port of  eye  research  was  inaugurated  in  1960  and 
has  provided  more  than  $1  million  in  unrestricted 
grants  to  33  medical  institutions  in  addition  to 
providing  more  than  $14  million  for  development 
of  eye  research  activities. 

* * * * 
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WESTERN  STATES 


Appointment  of  Dr.  Howard  W.  Doan,  now  sec- 
retary of  the  Council  on  Medical  Service  of  the 
American  Medical  Association,  as  director  of  the 
Colorado-Wyoming  Regional  Medical  Program  was 
recently  announced  by  Dr.  John  J.  Conger,  Uni- 
versity of  Colorado  vice  president  for  medical 
affairs  and  dean  of  the  School  of  Medicine.  Dr. 
Paul  R.  Hildebrand,  former  president  of  the  Colo- 
rado Medical  Society  who  has  been  director  of 
the  RMP  since  last  March  1,  will  become  coordi- 
nator, relieving  Dr.  C.  Wesley  Eisele  to  return  to 
his  full-time  position  as  associate  dean  of  the 
medical  school  for  postgraduate  education. 

As  director  of  the  Colorado-Wyoming  RMP, 
Dr.  Doan  will  work  with  Dr.  Hildebrand  and  their 
staff  in  developing  new  and  improved  methods 
of  diminishing  the  toll  from  heart  disease,  cancer 
and  stroke  in  the  two-state  region.  The  program 
now  is  in  its  planning  stages  under  an  initial  one- 
year  grant  of  $361,984  from  the  Division  of  Re- 
gional Medical  Programs  of  NIH.  An  application 
for  support  of  initial  operational  phases  of  the 
program  is  currently  being  developed. 

The  RMP  is  a joint  effort  by  professional  and 
public  organizations  in  the  two  states  and  has  its 
headquarters  at  the  CU  Medical  Center  in  Denver. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

7 (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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Rocky  Mountain  Medical  Jouhnal 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular,  hulicciiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H-arnini’s:  Photodynamic  reactions  have  been 
proiluced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  it  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatidence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Photo  professionally  posed 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  w/ithin  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications;  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphtrlococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrovvth  ot 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  ot  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o«ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The] 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives : The 
following  adverse  reactions  have 
been  observed  in  patients  receiving  1 
oral  contraceptives:  nausea,  vomit- 1 
ing,  gastrointestinal  symptoms  (sucb 
as  abdominal  cramps  and  bloating),' 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma,] 
breast  changes  (tenderness,  enlarge 
ment  and  secretion),  change  in  we 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secret!^ 
suppression  of  lactation  when  give 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic),] 
rise  in  blood  pressure  in  susceptibly 
individuals,  mental  depression. 
Although  the  following  side  effectsl 
have  been  reported  in  users  of  oral  f 
contraceptives,  no  cause  and  effectj 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  chan§ 
in  libido,  changes  in  appetite,  cystiti 
like  syndrome,  headache,  nervousr 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  no 
sum,  hemorrhagic  eruption,  itchi^ 
The  following  occurrences  have  be 
observed  in  users  of  oral  contracep 
tives  (a  cause  and  effect  relationshl] 
has  been  neither  established  nor  ^ 
proved) : thrombophlebitis,  pulmofi 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors  1 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine . 
decrease  in  T®  values),  metyraponi 
test,  pregnanediol  determination.! 


norethindrone  — an  original  steroid  from] 


SYNTEX 
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The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


(norethjndrone  Img.  c mestranol  O.OSmg.) 


a stuffy  nose 
is  no 

laughing  matter 


OrnadeT„dem.rk 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maieate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansuie®  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions;  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy;  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Smith  Kline  Bt  French  Laboratories 


The  full  V4  grain  of  phenobarb  in  the  for 

takes  the  nervous  edg 
...helps  bring  out  the  k 


Phenaphen 

HthCodainB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


'^ach  capsule  contains: 

‘henobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

-spirin  (272  gr.) 162.0  mg. 

fhenacetin  (3  gr.) 194.0  mg. 

:l/oscyamine  sulfate 0.031  mg. 

t'odeine  phosphate !4  gr.  (No.  2), 


72  gr.  (No.  3).  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  ail  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


Picture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.^ 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^iABLEs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  SiiSlS,  ■ 
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this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial 

Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


Hospital,  New  London,  Connecticut 

For  purposes  of  this  discussion,  the  common  cold 
considered  to  be  the  well-known  symptom  compl 
which  includes  sore  throat,  stuffy  nose,  and  a cou^ 
Febrile  states  or  extension  of  the  disease  proc( 
into  the  lower  respiratory  tree  are  not  part  of  t 
common  cold  and  will  not  be  included  in  this  d 
cussion. 

t 

Ihe  clinical  picture  of  a cold  in  pregnancy  can 
confused  by  a long-known  physiological  phenon 


lower  rib  cage 


perineal  muscles 


abdominal  muscles 


bladder 


diaphragm 


5n.  Kiesselbach’s  area  in  the  nose  (on  the  anterior 
irt  of  the  nasal  septum  above  the  intermaxillary 
me)  becomes  engorged,  apparently  due  to  hypere- 
ia  induced  by  the  increased  estrogen  level  which 
rompanies  pregnancy.  The  amount  of  congestion 
n vary  in  degree  from  woman  to  woman.  Some 
ive  very  little  congestion,  others  will  have  occa- 
Dnal  nosebleeds  from  this  area,  still  others  will 
ive  symptomatic  congestion  to  the  degree  that  they 
ill  complain  of  having  a "chronic”  or  constant 
lid. 


>s  well  recognized  is  the  occurrence  of  this  type 
hyperemia  in  any  part  of  the  nasopharyngeal 
ucosa,  again  in  varying  degree.  Such  swelling 
ten  produces  a postnasal  drip  which,  the  patient 
ill  state,  is  present  only  when  she  is  pregnant, 
itients  who  do  not  have  symptomatic  congestion 
dinarily,  will  find  that  when  they  do  get  a cold, 
e symptoms  last  much  longer  than  those  of  a cold 
ually  do.  Occasionally,  this  hyperemia  is  respon- 
se for  closure  of  the  medial  end  of  the  Eustachian 
be;  such  patients  will  complain  of  "plugging”  of 
e ears.  Inspection  of  the  ear  drum  will  show  a 
pression  which  confirms  the  presence  of  Eusta- 
ian  closure  rather  than  wax  in  the  canal  which  is 
e patient’s  diagnosis.  Symptoms  related  to  this 
lysiological  congestion  are  more  apt  to  occur  in 
avier  smokers  or  those  who  have  a history  of 
iergic  rhinitis,  just  as  are  the  symptoms  of  the 
mmon  cold.  And  when  the  cold  does  occur  in 
egnancy,  the  symptoms  are  worse  because  of  the 
iderlying  congestion. 

le  pregnant  woman  with  a cold  is  miserable  for 
tier  reasons,  dependent  somewhat  on  her  parity 
d the  length  of  her  gestation.  As  parity  increases, 
also  does  the  relaxation  of  the  abdominal  and 
rineal  musculature.  The  uterus,  lying  against  a 
Lck  abdominal  wall,  and  bearing  down  on  relaxed 
rineal  muscles,  acts  like  a piston  when  the  patient 
ughs,  sneezes,  or  even  blows  her  nose,  pushing 
wn  on  the  bladder.  Stress  incontinence  during 
Ids  is  almost  the  rule. 


the  length  of  gestation  increases,  so  does  the  size 
the  uterus.  As  it  grows,  it  pushes  the  abdominal 
ntents  above  it  and  elevates  the  diaphragm.  This 
suits  eventually  in  a lateral  displacement  of  the 
wer  rib  cage,  often  to  a point  at  which  the  patient 
il  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page) 


From  a continuing  study  on  nasal  congestion . . . 


^gTFORe  TRJAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic's  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  tvyo  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It's  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg 

Pyrilamine  maleate  25mg 

Pheniramine  maleate  25mg 


Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drop; 
The  use  of  antibiotics  in  an  uncomplicated  cold  j 
contraindicated  and  should  be  scrupulously  avoidec 

In  summary,  a cold  in  pregnancy  is  more  severe  an 
longer  lasting.  The  treatment  of  the  symptoms  wit 
local  and  systemic  decongestants  will  make  th 
patient  more  comfortable. 

apparently  the  cold  is  so  common  in  pregnancy  thi 
it  has  received  very  little  attention  in  the  literatur! 
References  are  almost  non-existent  and  the  fet 
which  are  available  add  little  to  the  common  know] 
edge,  are  out-dated,  or  are  not  helpful.  Thus  tli 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 

Tell  her  to  get 
“The  Orange  Medicine” 


J 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  n 

Pheniramine  maleate 6.25  rt 

Pyrilamine  maleate  6.25  rr 

For  nasal  congestion  you  can  bring  quick,  lasting  co 
fort  to  your  little  patients  with  Triaminic  Syrup.  You  m 
occasionally  encounter  these  side  effects:  drowsinei 
blurred  vision,  cardiac  palpitations,  flushing,  dizzines 
nervousness  or  gastrointestinal  upsets.  Precautions:  t 
possibility  of  drowsiness  should  be  considered  by  f 
tients  engaged  in  mechanical  operations  requiring  ale 
ness.  Use  with  caution  in  patients  with  hypertensU 
heart  disease,  diabetes,  or  thyrotoxicosis. 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na'"  output, 
yet  easy  on  the  K* 


Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lo\ 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  houi 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosai 
without  skimping  your  patients  on  day-long  thiazide  effectivenej 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 


ENDURON 


MEfflyCLOIHIAZIDE 


MILD  TO  MODERATE  TO  SEVE 


See  Brief  Summary  on  final  page  of  advertisement 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl, 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


nee  a day,  every  day 

iNDURONYl 


KLOffllAZIDESingjitli 
WIOINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


MROYLINK 


METIIYCLOTIILIZIDE 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  youi 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  fron 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearlj 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It: 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 


MILD 


TO 


MODERATE 


ITM 


P«llNEllVDROCHl01E25iiig. 
witli  NlElliyCLOIHIIIZlOE  5 mg. 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHICLIlIHItZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  It  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients,  in  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  Individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  Is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Ve, 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  Induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  If  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  it  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  souse 
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Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 


1 That's  why  we  make  Novahistine® 
i tablets  in  two  different  formulations. 


f And  let  you  control  the  dosage. 

t' 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephnne  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate.  8 mg.;  and  acetaminophen,  500  mg. 
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She  doesn’t  feel 
she“suffers” 
from  hypertension 


Butiserpazide®  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure^ ...  at  times  to  levels  below 
those  attained  with  previous  therapy^;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness^;  plus 

You  have  a choice  of  2 strengths: 


(3)  “...lowered  incidence  of  drug  side  effects. ”2 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
without  need  for  supplementary  therapy. 
(Butiserpazide  provides  not  only  hypotensive 
and  diuretic  action,  but  a mildly  sedative  effect  as 
well.)  Isn’t  this  the  way  to  take  the  suffering  out  of 
hypertension? 


Butiserpazide^25 

Prestabs®*  Tablets  B 


Butisol®  (butabarbital)  30  mg.  (Vz  gr.)t; 
Hydrochlorothiazide  25  mg.  (Ys  gr.);  Reserpine  0.1  mg. 


in  mild  to  moderate  cases,  often  effective  at  half  the  usual  thiazide  or  thiazide/ reserpine  dosage. 


Butiserpazide-50 

Prestabs®*  Tablets  ® 


Butisol®  (butabarbital)  30  mg.  Wz  gr.)t; 
Hydrochlorothiazide  50  mg.  (%  gr.);  Reserpine  0.1  mg. 


controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 


♦15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for 
delayed  action,  to  approximately  equalize  duration  of  action  for  all 
components. 

Contraindicated  in  presence  of  renal  impairment,  peptic  ulcer, 
ulcerative  colitis,  or  mental  depression,  and  in  patients  with  por- 
phyria or  those  sensitive  to  any  component.  Warning:  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with  anti- 
hypertensive  therapy,  may  be  associated  with  small  bowel  lesions 
which  have  led  to  obstruction  hemorrhage,  and  perforation.  Surgery 
has  been  required  and  deaths  have  occurred.  Such  tablets  should  be 
used  only  when  indicated  and  when  adequate  dietary  supplementa- 
tion is  not  practical.  They  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastrointestinal 
bleeding  occur.  Precautions;  Exercise  caution  in  hepatic  disease, 
diabetes,  surgery,  coronary  artery  disease,  epilepsy,  E.S.T.,  and  in 
patients  receiving  digitalis.  Side  Effects:  Electrolyte  imbalance, 
hyponatremia,  hypochloremic  alkalosis  and/or  hypokalemia,  hyper- 


uricemia and  gout,  bradycardia,  drowsiness,  skin  rashes,  hangover, 
systemic  disturbances,  weakness,  leg  cramps,  diarrhea,  epistaxis, 
dizziness,  urticaria,  dry  itching  skin,  nausea,  vomiting,  palpitation, 
superficial  skin  bruises,  headache,  dehydration,  paresthesias,  photo- 
sensitivity, pancreatitis,  jaundice,  xanthopsia,  thrombocytopenia, 
leukopenia,  agranulocytosis,  aplastic  anemia,  nasal  congestion,  hy- 
potension, lassitude,  loose  stools,  anorexia,  bizarre  dreams,  peptic 
ulcer,  ulcerative  colitis,  mental  depression.  (Ammonium  chloride, 
which  may  be  administered  to  reverse  hypochloremic  alkalosis, 
should  not  be  given  to  patients  with  hepatic  disease.)  Before  pre- 
scribing or  administering,  see  package  insert.  tWarning:  May  be 
habit  forming.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiser- 
pazide®-50:  1 tablet  daily  or  b.i.d.  References:  i.  Johnson,  H.  J.,  Jr.: 
Penna.  M.J.:  67:35,1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460, 1962. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

S3aialar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 
The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  othei 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price, 
And— a small  quantity  goes  a lom 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


synaiai 


fluocinolane  acetonide 


«ontreiindica 


For  everyday  topical  steroid  therapy 

Synalarp.oi'^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Ejects:  Side 
effects  are  uncommon  with  topical  corticosteroids 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01  % — 15,  45  and  60  Gm.  tubes 
and  120Gm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and; 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate  I 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonidi 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluoctnofone  scctomde—  an  original  steroid  from 
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‘EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit 
forming),  Phenacetin  gr.  IVi,  Aspirin  gr.  3V4,  Caffeine  gr.  Vi. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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j.  evidence 

rofTAOtSSfein) 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

^Staphylococcus  aureus 
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study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAG  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO(trjacetyloleandoinycin) 


study  ir 


Effect  of  oral  therapy  with 
TAG,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


In  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


It  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 


TAG  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 
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Now...twi^  as  liiwch  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  Pediatric,  250  mg 

Potassium  Phenoxymethyl  Penicillin 


Additiona!  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis.  Indiana  46206. 


800192 


^A^alter  B.  Cannon  is  generally  credited 
with  having  originated  what  we  now  call  the 
Clinicopathological  Conference.  It  really 
represents  an  adoption  of  the  case  method 
familiar  to  law  students.  Dr.  Cannon  would 

describe  the  history, 

Clinical  Pathological  Physical  findings, 

^ , and  laboratory  in- 

Lonferences 

formation  to  a stu- 
dent so  that  he 
might  arrive  at  the  proper  diagnosis.  Dr. 
Richard  C.  Cabot  further  developed  this 
method  into  the  form  now  widely  known  as 
published  in  the  New  England  Journal  of 
Medicine. 

The  C.P.C.  (as  it  is  known)  is  a popular 
method  of  teaching  at  the  University  of  Utah 
College  of  Medicine.  Most  cases  are  chosen 
because  of  a problem  in  diagnosis.  However, 
occasionally,  the  case  may  be  chosen  because 
it  is  a rare  entity  or  because  it  presented 
certain  problems  in  treatment.  Often,  two 
or  all  three  of  these  criteria  are  met. 

Obviously,  these  conferences  are  success- 
ful only  to  the  degree  that  there  is  good 
cooperation  between  the  Department  of  Pa- 
thology and  the  clinical  departments  in- 
volved. Furthermore,  their  success  depends 
on  the  attendance  of  considerable  numbers 
of  physicians  and  surgeons  on  the  staff  of  the 
hospital.  Of  perhaps  greatest  importance  is 
the  inclusion  of  the  students  in  these  confer- 
ences. The  clinical  abstract  is  designed  so 
that  the  student  can  study  it  beforehand, 
and  arrive  at  his  own  diagnosis  before  he 
hears  it  discussed  by  the  clinician  in  the 
actual  conference.  Indeed,  between  the  clini- 
cal and  pathological  discussions,  it  is  the 
practice  at  the  University  of  Utah  to  enumer- 
ate the  diagnoses  which  have  been  reached 
by  the  students  who  are  engaged  at  that  time 
in  the  third  year  medical  clerkship.  Final 
year  students  are  expected  to  attend  and  con- 


ferences are  open  to  freshmen  and  sopho- 
mores who  wish  to  come  to  them. 

We  have  not  published  many  Clinico- 
pathological Conferences  in  our  Journal  over 
the  years,  despite  the  fact  that  we  have  ap- 
pealed for  them,  particularly  from  the  re- 
gional medical  schools.  It  is  hoped  that  further 
issues  will  contain  more  C.P.C. ’s,  i f the 
readers  find  them  worthwhile.  We  shall  wel- 
come letters  containing  comments  and  sug- 
gestions concerning  any  aspect  of  these  re- 
ports. The  Intermountain  Regional  Medical 
Plan  made  possible  the  recording  of  this  con- 
ference on  audiotape.  A debt  of  gratitude  is 
cheerfully  acknowledged  to  all  the  partici- 
pants and  to  the  staff  of  the  I.R.M.P. 

William  D.  MacDiarmid,  M.D. 


Comprehensive 
Health  Planning 


Xhe  thrust  of  science,  business,  industry, 
and  federalism  together  have  provided  the 
doctor  with  a new  concept  of  medicine  which 
he  must  face.  It  appears  that  no  longer  can 
medicine  be  practiced  in  an  atmosphere  of 

isolation  from  the  so- 
cial, political  and  eco- 
nomic forces  about 
him.  One  of  the  latest 
developments  in  this 
area  is  the  so-called  “comprehensive  health 
planning.”  During  the  last  Congress  a bill, 
P.L.  89-749,  was  passed  which  provides  funds 
for  comprehensive  health  planning.  While  no 
one  to  our  knowledge,  has  adequately  out- 
lined what  exactly  is  meant  by  “comprehen- 
sive,” it  is  apparent  that  health  planning  is 
now  a part  of  the  daily  practice  of  medicine. 
Others  are  planning.  Take  for  example  the 
Intermountain  Regional  Medical  Program, 
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which  covers  the  State  of  Utah,  and  parts  of 
Wyoming,  Idaho,  Nevada,  Colorado  and  Mon- 
tana. Much  planning  went  into  this  program 
prior  to  its  inception.  The  first  phase  of  the 
program  has  been  funded  and  so  far  much 
has  been  planned  and  much  of  it  has  a bear- 
ing on  the  future  practice  of  medicine.  The 
Department  of  Health,  Education  and  Wel- 
fare is  conducting  much  in  the  way  of  plan- 
ning. In  Utah,  the  State  Division  of  Wel- 
fare has  made  application  for  funds  for 
the  purpose  of  conducting  planning  relating 
to  future  health  and  various  programs  con- 
nected with  health.  How  is  medicine  going 
to  keep  abreast  of  this  trend?  Is  the  plan- 
ning to  be  done  for  the  medical  profession 
by  those  outside  the  profession?  We  can  and 
must,  of  course,  join  with  those  who  are 
doing  the  planning  outside  the  profession; 
and,  conceivably  it  would  be  appropriate  to 
do  some  comprehensive  planning  on  our 
own.  There  may  be  voids  which  need  at- 
tention, and  if  there  are,  let  us  search  them 
out  and  prescribe  our  own  remedies  rather 
than  have  them  prescribed  for  us. 

Summarizing  this  situation,  William  H. 
Stewart,  M.D.,  Surgeon  General  of  the  United 
States  Public  Health  Service,  states:  “To 
some,  planning  is  a great  white  magic — a 
kind  of  touchstone  that  will  suddenly  plunge 
us  into  the  best  of  all  possible  worlds.  To 
others  it  is  a dark  menace,  a threat  to  liberty 
and  the  inalienable  rights  of  the  individual.” 

Why  plan  at  all?  — To  this,  the  Surgeon 
General  answers:  “The  most  direct  answer 
to  that  question  is  that  our  aspirations — for 
the  individual  and  for  society — have  soared 
beyond  our  resources  for  fulfilling  them. 
Whenever  aspirations  exceed  resources  at 
any  point  in  time,  choices  must  be  made 
and  priorities  assigned.  The  planning  process 
furnishes  the  basis  for  making  choices  among 
alternatives.” 


Harold  Bowman, 
Executive  Secretary, 

Utah  State  Medical  Assn. 
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Dr.  J.  O.  Evans 

Announces 

Retirement 


r.  J.  O.  Evans,  widely  known  in  general 
practice  in  Salt  Lake  City,  has  announced 
his  retirement  effective  the  first  of  January. 
Thus  ends  one  of  the  longest  continuous  mem- 
berships in  the  Salt  Lake  County  Medical 

Society’s  history.  Dr. 
Evans  has  been  a 
member  of  that  So- 
ciety for  60  years! 

A native  of  Steel 
City,  Nebraska,  Dr.  Evans  received  his  medi- 
cal degree  at  the  Medical  School  of  Creighton 
University.  He  interned  at  the  Holy  Cross 
Hospital  in  Salt  Lake  City  where  he  has 
been  in  practice  during  all  of  his  medical 
career.  He  has  remained  active  on  the  staff 
of  the  Holy  Cross  Hospital. 

He  was  married  to  the  former  Jessica 
Bernard  who  passed  away  a number  of  years 
ago.  They  had  two  daughters,  Mrs.  Cathleen 
E.  Kelly  of  Ely,  Nevada,  and  Mrs.  Marjorie 
E.  Strickland  of  Stockton,  California. 

Dr.  Evans  is  a retiring  man,  reticent  to 
talk  about  his  life  or  accomplishments.  It 
is  evident  that  his  career  has  been  both  an 
interesting  and  rewarding  one.  His  family 
and  his  practice  have  had  his  main  concern 
and  he  has  combined  his  interest  in  both  over 
the  years  as  he  has  taken  family  members 
regularly  to  medical  meetings  and  conven- 
tions in  all  parts  of  the  country. 

He  is  a veteran  of  World  War  I and  served 
overseas  as  a Captain  for  nearly  three  years. 
Dr.  Evans  is  a member  of  the  Methodist 
Church.  His  hobbies,  in  addition  to  his  prac- 
tice, family  and  travel,  include  fishing  and 
music.  In  his  younger  years  he  sang  as  a 
soloist  in  choruses  and  Church  choirs. 

When  asked  his  philosophy  of  life,  so 
singularly  successful,  he  said,  “A  person 
should  keep  body,  mind,  and  spirit  active  to 
achieve  well  being  in  life.  Nutrition  plays 
an  important  part  in  keeping  healthy.  I can’t 
understand  why  people  smoke  when  so  much 
evidence  has  been  assembled  that  points  out 
its  harmful  effects  on  the  human  body.” 
With  this,  colleagues  throughout  the  world 
heartily  agree. 

The  Rocky  Mountain  Medical  Journal 
joins  with  the  Utah  Medical  Bulletin  in  con- 
gratulating Dr.  Evans  on  his  long  and  dis- 
tinguished career. 


38 


Rocky  Mountain  Medical  Journal 


The  role  of  the  physician  as  sex 

educator  and  advisor* 


C.  H.  Hardin  Branch,  MD,  Salt  Lake  City,  Utah* 


Sex-counseling,  traditional  role  of 
the  physician,  requires  that  he  he 
oriented  to  our  time  and  to  himself. 

There  has  been  an  increasing  preoccupa- 
tion of  late  in  the  role  of  the  physician  as  a 
sex  educator,  either  directly  to  patients,  or 
as  a consultant  to  social  agencies  in  the  com- 
munity. This  has  been  a traditional  respon- 
sibility of  the  physician,  and  in  earlier  years 
it  was  not  uncommon  for  a young  married 
couple  to  visit  the  family  doctor  for  sexual 
orientation  and  certainly  to  revisit  him  if 
they  had  difficulties  in  sexual  adjustment. 
It  would  seem  that  present-day  frankness 
about  sexual  matters  would  render  this  activ- 
ity of  the  physician  less  useful,  but  in  fact 
1 the  increasing  sophistication  of  young  people 
in  sexual  matters  has  not  really  led  to  im- 
! provement  in  sexual  adjustment,  to  the  elim- 
ination of  premarital  pregnancies,  or  to  vari- 
ous kinds  of  sexual  difficulties  at  all  ages. 

In  1963,  600,000  babies  were  born  to  girls  19 
years  of  age  or  younger.  Dr.  John  F.  J.  Clark^ 
reports  that  in  Washington,  D.  C.,  in  1962,  of 
19,950  deliveries,  739  were  adolescents;  in 
1963,  of  19,845  deliveries,  889  were  adoles- 
cents; and  in  1964,  of  19,001  deliveries,  952 
were  adolescents.  Dr.  Martha  Wolfenstein  and 

i Dr.  Margaret  Mead,^  speak  of  sexual  activity 
I in  adolescents  “unaccompanied  by  tender 
I sentiments,”  and  Dr.  Mead  adds,  “we  used  to 

ii  talk  about  a shotgun  wedding  when  the  shot- 
'(  gun  was  in  the  hands  of  the  girl’s  father. 

I Today  we  have  an  incredible  number  of 

shotgun  weddings  with  the  shotgun  in  the 
hands  of  the  children.  Pregnancy  today  is 

I'  ’Presented  at  the  Meetings  of  the  Idaho  State  Medical 
I Association,  Sun  Valley,  Idaho,  July  8,  1966.  Dr.  Branch 
i is  Professor  and  Head,  Department  of  Psychiatry,  Uni- 
» versity  of  Utah  College  of  Medicine,  Salt  Lake  City,  Utah. 

I 
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used  as  a way  of  persuading  the  parents  to 
agree  to  a marriage — and  then  support  the 
young  couple  financially  after  they  are  mar- 
ried.” 

Some  part  of  this  increase  of  pregnancy 
among  the  young  may  be  due,  of  course,  to 
the  fact  that  the  increased  sophistication  it- 
self has  been  accompanied  by  elements  which 
have  rendered  sexual  activities  more  possible 
and  less  “harmful.”  The  control  of  venereal 
disease,  for  example  (although  there  is  some 
concern  about  a possible  increase  in  incidence 
in  this  area)  and  the  control  of  unwanted 
pregnancies  certainly  eliminate  some  risks. 
Furthermore,  the  increased  mobility  of  young 
people — almost  inseparable  now  from  their 
“wheels” — makes  sexual  experimentation  a 
more  widespread  phenomenon,  both  quali- 
tatively and  geographically. 

Some  young  people  say  that  even  though 
they  know  about  contraceptive  devices,  they 
are  embarrassed  to  purchase  them.  A local 
(Salt  Lake  City)  druggist  says  that  he  gets 
very  few  requests  for  them  though  there  is 
no  legal  or  ethical  restraint  on  his  selling 
them,  but  adds  that  he  occasionally  has  a 
teen-age  girl  who  brings  in  a contraceptive 
pill  container  with  the  statement  that  her 
mother  has  inadvertently  flushed  the  pills 
down  the  toilet  and  wishes  a refill.  Reticence 
in  these  matters  will  naturally  encourage  the 
young  lovers  to  use  their  own  ingenuity. 

Young  people  constantly  tell  us  that  sex- 
ual activity  is  very  much  required  in  terms 
of  the  social  mores  of  the  group.  Girls  en- 
gage in  promiscuity  to  some  extent  because 
it  diminishes  their  popularity  if  they  do  not. 
The  enjoyment  they  receive  from  it  is  ap- 
parently secondary  to  the  social  significance 
of  the  act. 
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It  would  appear  that  young  people,  though 
theoretically  provided  with  considerable  phy- 
siological, anatomical  and  even  contraceptive 
information,  are  not  given  adequate  counsel- 
ing in  the  utilization  of  this  information.  The 
physician,  if  he  assumes  his  traditional  role 
as  the  advisor  of  the  family,  may  be  in  a very 
good  position  to  offer  this  counsel.  Dr.  R.  A. 
H.  Kinch®  states  that  “Physicians  . . . are  best 
qualified  to  teach  sex  education  courses,  not 
only  because  of  their  extensive  knowledge, 
but  also  because  they  are  very  likely  to  be 
at  ease.” 

Unfortunately,  the  physician  may  find, 
however  extensive  his  knowledge,  that  his 
actual  sophistication  is  determined  by  his 
personal  experience,  often  highly  colored  by 
grandiose  and  even  wishful  memories,  plus 
the  bare  essentials  of  anatomy  and  physi- 
ology, the  rather  imaginative  anecdotal  ma- 
terial obtained  in  locker  room  conversations, 
and  the  impressions  gained  from  his  patients, 
many  of  whom  lack  a standard  or  accurate 
sexual  orientation.  This  is  not  necessarily  an 
adequate  armamentarium  with  which  to  cope 
with  the  sexual  questions  of  one’s  young 
patients.  There  is  actually  some  indication 
that  physicians  have  a considerable  degree  of 
anxiety  in  these  matters  as  Woods  and  Nat- 
terson*  observe.  They  report  that  medical 
students  were  almost  unanimous  in  their 
feeling  that  the  medical  school  had  not  pro- 
vided them  with  adequate  sex  education  and 
consequently  they  felt  that  their  ability  to 
relate  therapeutically  to  patients  was  re- 
duced. The  fact  that  Dr.  Masters  and  Mrs. 
Johnson®  have  received  such  great  publicity 
from  their  excellent  work  on  attempting  to 
obtain  adequate  information  on  the  human 
sexual  response,  would  clearly  indicate  that 
we  have  been  very  derelict  in  gathering  in- 
formation on  this  and  other  subjects  related 
to  the  sexual  sphere. 

We  have  been  experimenting  with  a course 
in  sexual  orientation  for  the  senior  clerks  on 
the  obstetrical  service.  Our  first  goal  is  to 
explain  to  them  what  is  the  range  of  normal 
sexual  behavior,  using  for  this  purpose  the 
easily  obtainable  data  on  sexual  activity 
from  the  Kinsey  Reports.  Following  this 
presentation  I have  always  asked  them 
whether  or  not  there  was  information  in  this 
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list  which  was  surprising  to  them  and  have, 
in  almost  every  case,  received  the  answer 
that  they  were,  in  fact,  rather  surprised  by 
some  of  the  information  derived  from  the 
lecture.  This  would  seem  important  in  view 
of  the  fact  that  within  a year  these  indi- 
viduals will  themselves  be  giving  advice  to 
their  patients. 

As  indicated  above,  there  are  two  general 
areas  in  which  the  physician  may  be  called 
upon  to  advise  in  these  matters;  one  is  direct 
advice  to  his  patients,  and  second  is  consulta- 
tion to  school  systems,  social  agencies,  etc. 
In  these  areas  the  physician  must  not  only 
be  aware  of  the  extent  of  his  own  knowledge 
and  make  every  attempt  to  obtain  as  much 
information  as  possible,  but  he  must  also  be 
aware  of  his  own  sexual  attitudes.  It  would 
be  impossible  for  an  individual  who  has  re- 
ligious or  other  convictions  about  certain 
kinds  of  sexual  attitudes,  to  be  completely 
objective  about  such  behavior  on  the  part  of 
his  patients.  This  is  not  to  imply  that  the 
physician’s  proper  attitude  is  to  condone  such 
behavior.  It  is  only  necessary  for  him  to 
note  that  if  he  is  struggling  with  a sexual 
problem  himself,  or  if  he  has  a very  specific 
social  attitude  toward  sexuality,  this  might 
color  both  his  attitude  toward  the  patient 
and  his  dealing  with  the  problem.  Dr.  Wil- 
liam Sheeley®  points  out  that  “the  physician 
may  adopt  a posture  which  is  either  too 
strict  or  too  lax  morally — or  too  different  in 
quality  from  the  patient’s  own  moral  code — 
for  the  patient  to  accept  it.  His  own  prob- 
lems in  this  sphere  may  intrude  into  the 
therapeutic  process.  He  may  become  so  un- 
comfortable and  embarrassed  that  he  makes 
the  patient  equally  uncomfortable  so  that 
they  both  then  seek  the  cool  relief  of  chang- 
ing the  subject  or  he  may  permit  himself 
vicarious  pleasure  which  the  patient  soon 
detects  and  the  patient  flees  from  this  ‘too 
nosy’  doctor.  In  any  case,  the  patient’s  prob- 
lems remain  unsolved.” 

Dr.  Harold  I.  Lief'  surveyed  250  students 
at  Tulane  University  School  of  Medicine, 
about  two-thirds  of  whom  had  sought  some 
help  from  a psychiatric  clinic,  the  other  third 
being  “nonpatients.”  He  points  out  that  these 
people,  by-and-large,  are  operating  in  a 
closed  environment  and  that  their  behavior 
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is  quite  different  from  the  picture  sometimes 
painted  on  television  and  radio  in  which 
medical  practice  seems  to  be  somewhat  sec- 
ondary to  his  “Rake’s  Progress.”  Lief  was 
interested  in  the  fact  that  a surprising  num- 
ber of  students  were  virgins  when  they  en- 
tered medical  school,  some  because  of  re- 
ligious scruples  but  more  commonly  because 
they  had  various  sexual  fears.  As  Sheeley 
pointed  out,  every  student  has  some  anxiety 
in  dealing  with  sexual  materials,  particularly 
in  history  taking.  Disturbed  students  may 
be  very  brusque  and  tactless  or  anxiety  may 
lead  them  to  restrict  stringently  the  sexual 
activity  of  patients  with,  for  example,  coro- 
nary heart  disease.  Teaching  of  objective 
attitudes  is  admittedly  difficult,  and  one  stu- 
dent commented  that  the  students  try  to  han- 
dle their  anxiety  by  turning  the  whole  situa- 
tion into  a joke.  Unfortunately,  some  teachers 
take  advantage  of  this  by  providing  their 
class  with  sexual  material  rather  pruriently 
presented. 

It  is  essential,  therefore,  that  the  physi- 
cian make  a very  definite  attempt  to  orient 
himself  adequately  in  this  area,  to  make  al- 
lowance for  his  own  sexual  attitudes,  and  to 
recognize  that  while  it  will  not  be  necessary 
for  him  to  condone  sexual  promiscuity  or  ab- 
normality, he  should  be  aware  that  his  own 
sexual,  social  and  religious  attitudes  may 
give  him  a certain  “set”  against  which  he 
must  take  proper  precautions. 

A recent  publication  by  the  Group  for  the 
Advancement  of  Psychiatry,*  deals  with 
sexual  activity  by  the  college  population  and 
the  responsibility  of  the  colleges  in  dealing 
with  these  problems.  The  book  not  only  is 
worth  reading  because  of  the  general  outline 
of  the  picture,  but  is  also  useful  in  pointing 
out  the  difficulties  faced  by  the  college  ad- 
ministrations in  attempting  to  deal  with  legis- 
lation which  will  adequately  protect  the  un- 
sophisticated and  unwary  students,  and  at 
the  same  time  allow  them  adequate  free- 
dom for  their  own  actions.  The  colleges 
have  a great  deal  of  difficulty  in  trying  to 
deal  with  the  students’  demands  and  the 
pressures  placed  on  the  college  administra- 
tion by  parents,  alumni  and  religious  groups 
and  the  local  community.  Students  have  their 
own  way  of  coping  with  regulations,  and 


there  is  an  anecdote  of  students  who,  under 
a rule  which  stipulated  that  a male  student 
could  entertain  a female  student  in  his  room 
only  if  the  door  were  propped  open  by  a 
book,  obeyed  the  law  literally  by  using  a 
matchbook. 

Max  Lerner"  in  a column  called,  “Sex  in 
College,”  from  the  New  York  Post,  points 
out  that  the  teachers,  the  parents  and  the 
professors  simply  do  not  know  what  kind  of 
guidance  to  give.  He  underlines  the  problem 
by  saying,  “The  professors  are  too  lost  in  their 
craft  and  too  locked  away  in  their  own  pri- 
vate lives,  and  little  that  they  may  have 
learned  from  their  emotional  experiences  is 
passed  on  to  their  students.” 

Dr.  Lester  A.  KirkendahP“  lists  the  follow- 
ing liabilities  which  hamper  efforts  to  deal 
with  the  whole  matter  of  sexual  education: 

(1)  An  unreasoning  and  irrational  fear  of  sex; 

(2)  The  sexual  problem  is  regarded  as  a prob- 
lem of  youth  rather  than  of  adults;  (3)  Adult 
attitudes  toward  sex  have  been  so  repressed 
that  still  other  undesirable  consequences  have 
resulted.  He  points  out  that  there  are  certain 
assets  and  helpful  forces  which  can  be  mo- 
bilized. They  are,  first,  a slowly  increasing 
objectivity  concerning  sex;  second,  a deeper 
understanding  of  the  nature  and  needs  of 
man;  and  third,  an  awareness  of  the  inevita- 
bility of  change. 

In  attempting  to  achieve  some  sophistica- 
tion in  his  approach  to  sexual  problems,  the 
physician  should  bear  in  mind  that  a very 
wide  range  of  sexual  activities  is  considered 
“normal”  even  by  comparatively  inhibited 
groups  as  long  as  genital  contact  between 
persons  of  the  opposite  sex  is  the  end  result. 
The  various  practices  are  regarded  as  deviant 
only  if  they  constitute  the  main  emphasis  of 
an  individual’s  sexual  attention.  The  attach- 
ment to  the  memento  of  the  loved  one,  for  in- 
stance, would  not  be  regarded  as  deviant  un- 
less the  memento  assumed  the  place  of  the 
loved  one  and,  as  in  the  case  of  the  fetishist, 
the  individual  preferred  to  deal  with  the  hair 
or  the  clothing  or  some  relatively  non-sexual 
part  of  the  body,  rather  than  with  the  sexual 
attributes  of  the  individual. 

Much  of  the  same  statement  could  be 
made  about  the  various  kinds  of  foreplay 
and  sexual  technics  which  can  accompany 
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coitus.  The  partner  who  complains  that  the 
spouse  is  a “pervert”  should  be  carefully 
questioned  as  to  whether  or  not  the  activity 
under  consideration  is  not  simply  part  of  a 
general  sexual  behavior  which  is  in  every 
sense  normal.  In  these  circumstances,  a great 
deal  can  be  done  by  the  physician  by  assur- 
ing the  couple  that  their  wishes  are  not  nec- 
essarily deviant  but  simply  should  be  car- 
ried out  in  an  atmosphere  of  mutual  respect. 
No  one’s  will  should  be  imposed  on  the  other 
but  sexual  activity  which  is  enjoyable  to 
both  can  be  indulged  in  without  feeling  that 
this  is  necessarily  abnormal. 

Special  reference  might  be  made  to  the 
whole  question  of  homosexuality.  There  is 
considerable  preoccupation  with  this,  par- 
ticularly among  the  younger  people,  and 
considerable  fear  that  affectionate  interest 
in  individuals  of  the  same  sex,  may  neces- 
sarily mean  that  the  individual  himself  or 
herself  is  “queer.”  The  Wolfenden  Report^^ 
makes  an  attempt  to  deal  with  homosexuality 
by  eliminating  the  criminal  element  and  al- 
lowing homosexual  behavior  between  con- 
senting adults  in  privacy  to  be  removed  from 
the  “criminal  offense”  category.  As  might 
have  been  expected,  there  were  some  reser- 
vations, even  by  members  of  the  committee, 
some  of  whom  felt  that  this  kind  of  relation- 
ship, granted  that  it  was  not  necessarily 
destructive,  might  provide  a poor  image  for 
the  social  situation  in  which  the  adults  live. 


The  important  part  of  this  for  the  physician 
is  that  the  “crush”  on  the  school  teacher 
which  sometimes  occasions  a great  deal  of 
difficulty,  may  simply  be  part  of  the  grow- 
ing up  process  and  the  girl  or  boy  who  finds 
himself  or  herself  shy  and  is  retreating  from 
heterosexual  activities  and  fearing  that  he  or 
she  may  be  homosexual,  can  sometimes  be 
helped  a great  deal  to  achieve  balance  and 
successful  management  of  the  appropriate 
sexual  role  rather  than  be  made  to  feel  that 
he  or  she  is  in  some  way  an  abnormal  person. 

Conclusion 

If  the  physician  is  to  discharge  his  time- 
honored  responsibility  as  a confidante  and 
advisor  to  his  patients,  he  must  assure  him- 
self that  his  sexual  orientation  is  accurate, 
not  only  in  terms  of  the  anatomy  and  physi- 
ology of  the  sexual  organs,  but  also  in  terms 
of  the  more  subtle  cultural  and  psychological 
aspects  of  sexual  activity.  It  is  possible  that 
books  may  be  useful  as  guides  to  the  physi- 
cian and  as  springboards  for  discussions  with 
his  patients;  a list  of  these,  admittedly  in- 
complete, follows. 
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Serum  hepatitis  and  illicit  drug  use 


Jack  Stoddard  Johnson,  MD,  Tremonton,  Utah 


W ith  increasing  illicit  use  of  drugs 
transmission  of  serum  hepatitis  is  a 
serious  and  often  unrecognized  hazard. 


Investigation  into  the  recent  history  of  a 20- 
year-old  white  female  patient  who  developed 
a severe  case  of  icteric  hepatitis  revealed 
retrospective  evidence  of  serum  hepatitis  in 
that  she  admitted  the  illicit  intravenous  use 
of  a stimulant  drug,  Methedrine®  (metham- 
phetamine  hydrochloride),  during  a “party 
or  parties”  in  the  period  October  27  to  No- 
vember 1,  1966,  in  Salt  Lake  City,  Utah.  The 
patient  was  from  a good  socio-economic  group 
in  California  and  was  visiting  in  this  state. 
There  was  no  history  of  blood  transfusion  or 
previous  use  of  illicit  drugs. 

This  patient  reported  direct  exposure  by 
the  use  of  a common  needle,  syringe,  and 
alcohol  with  four  male  contacts,  and  she  in- 
dicated that  “others  may  have  been  involved 
at  various  times.”  She  reported  that  the 
needle  was  changed  at  times  but  that  the 
“alcohol  was  always  the  same.”  One  of  the 
“beatnik”  contacts  who  was  interviewed 
stated  that  he  had  had  “hepatitis  several 
Times  recently.”  Although  evasive,  this  con- 
jtact  apparently  had  some  knowledge  of  the 
iuse  of  other  drugs  and  “stimulants.”  The 
! patient  also  knew  of  one  other  possible  case 
of  hepatitis  among  the  contacts.  An  immedi- 
[ ate  report  was  made  to  the  Utah  State  De- 
partment of  Health,  who  further  investigated 
the  cases  and  interviewed  the  list  of  contacts 
given.  This  investigation  was  productive  of 
I sixteen  persons  who  occasionally  used  intra- 


venous drugs,  including  some  drugs  other 
than  Methedrine.®  At  least  ten  of  these  peo- 
ple developed  hepatitis  during  the  five-month 
period  prior  to  the  medical  investigation. 

The  Health  Department  reported  that  “of 
the  sixteen  young  adults,  aged  18  to  26,  all 
but  one  were  frequent  drug  users,  and  had 
had  similar  experiences  in  San  Francisco 
within  the  past  six  months.”  This  coincided 
with  the  story  given  by  members  of  the 
patient’s  family  in  California,  who  reported 
that  several  of  the  initial  four  contacts  had 
been  in  the  San  Francisco  area.  Seven  of  the 
ten  patients  with  serum  hepatitis  developed 
signs  and  symptoms  of  the  illness  while  in 
Utah  and  the  other  three  while  in  San  Fran- 
cisco. Of  the  cases  reported  to  the  Utah  State 
Health  Department,  two  were  initially  diag- 
nosed as  infectious  hepatitis,  probably  be- 
cause relevant  information  was  withheld  by 
the  patients  involved.  The  characteristics  of 
the  ten  definite  hepatitis  cases  identified  so 
far  in  Utah  are  shown  in  Table  1,  compiled 
by  the  Utah  State  Health  Department.  Sev- 
eral minor  changes  were  made  on  “case  j” 
(the  case  reported  above)  to  reflect  more 
correctly  the  actual  characteristics  of  the 
case. 

While  none  of  the  cases  was  fatal,  and 
some  were  even  described  as  “mild,”  the 
potential  importance  of  this  type  of  infection 
is  clear.  From  the  mortality  standpoint  it  is 
probably  fortunate  that  the  patients  were  all 
young  adults. 

The  following  case  report  is  an  example 
of  a severe  form  of  hepatitis  transmitted  in 
this  illicit  manner. 
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TABLE  1 


Characteristics  of  illicit  IV-drug  hepatitis  in  Utah 


Case 

Date  of  onset 

Participated 

in 

"intravenous 

party” 

Sex  Oct.  27-29 

Malaise 

and 

jaundice 

prominent 

Nausea 

and 

vomiting 

prominent 

Fever 

Abnormal 

liver 

functions 

studies 

Continuous 

drug 

users 

Used  drugs 

IV  in 

San  Francisco 
prior  to 
illness 

A 

8-18-66 

M 

yes 

yes 

no 

no 

yes 

yes 

yes 

B 

9-1-66 

M 

yes 

yes 

no 

no 

none  obtained  yes 

yes 

C 

10-15-66 

M 

yes 

yes 

no 

no 

none  obtained  yes 

yes 

D 

11-11-66 

F 

yes 

yes 

no 

no 

yes 

yes 

yes 

E 

11-12-66 

M 

yes 

no 

no 

no 

yes 

yes 

yes 

F 

11-16-66 

M 

yes 

yes 

no 

no 

yes 

yes 

yes 

G 

11-21-66 

M 

yes 

no 

no 

no 

yes 

yes 

yes 

H 

12-20-66 

M 

yes 

yes 

no 

no 

yes 

yes 

yes 

I 

12-20-66 

M 

yes 

yes 

no 

no 

yes 

yes 

yes 

J 

1-7-67 

F 

yes 

yes 

yes 

low  grade  yes 

no 

no 

CASE  REPORT 

A 20-year-old  white  female  was  seen  on  a 
house  call  on  Jan.  2,  1967,  complaining  of  nausea, 
malaise,  some  vomiting,  and  vague  abdominal 
cramps  of  several  hours  duration.  There  was  no 
sharply  localized  abdominal  tenderness  and  no 
hepatomegaly.  Vague  epigastric  tenderness  and 
subjective  periumbical  distress  were  present.  As 
a wave  of  viral  gastroenteritis  was  sweeping  the 
small  community,  the  patient  was  treated  sympto- 
matically and  placed  under  observation.  A recheck 
in  the  office  the  next  morning  revealed  continued 
subjective  malaise,  nausea,  dizziness,  and  pain  to 
palpation  in  the  right  lower  quadrant  of  the  ab- 
domen. Rectal  examination  revealed  tenderness  at 
McBumey’s  point  on  bimanual.  The  patient  gave  a 
history  of  exposure  to  a case  of  hepatitis  around 
Thanksgiving  time,  but  volunteered  no  other  in- 
formation concerning  this  contact  nor  the  illicit 
use  of  drugs.  Definite  localized  tenderness  later 
developed  at  McBurney’s  point.  Laboratory  work 
confirmed  diagnosis  of  acute  appendicitis.  Appen- 
dectomy was  performed  on  Jan.  3 and  a moder- 
ately inflamed,  retrocecal  appendix  was  removed. 
The  patient’s  initial  four  postoperative  days  were 
uneventful.  She  remained  afebrile  until  Jan.  6 
when  the  oral  temperature  rose  to  99.2°  F and 
remainder  constant  until  Jan.  8,  at  which  time  it 
fluctuated  from  98.6°  to  100.2°.  On  the  evening  of 
Jan.  6 she  developed  questionable  scleral  icterus 
which  became  pronounced  the  next  evening.  The 
SCOT  value  was  995  units  (N=8-40).  A “large 
amount”  of  bile  pigment  was  detected  in  the  urine, 
and  serum  bilirubin  was  5.1  direct,  3.4  indirect,  8.5 
total.  WBC  was  5,050,  sed.  rate  was  19  mm,  Hct. 
was  44.  The  patient  developed  subjective  weak- 
ness and  malaise  on  Jan.  8 and  complained  of 
epigastrie  distress  unrelieved  by  antacids.  She  be- 
came markedly  jaundiced,  was  nauseated,  and 
vomited  several  times.  No  hepatomegaly  was  de- 
tectable at  this  time.  Her  appetite  improved  with 
sy-mptomatic  care. 

On  Jan.  9 the  laboratory  findings  were  bili- 
rubin 6.8  direct,  3.4  indirect,  total  10.2,  sed.  rate 


35  mm,  and  SGPT  360  imits  (N=5-35).  She  com- 
plained of  right  upper  quadrant  distress  on  Jan. 
11,  requiring  meperidine  tablets  for  relief.  Slight 
hepatomegaly  was  detected  at  this  time  and  serum 
bilirubin  was  10.8  total,  7.5  direct,  and  3.3  indirect. 
On  Jan.  12  the  liver  was  palpable  4 finger-breadths 
below  the  right  costal  margin.  Supportive  care 
was  given.  No  steroids  were  used,  since  the  pa- 
tient’s condition  otherwise  seemed  satisfactory. 
Temperature  varied  from  97.2°  to  99°  but  on  four 
days  took  a characteristic  rise  at  4 p.m.,  reading 
slightly  above  100°. 

On  Jan.  13  sed.  rate  was  66  mm  and  Hct.  was 
38.  She  now  had  less  distress  in  the  right  upper 
quadrant  and  the  hepatomegaly  had  objectively 
subsided.  By  Jan.  15  jaundice  was  clearing,  she 
felt  much  better,  and  appetite  was  good.  SCOT 
fell  to  304  units.  By  Jan.  17  the  liver  seemed 
normal  to  palpation  and  the  jaundice  had  con- 
tinued to  clear,  the  appendectomy  site  had  healed 
well,  and  bowel  movements  were  normal.  The 
patient  continued  to  improve  and  on  Jan.  22  the 
jaundice  had  completely  cleared  and  blood  chem- 
istry findings  were  approaching  normal.  The  pa- 
tient was  discharged  to  office  followup.  Repeat 
SGOT  one  week  later  was  54  and  SGPT,  bilirubin 
and  sed.  rate  were  normal.  On  follow-up  checks 
the  patient  did  well  and  developed  no  sequelae. 

Comment 

This  case  serves  to  illustrate  a number  of 
points,  one  of  which  is  that  the  physician 
must  always  be  aware  of  the  possibility  of 
twin  or  multiple  insults  occurring  fortuitous- 
ly in  any  given  patient. 

While  the  clear  incubation  period  of  just 
under  three  months  helped  in  the  clarifica- 
tion ©-f  the  diagnosis  of  hepatitis  in  this 
patient,  under  some  circumstances  a true 
supportive  history  is  often  difficult  to  obtain, 
or  perhaps  more  commonly,  not  pursued  be- 
cause of  blanket  initial  denials  by  the  patients 
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involved.  The  common  practice  of  purchasing 
blood  from  legal-age  student  donors  as  a 
means  of  helping  their  financial  status  must 
certainly  now  be  scrutinized  thoroughly  in 
view  of  the  possibility  of  the  carrier  state  in 
illicit  drug  and  narcotic  users.  As  is  clear  in 
the  above  case,  none  of  the  direct  contacts 
had  so-called  “proven  active”  hepatitis  at  the 
time  of  the  communal  use  of  the  syringe,  al- 
cohol, and  needle — yet  a severe  case  ensued. 
The  possibility  of  the  use  of  screening  liver- 
function  tests  probably  should  be  investigat- 
ed in  questionable  donor  groups.  In  many 
cases,  I might  add  with  tongue  in  cheek, 
“mode  of  dress”  and  “length  of  hair”  may 
prove  to  be  a more  accurate  screening  tool. 

With  the  increasing  use  of  drugs  among 
the  disciples  of  “hippies”  and  “the  beat  gen- 
eration,” the  potential  of  a magnification  of 
this  problem  should  be  realized.  It  is  advo- 
cated that  all  cases  of  hepatitis  be  more 
thoroughly  investigated,  especially  as  regards 
careful  history-taking.  In  addition,  physicians 


should  be  increasingly  cautious  in  control- 
ling the  prescription  of  drugs  with  a potential 
“kick”  effect,  and  hospitals  should  guard 
their  supply.  The  occurrence  of  these  cases  in 
Utah,  a state  normally  considered  to  be  fairly 
devoid  of  such  problems,  should  arouse  the 
attention  of  other  geographic  areas  previous- 
ly thought  to  be  remote  from  these  behavioral 
disorders. 

The  planned  avoidance  of  steroids  in  this 
case  may,  in  addition,  serve  to  remind  those 
who  continually  advocate  therapeutic  inter- 
vention that  frequently  a more  conservative 
approach  is  just  as  efficacious  and  is  without 
the  expense  and  risks  of  the  hyperadreno- 
corticoid  state. 

Summary 

Multiple  cases  of  serum  hepatitis  followed 
the  illicit  intravenous,  communal  use  of  a 
stimulant  drug.  These  increasing  cultural  de- 
viations in  the  young  adult  group  present 
new  and  challenging  medical  problems.  • 


Anesthesia  in  the  intermountain  region 

Constance  L.  Graves,  MD,  Roger  L.  Klein,  MD,  and  Carter  M.  Ballinger,  MD, 

Salt  Lake  City*^ 


! 

I An  interesting  and  novel  method  for 
improving  anesthesia  in  rural  areas 
of  the  Rocky  Mountain  region. 

Increased  medical  sophistication  by  the  pub- 
j lie  as  well  as  increasingly  critical  courts  have 
created  a heightened  demand  for  improved 
and  more  specialized  medical  care  in  small 
communities.  Passage  of  the  federal  bill  to 
establish  regional  centers  for  research  in 
stroke,  cancer,  heart  disease  and  related  dis- 
eases and  for  dissemination  of  such  knowl- 
edge to  the  smallest  communities  has  focused 

*Drs.  Graves,  Klein  and  Ballinger  are  members  of 
Division  of  Anesthesiology,  University  of  Utah  College  of 
Medicine,  Salt  Lake  City. 
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a strong  light  on  the  problem  of  providing 
the  best  medical  care  for  all  the  people  and 
on  the  role  of  the  government  in  the  continu- 
ing education  of  health  persomiel.  In  June, 
1966,  at  a meeting  with  medical  and  hospital 
leaders  of  the  nation.  President  Johnson  pin- 
pointed the  need:  “A  great  deal  of  basic 
research  has  been  done.  I have  been  partici- 
pating in  the  appropriations  for  years  in  this 
field.  But  I think  the  time  has  now  come  to 
zero  in  on  the  targets  by  trying  to  get  our 
knowledge  fully  applied.”  Heavy  emphasis 
is  thus  being  placed  on  the  importance  of 
the  latest  and  best  medical  care  being  made 
available  to  all  persons,  whether  or  not  they 
are  near  a well-recognized  medical  center. 
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This  is  a special  problem  for  the  Inter- 
mountain West.  In  the  states  of  Colorado, 
Utah,  Wyoming,  Montana,  Idaho,  and  Ne- 
vada there  is  a population  of  5,211,000  people^ 
served  by  but  two  University  Medical  Centers 
— University  of  Colorado  School  of  Medicine 
at  Denver  and  the  University  of  Utah  College 
of  Medicine  at  Salt  Lake  City.  The  region  is 
large  in  area  but  sparsely  populated  except 
in  a few  isolated  urban  areas. 

Facilities  and  manpower 

Through  Hill-Burton  funds,  hospital  facil- 
ities in  most  rural  areas  have  been  greatly 
improved.  While  in  this  six  state  area  there 
are  only  45  communities  with  hospitals  of 
more  than  100  beds^,  there  are  over  200  com- 
munities with  one  or  more  hospitals  of  less 
than  100  beds,  serving  more  than  half  of  the 
total  population  of  the  area.  In  most  of  these 
small  hospitals  routine  surgical  and  obstetri- 
cal procedures  are  performed  daily,  as  well 
as  an  occasional  emergency  operation  of  a 
more  formidable  nature.  Facilities  are  thus 
already  available  and  in  many  instances  have 
attracted  qualified  specialists  capable  of  pro- 
viding high  quality  medical  care. 

In  surveying  the  Intermountain  Region’s 
manpower  and  resources  for  the  care  of  sur- 
gical patients  and  critical  victims  of  accident, 
it  becomes  apparent  that  there  is  a serious 
deficiency  of  trained  anesthetists — nurse  or 
physician — in  many  of  the  sparsely  populated 


areas.  Anesthesiology  as  a comparatively  new 
specialty  has  as  yet  attracted  an  inadequate 
number  of  physician  practitioners,  and  most 
of  them  locate  their  practices  in  urban  areas. 
Trained  nurse  anesthetists  likewise  tend  to 
concentrate  in  metropolitan  areas. 

In  these  states  there  is  a total  of  only  484 
persons  with  training  in  anesthesia  who  are 
included  in  formal  lists  of  anesthetists:  210 
physicians  who  are  members  of  the  American 
Society  of  Anesthesiologists^  and  274  nurses, 
active  members  of  the  American  Association 
of  Nurse  Anesthetists'*.  These  trained  anes- 
thetists are  located  in  only  119  communities; 
over  half  of  the  population  of  the  Intermoun- 
tain Region  live  in  parts  of  the  area  that  do 
not  have  such  trained  anesthesia  personnel. 
As  a consequence  the  anesthesia  needs  of 
most  of  the  people  in  this  large  part  of  the 
West  are  apparently  being  taken  care  of  by 
persons  who  may  or  may  not  have  had  any 
special  training  in  anesthesia.  Table  1 is  a 
breakdown  of  facilities  and  manpower  by 
state. 

Who  is  actually  administering  anesthesia 
in  these  outlying  areas?  In  a survey  of  an- 
esthesia service®  conducted  by  the  American 
Association  of  Nurse  Anesthetists  in  1965,  it 
was  found  that  over  the  entire  country,  in 
hospitals  of  less  than  100  beds,  24  per  cent  of 
the  anesthetics  were  being  administered  by 
other  than  members  of  the  American  Society 


TABLE  1 

Summary  of  population,  hospitals,  and  trained  anesthesia  personnel 

in  intermountain  states 


Colorado 

Utah 

Nevada 

Wyoming 

Montana 

Idaho 

Total 

Population  (1965  estimate).. 
No.  of  communities  with 

2,003,000 

1,008,000 

426,000 

355,000 

717,000 

702,000 

5,211,000 

hospitals  of  less  than 

100  beds  

43 

34 

16 

25 

47 

38 

203 

No.  of  communities  with 

hospitals  of  more  than 

100  beds  

14 

5 

3 

6 

10 

7 

45 

Anesthesiologists : 

Active,  Am.  Soc.  Anesth... 
Diplomate,  Am.  Bd. 

87 

56 

20 

9 

18 

20 

210 

Anesth 

38 

29 

10 

4 

8 

8 

97 

Fellow,  Am.  Coll.  Anesth. 
Nurse  Anesthetists: 

26 

21 

7 

3 

10 

8 

75 

Active,  Am.  Assn.  Nurse 
Anesth 

83 

43 

22 

21 

57 

48 

274 

Population  of  communities 

without  trained  anes- 
thesia personnel  

867,523 

582,593 

199,764 

181,032 

427,184 

404,459 

2,662,555 
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of  Anesthesiologists  or  of  the  American  Asso- 
ciation of  Nurse  Anesthetists.  In  the  hospitals 
of  over  100  beds,  13  per  cent  of  the  anesthetics 
were  being  administered  by  other  persons. 

In  a similar  survey  of  Utah  hospital  in 
1965,  the  Division  of  Anesthesiology  at  the 
University  of  Utah  sent  queries  to  forty  Utah 
hospitals  in  an  effort  to  determine  the  num- 
ber of  anesthetics  given  in  1964  and  the  avail- 
ability of  trained  personnel  to  administer 
them.  In  the  32  hospitals  responding,  56,389 
anesthetics  were  administered  in  1964.  Al- 
though Utah  has  the  highest  ratio  of  anes- 
thesiologists to  total  number  of  physicians 
in  the  entire  country,'^  every  one  of  these 
specialists  is  located  in  the  metropolitan  area 
around  Salt  Lake  City-Ogden-Provo-Logan. 
Of  the  nurse  anesthetists,  all  but  six  are  simi- 
larly located.  It  is  evident  that  even  in  Utah 
a sizable  percent  of  anesthetics  in  1964  were 
administered  by  other  than  trained  personnel. 

Role  of  general  practitioners 

In  this  six-state  area  there  are  5391  prac- 
ticing physicians’^  of  whom  approximately  30 
per  cent  are  general  practitioners.  In  com- 
munities where  surgery  is  being  performed 
with  trained  personnel,  these  men  must  be 
filling  the  gap.  In  order  to  explore  the  extent 
of  anesthesia  practice  and  training  among 
these  physicians,  early  in  1966  we  sent  letters 
to  general  practitioners  in  parts  of  Idaho, 
Montana,  Utah,  Nevada,  and  Wyoming,  to 
men  practicing  in  communities  where  anes- 
thesia for  surgery  and  obstetrics  is  now  re- 
quired but  where  no  trained  anesthesiologist 
practices.  By  questionnaire  we  sought  to  elicit 
} information  about  the  amount  of  anesthesia 
! these  doctors  administered  and  the  amount 
of  training  these  part-time  anesthesiologists 
have  had.  The  results  of  the  survey  are  pro- 
vocative. 

Among  those  replying,  36  per  cent  stated 
I that  they  gave  anesthetics  in  their  practice, 
ranging  in  frequency  from  rarely  to  regu- 
larly. Half  of  these  physicians  stated  they 
had  had  no  special  training  in  anesthesia; 
the  other  half  had  had  some  training,  usually 
one  to  three  months  during  their  internship 
or  residency.  Only  three  physicians  stated 
they  had  had  more  than  three  months  train- 
ing in  anesthesia. 


All  these  surveys  reveal  the  uncomfort- 
able fact  that  in  the  rural  intermoimtain  re- 
gion too  large  a per  cent  of  the  anesthetics 
is  being  administered  by  poorly  or  totally 
untrained  physicians  or  nurses.  This  is  a sit- 
uation that  must  be  corrected. 

Solution  of  the  problem 

The  importance  of  anesthesiology  in  the 
safe  performance  of  surgery  and  the  indirect 
use  of  its  special  technics  in  inhalation  ther- 
apy, resuscitation,  and  intensive  care  need 
not  be  emphasized.  However,  on  a purely 
economic  basis  it  is  evident  that  the  number 
of  people  trained  in  anesthesia  that  can  be 
attracted  to  these  rural  areas  with  their  small 
hospitals  is  limited.  The  happiest  solution  of 
the  dilemma  would  seem  to  be  to  provide 
training  in  anesthesia  for  the  physicians  in 
these  outlying  districts  who  are  already  pro- 
viding the  service,  but  without  adequate 
training. 

The  Division  of  Anesthesiology  of  the  Uni- 
versity of  Utah  College  of  Medicine,  along 
with  many  other  university  medical  centers 
throughout  the  country,  has  sought  to  pro- 
vide such  training  by  two  means;  (1)  post- 
graduate meetings  of  a few  days’  duration  on 
an  annual  or  semi-annual  basis  during  which 
those  physicians  interested  in  anesthesiology 
may  hear  lectures  by  well-known  experts  in 
the  field;  and  (2)  short  courses  of  training 
in  anesthesiology  at  the  University  Medical 
Center  in  addition  to  the  regular  residency 
program,  the  short  courses  lasting  for  periods 
of  a few  weeks  to  a year. 

Neither  of  these  approaches  has  been  com- 
pletely satisfactory.  The  postgraduate  meet- 
ings are  too  brief  and  often  too  specialized 
for  the  insutfficiently  trained  practitioner 
who  not  infrequently  finds  the  lectures  too 
esoteric  to  be  of  practical  value.  The  short 
in-service  training  courses,  offered  in  univer- 
sity medical  centers,  are  little  utilized  since 
few  general  practitioners  are  in  a position  to 
abandon  their  obligations  to  their  patients 
for  a sufficient  period  of  time  to  permit 
meaningful  training.  In  addition  these  pro- 
grams often  emphasize  training  in  highly  spe- 
cialized areas  such  as  open  heart  surgery 
which  are  not  of  interest  or  value  to  general 
practitioners  intending  to  practice  in  rural 
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communities  with  surgery  of  more  limited 
scope. 

For  this  reason  the  Division  of  Anesthesi- 
ology, in  cooperation  with  the  Division  of 
Postgraduate  Medical  Education,  the  Depart- 
ment of  Education  Psychology,  and  the  Inter- 
mountain Regional  Medical  Program  of  the 
University  of  Utah,  is  offering  a plan  that 
is  probably  unique  in  the  teaching  of  a clini- 
cal medical  specialty — a plan  whereby  those 
men  who  are  interested  in  receiving  some 
training  in  anesthesiology  may  do  so  without 
being  away  from  their  practices  for  any  ex- 
tended length  of  time.  In  essence  the  plan 
is  a combination  of  directed  home  study  along 
with  practical  clinical  experience  in  anes- 
thesiology under  the  supervision  of  a trained 
anesthesiologist  acting  as  a preceptor  in  the 
actual  home  locale  of  the  trainee.  The  pre- 
ceptorship  system,  once  a popular  and  accept- 
ed system  for  training  in  medicine,  has  been 
largely  abandoned  by  medical  educators  in 
favor  of  full  time  medical  school  undergrad- 
uate training  and  residency  programs.  We 
propose  to  reinstate  this  time-honored  method 
of  training. 

Plan  of  training  program 

The  plan  would  require  the  following  par- 
ticipants: 

1.  General  practitioners  (trainees  or  pre- 
ceptees)  who  want  to  receive  some  training 
in  anesthesiology  and  who  are  willing  to 
devote  a moderate  amount  of  time  in  getting 
the  training  while  continuing  their  regular 
practice  in  their  home  locale. 

2.  Local  clinical  faculty  members  or  pre- 
ceptors who  have  had  specialized  training  in 
anesthesiology  and  who  are  willing  to  have 
the  trainees  work  with  them  one  or  two  days 
a week.  Every  effort  will  be  made  to  have 
the  practices  of  the  trainees  and  the  preceptor 
located  within  easy  commuting  distance  of 
each  other.  Recruiting  of  preceptors  has  al- 
ready begun,  and  in  virtually  every  instance 
those  anesthesiologists  who  have  been  ap- 
proached have  enthusiastically  agreed  to  par- 
ticipate. 

Steps  in  the  procedure  will  be  as  follows: 

1.  The  trainees  will  come  to  the  Univer- 
sity of  Utah  Medical  Center  at  the  beginning 
of  the  program  for  a short  period  of  prelim- 
inary orientation  and  testing,  probably  one 

48 


and  one-half  days.  The  purpose  of  this  period 
would  be  to  determine  as  far  as  possible  the 
level  of  knowledge  and  achievement  which 
these  doctors  have  already  reached  in  anes- 
thesiology. Thus  the  program  can  be  better 
tailored  to  their  specific  needs,  omitting  those 
aspects  they  already  know.  At  that  time  they 
will  be  introduced  to  the  home  study  part  of 
the  course,  their  materials  and  book  lists  will 
be  given  out,  and  the  way  of  using  them 
explained. 

2.  The  clinical  portion  of  the  training  will 
be  provided  in  the  home  locale  of  the  trainees. 
The  practitioner  reports  to  his  anesthesiolo- 
gist preceptor  in  a nearby  hospital  for  one 
or  two  days  per  week  and  there  under  super- 
vision administers  anesthetics  and  partkri- 
pates  in  other  aspects  of  an  anesthesiology 
practice.  By  this  means  he  can  see  an  estab- 
lished practice,  observe  sophisticated  equip- 
ment, and  have  available  greater  numbers 
of  patients  for  experience.  In  addition  he 
will  spend  some  time  with  his  preceptor  dis- 
cussing the  material  he  has  been  assigned 
to  read.  Varied  points  of  view  as  well  as 
training  in  specialized  areas  such  as  obstetri- 
cal anesthesia,  intensive  care  and  inhalation 
therapy  may  be  achieved  by  spending  time 
with  different  preceptors  or  by  coming  to  the 
University  Medical  Center  for  brief  periods. 

3.  Clinical  practice  will  be  supplemented 
by  a regular  home  study  program.  This  will 
be  outlined  for  the  trainees  in  a syllabus 
given  out  during  the  initial  orientation.  So 
that  this  material  may  be  covered  in  an 
orderly  fashion,  it  will  be  divided  up  into 
groups  and  sent  to  the  trainee  at  regular 
intervals.  Progress  in  this  home  study  course 
will  be  checked  at  the  personal  level  by  a 
series  of  self-administered  quizzes  to  enable 
the  trainee  to  tesrt  his  own  comprehension 
and  retention.  At  the  same  time  his  progress 
will  be  checked  periodically  by  discussions 
with  his  preceptor. 

4.  Duration  of  the  program,  although  de- 
pendent to  some  extent  on  the  trainee’s  pre- 
vious experience  and  background,  is  expected 
to  be  one  year  when  one  day  a week  is  de- 
voted to  the  training. 

5.  Once  the  training  has  been  accom- 
plished and  the  preceptor  feels  the  trainee  is 
ready  to  assume  responsibility  for  most  types 
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of  anesthesia  cases,  the  trainee  will  then 
return  to  the  University  of  Utah  Medical 
Center  for  evaluation  of  his  achievement,  to 
demonstrate  his  practical  ability  and  theoreti- 
cal knowledge  by  oral,  written,  and  practical 
examinations. 

6.  “Postgraduate”  training  and  assistance 
will  be  available  and  encouraged.  Preceptors 
as  well  as  the  program  directors  at  the  Uni- 
versity Medical  Center  will  be  available  for 
consultation  about  difficult  cases,  equipment, 
technics,  or  problems.  In  addition  attendance 
at  postgraduate  courses  both  here  and  else- 
where will  be  encouraged. 

Final  certification  that  the  trainee  has 
completed  the  training  and  passed  the  quali- 
fying examination  will  be  made  by  the  Uni- 
versity of  Utah.  In  addition  the  American 
Academy  of  General  Practice  has  tentatively 
approved  the  program  for  credits  on  an  hour 
for  hour  basis;  that  is,  if  the  trainee  has  spent 
four  to  six  hours  per  week  with  his  preceptor, 
he  would  receive  four  to  six  hours  of  credit 
per  week.  The  home  study  portion  will  carry 
15  hours  credit  per  year.  Final  awarding  of 
credits  will  be  on  an  individual  basis.  Certifi- 
cation by  the  American  College  of  Anesthesi- 
ology requires  approved  formal  training  fol- 
lowed by  five  years  of  practice  devoted  at 
least  50  per  cent  to  anesthesiology  in  a hos- 
pital approved  by  the  Joint  Commission  on 
Accreditation  as  well  as  passage  of  the  writ- 
ten and  oral  College  examinations. 

Comment 

Such  a plan  will  not  turn  out  Board- 
eligible  anesthesiologists;  these  will  continue 
to  be  trained  by  regular  residency  programs 
at  established  medical  centers.  However,  it 
will  fill  a vital  need — to  enable  general  prac- 
titioners who  may  already  have  been  called 
upon  to  perform  anesthesia  to  receive  proper 
training  for  this  aspect  of  their  practices  and 
to  receive  such  training  with  a minimum  of 
time  away  from  practice.  This  program  will 


be  an  extension  of  the  university  into  the 
community,  emphasizing  the  expanded  uni- 
versity leadership  role  suggested  by  the  Millis 
Report®. 

Since  the  program  will  obviate  the  need 
for  the  trainee  to  leave  his  practice  for  any 
extended  period  of  time,  he  will  continue  to 
be  supported  by  his  regular  practice.  Only 
in  the  case  of  extensive  travel  is  any  reim- 
bursement planned  and  then  only  for  travel 
expenses.  At  the  same  time  his  clinical  anes- 
thesia experience  will  be  more  meaningful 
because  it  will  be  accomplished  in  the  “home” 
situation,  utihzing  the  equipment,  quality  of 
surgical  and  medical  care,  and  the  types  of 
cases  with  which  the  trainee  will  be  dealing 
in  the  future. 

Such  a program  is  vitally  nedeed.  Re- 
gional and  national  anesthesiology  groups  as 
well  as  surgical  and  hospital  associations  are 
concerned  with  the  need  for  greater  action 
on  the  problem  of  meeting  the  nation’s  need 
for  more  persons  trained  in  a»esthesia.  There 
is  an  increasing  shortage  of  trained  anesthesi- 
ologists relative  to  the  demand,  and  there  is 
every  indication  that  this  shortage  will  not 
only  continue  but  become  worse.  General 
practitioners  represent  one  of  the  few  un- 
tapped resources  available  for  more  and 
better  clinical  anesthesia  in  this  country.  By 
embarking  on  a project  such  as  this,  we  may 
catch  up  with  our  recurrent  problem  of  short- 
age of  trained  anesthesia  personnel. 

Having  received  approval  for  this  teach- 
ing project  from  the  Continuing  Education 
Branch,  Division  of  Physician  Manpower  of 
the  Public  Health  Service,  and  being  anxious 
to  initiate  the  program  as  soon  as  funds  be- 
come available,  the  Division  of  Anesthesiol- 
ogy of  the  University  of  Utah  College  of 
Medicine,  Salt  Lake  City,  invites  inquiries 
from  interested  practitioners  in  the  Inter- 
mountain region,  wishing  to  participate  in 
this  training  program.  • 
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ARMOUR)  TABLETS 


Synthetic  Thyroid  Replacement  Therapy 


If  hypothyroidism  leaves  your  patient  feeling  like  this. 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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LETTER 


Albinism  with  Axenfeld’s  syndrome 


Robert  H.  Hales,  MD,  Provo,  Utah 


Axenfeld’s  syndrome  (posterior  embryotox- 
on) is  a dominant  hereditary  anomaly  of  the 
eyes  characterized  by  peripheral  strands  of 
iris  attached  to  a prominent  Schwalbe’s  line^ 
(Fig.  1).  Although  it  is  usually  an  isolated 
anomaly  in  an  otherwise  normal  eye,  it  may 
be  associated  with  abnormalities  of  the  an- 
terior eye^  in  the  varied  forms  of  the  anterior 
chamber  cleavage  syndrome.^  It  has  not  been 
associated  with  systemic  abnormalities. 

Generalized  albinism  is  usually  an  auto- 
somal recessive  hereditary  disease.^  It  results 
from  absence  of  or  marked  decrease  in  the 
enzyme,  tyrosinase,  which  is  required  for  the 
synthesis  of  melanin  from  the  amino  acid, 
phenylalanine.®  Eye  conditions  that  have 
been  correlated  with  complete  general  albin- 
ism include  atypical  coloboma,  incomplete 
aniridia,  persistent  pupillary  membrane, 
microphthalmia,  Leber’s  disease,  capsular 
cataract  and  optic  atrophy,  pigmentary  ret- 
inopathy, corectopia  and  external  ophthalmo- 
plegia.^ Prior  to  this  report,  Axenfeld’s  syn- 
drome has  not  been  reported  in  combination 
with  albinism. 

CASE  REPORT 

This  20-year-old  man  complained  of  poor  vision 
and  photophobia  present  since  childhood.  He  used 
a magnifying  glass  for  reading.  Esotropia  had 
been  corrected  surgically  when  he  was  12  years 
old.  No  other  members  of  his  family  had  albinism 
or  any  ocular  disorders. 


He  had  the  typical  signs  of  generalized  albin- 
ism: white  hair,  eyebrows,  and  cilia;  pale  skin; 
and  blue-pink  irides. 

Uncorrected  visual  acuity  was  20/400,  OU. 
Best  corrected  vision  with  regular  lenses  was  20/ 
200,  Jg,  OU  (right  eye,  -f0.50  sphere  with  -|-3.50 
cylinder  X 90;  left  eye,  +1.50  sphere  with  +3.50 
cylinder  X^O).  Corneal  diameters  were  10.0  mm. 
bilaterally.  A fine  pendular  horizontal  nystagmus 
could  be  seen,  increasing  in  amplitude  on  right  or 
left  gaze.  An  exotropia,  measuring  30  prism  diop- 
ters at  distance  and  near,  was  present.  Alternating 
fixation  with  suppression  of  the  contralateral  eye 
was  demonstrated  with  the  Worth~4-dot  test.  Color 
vision  was  normal  as  tested  by  the  A/o  Hardy - 
Rand-Ritter  pseudoisochromatic  plates.  Visual 
fields  were  slightly  constricted  (25  degrees  with 
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Fig.  1.  Normal  eye  components  (right)  compared 
to  those  in  Axenfeld’s  Syndrome  (left).  Note  cords 
of  pale  iridal  stroma  that  cross  the  anterior  cham- 
ber to  insert  onto  Schwalbe’s  line  on  left. 
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5/1000/W  test  objects),  but  were  free  of  scotomas. 
Intraocular  tension  was  12  mm.  Hg  in  both  eyes 
as  measured  by  the  Goldman  applanation  tonome- 
ter. 

Examination  of  the  corneas  with  a slit  lamp 
demonstrated  fine  iridal  processes  which  inserted 
onto  the  posterior  corneas  in  the  area  adjacent  to 
the  limbus;  in  both  eyes,  these  were  most  easily 
seen  nasally  and  temporally.  Each  eye  was  bright 
pink  on  transillumination.  The  irides  were  a trans- 
lucent pale  blue-pink,  the  fundi  were  bright 
orange-red.  Choroidal  and  retinal  blood  vessels 
were  prominent;  the  underlying  choroidal  vascula- 
ture was  slightly  obscured  in  the  macular  areas. 


Gonioscopy  confirmed  the  presence  of  multiple 
iridal  processes  inserting  on  a prominent  Schwal- 
be’s ring  bilaterally. 

Summary 

This  patient  presented  with  generalized 
albinism,  a recessive  hereditary  metabolic 
disorder,  associated  with  Axenfeld’s  syn- 
drome, a dominant  hereditary  anatomical 
condition.  Each  disorder  existed  without  ap- 
parent influence  on  the  other.  • 
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Parathyroid  cyst* 

Case  report 

Ronald  G.  Latimer,  MD,  Lenore  Richards,  MD,  and  Perry  C.  Gillette,  MD, 

Salt  Lake  City 


Parathyroid  cysts  are  uncommon.  Fifty-eight 
cases  have  been  reported  to  date.  Recently, 
an  additional  case  was  discovered  at  the 
Latter-day  Saints  Hospital  and  is  here  re- 
ported. 

CASE  REPORT 

A 62-year-old  white  female  was  admitted  to 
the  Latter-day  Saints  Hospital  on  July  30,  1967, 
with  the  chief  complaint  of  a lump  in  her  neck. 
The  patient  was  unaware  of  the  mass  in  her  neck 
until  it  was  discovered  on  a routine  employment 
physical  examination.  She  claimed  that  in  the 
past  she  had  experienced  symptoms  of  diarrhea, 
hand  tremors  and  some  thinning  of  her  hair.  Re- 
cently, these  symptoms  had  abated. 

Examination  showed  the  thyroid  gland  to  be 
enla-rged  diffusely.  A 1.5  centimeter  nodule  was 
noted  in  the  inferior  portion  of  the  medial  aspect 
of  the  left  lobe  of  the  thyroid.  Laboratory  studies 
were  normal  including  a serum  calcium  and  phos- 
phorous. A chest  film  was  normal.  A radioactive 
1131  uptake  was  10.4  per  cent  and  an  achilles  photo- 
mo  togram  was  reported  at  340  milliseconds  (nor- 
mal 260-380  milliseconds).  A trial  period  of  sup- 
pression with  1 -thyroxine  had  to  be  discontinued 
preoperatively  because  of  toxicity. 

On  exploration  the  operative  findings  were 
those  of  a large  cystic  structure  located  at  the 
tip  of  the  inferior  pole  of  the  left  lobe  of  the 


Fig.  1.  Parathyroid  chief  cells  found  within  the 
cyst  wall.  Magnification  lOX. 


‘From  the  Departments  of  Surgery  and  Pathology,  The 
Latter-day  Saints  Hospital,  Salt  Lake  City. 


thyroid.  The  mass  measured  5x4x4  centimeters. 
It  was  noted  to  extend  interiorly  to  the  clavicle. 

Pathological  examination  showed  a cystic  struc- 
ture with  a fibrous  wall.  The  cyst  was  lined  with 
a layer  of  cuboidal  cells.  The  tissue  immediately 
beneath  the  lining  of  the  cyst  was  composed  of 
hyalinized  fibrous  tissue.  Throughout  the  fibrous 
tissue  were  distributed  small  islands  of  cuboidal 
cells  having  hyperchromatic  nuclei  that  were  felt 
to  be  parathyroid  chief  cells  (Fig.  1).  The  patho- 
logical diagnosis  was  a parathyroid  cyst. 

Discussion 

A recent  review  of  the  literature  concern- 
ing parathyroid  cysts  was  published  in  March, 
1967.^  A total  of  58  cases  were  presented  at 
that  time.  The  following  information  is  ex- 
tracted from  that  article. 

The  incidence  of  parathyroid  cysts  is 
greater  in  females.  Forty-five  of  the  fifty- 
eight  cases  were  in  women  (78  per  cent) ; 84 
per  cent  were  found  located  at  the  inferior 
poles  of  the  thyroid  gland.  Thirty-three  were 
located  on  the  left  side  and  twenty-five  were 
located  on  the  right  side.  Six  were  found  sub- 
sternally.  Five  of  the  cases  were  associated 
with  proved  or  strongly  suspected  hyper- 
parathyroidism. The  largest  cyst  measured 
10  X 12  centimeters. 

The  characteristic  microscopic  findings 
include  a lining  of  the  cyst  with  a single  layer 
of  cuboidal  epithelial  cells  which  have  been 
shown  to  contain  glycogen  particles.  Within 
the  fibrous  wall,  parathyroid  cells  of  the  chief 
or  oxyphil  type  are  found. 

Summary 

A case  report  of  a parathyroid  cyst  is  pre- 
sented. This  is  the  fifty-ninth  to  be  reported 
in  the  literature.  These  cysts  are  found  most 
often  in  women  and  are  located  usually  at 
the  inferior  thyroid  poles.  They  can  be  asso- 
ciated with  primary  hyperparathyroidism.  • 
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Endocrine  eye  disease 
(infiltrative  ophthalmopathy)* 

Gilbert  W.  Cleasby,  MD,  San  Francisco,  Calif. 


Ocular  complications  of  hyperthyroidism 
have  long  been  recognized  as  a frequent  ac- 
companiment of  this  disease  and  have  posed 
problems  of  varying  magnitude  to  physicians 
managing  such  patients.  A small  number  of 
these  patients  will  develop  progressive  ocu- 
lar disability  from  orbital  infiltration,  often 
resulting  in  severe  problems  from  defective 
ocular  motion,  corneal  exposure,  and  de- 
creased visual  acuity.  It  was  once  felt  that 
the  ocular  complications  could  be  neatly 
divided  into  “thyrotoxic”  and  “thyrotrophic” 
types.  However,  as  endocrine  exophthalmos 
has  been  studied  with  increasing  intensity 
in  recent  years,  it  has  been  realized  that 
this  baffling  disease  entity  is  not  easily  ex- 
plained by  past  concepts.  The  current  state 
of  confusion  brings  to  mind  an  old  epigram 
concerning  the  educational  process:  “The 
more  one  learns  the  less  one  knows.”  Perhaps 
it  would  be  best  to  consider  this  disease  as 
a specific  homeostatic  disturbance  of  un- 
known nature  involving  the  hypophyseal- 
hypothalamic-thyroid  axis,  possibly  repre- 
senting an  auto-immune  type  disorder.  The 
final  answers  are  not  known,  but  enough 
clinical  and  laboratory  information  has  been 
accumulated  to  provide  a basis  for  more  cer- 
tain and  accurate  diagnosis. 

History 

The  diagnosis  is  usually  readily  estab- 
lished by  the  known  association  of  present  or 
past  hyperthyroidism.  However,  there  are  a 

*From  the  Presbyterian  Medical  Center,  San  Francisco, 
California.  The  author  was  a visiting  guest  speaker  at  the 
annual  meeting  of  the  Utah  State  Medical  Association, 
Salt  Lake  City,  Sept.  13-15,  1967. 


number  of  patients  with  this  disease  who  do 
not  seem  to  have  any  detectable  metabolic 
disorder,  either  clinically  or  by  laboratory 
test.  The  problem  is  further  compounded  by 
the  occasional  patient  who  has  unilateral  in- 
volvement. In  fact,  endocrine  exophthalmos 
has  now  become  established  as  the  leading 
cause  of  unilateral  exophthalmos  in  most 
major  modern  series.*’^'® 

The  clinical  course  is  usually  marked  by 
the  insidious  development  and  progression  of 
irritative  ocular  symptoms,  increasing  prom- 
inence of  the  eyes,  and  double  vision.  The 
disease  is  self  limited,  running  a course  of 
approximately  two  years.  However,  residual 
permanent  defects  may  be  left. 

Examination 

Exophthalmos:  The  amount,  laterality, 
and  direction  must  be  evaluated.  Unilateral 
exophthalmos  of  greater  than  5 mm  is  sug- 
gestive of  tumor.  Classically,  unilateral  ex- 
ophthalmos is  a sign  of  primary  orbital  dis- 
ease while  bilaterality  is  a sign  of  systemic 
disease,  but  there  are  exceptions.  As  men- 
tioned above,  endocrine  exophthalmos  may 
appear  as  a unilateral  process.  However,  the 
difference  in  measurable  proptosis  between 
the  two  sides  rarely  exceeds  5-6  mm.  The 
eyes  are  frequently  displaced  forward  and 
downward,  apparently  resulting  from  the 
thickening  and  fibrosis  of  the  inferior  extra- 
ocular muscles. 

It  must  be  stressed  that  the  actual  amount 
of  proptosis  and  the  rapidity  of  development 
are  of  minor  importance  as  an  indication  for 
therapy  or  as  a response  to  therapy.  Undue 
concentration  on  these  measurements  can  be 
misleading. 
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Motility:  Movement  of  the  eyes  is  fre- 
quently impaired,  with  elevation  often  being 
markedly  deficient.  The  overall  orbital  infil- 
tration limits  movement  generally,  and  the 
greater  involvement  of  the  inferior  extra- 
ocular muscles  results  in  a selective  defi- 
ciency of  elevation. 

Edema:  The  orbital  tissues  are  frequently 
edematous,  reflecting  the  nature  of  the  infil- 
trative process.  The  patient  may  complain 
that  edema  is  most  marked  upon  awakening 
in  the  morning.  Similar  edema  may  be  noted 
elsewhere,  particularly  in  the  pretibial  area. 

Palpation:  Careful  palpation  of  the  orbital 
tissues  verifies  the  edematous  and  infiltra- 
tive nature  of  the  process  and  the  absence  of 
a mass  lesion.  A significant  finding  is  the 
marked  rigidity  of  the  orbital  tissues  with 
inability  to  freely  ballot  or  press  the  eye 
backward  into  the  orbit. 

Lid  Signs:  Endocrine  eye  disease  is  usu- 
ally accompanied  by  lid  retraction.  This  is 
frequently  accentuated  by  further  elevation 
on  attempted  downward  gaze.  The  finding  of 
lid  lag  associated  with  exophthalmos  is  so 
suggestive  of  endocrine  exophthalmos  that 
this  diagnosis  must  be  disproved  before  other 
possibilities  can  be  considered. 

Conjunctival  Signs:  Conjunctival  hyper- 
emia and  edema  (chemosis)  are  frequently 
present. 

Corneal  Signs:  The  proptosed  position  of 
the  eye  and  the  retracted  upper  lids  often 
lead  to  corneal  exposure.  This  is  best  detect- 
ed clinically  by  observing  the  loss  of  normal 
luster  and  by  positive  staining  with  flu- 
orescein. Occasionally,  the  problem  will  be 
severe  enough  to  lead  to  corneal  opacification 
or  ulceration. 

Vision:  Decrease  in  vision  is  usually  due 
to  comeal  exposure  damage  or  pressure  on 
the  optic  nerve. 

Fundus  Signs:  The  fundi  in  this  disease 
are  usually  normal.  However,  excessive  intra- 
orbital  pressure  can  lead  to  the  formation 
of  horizontal  retinal  striae  in  the  posterior 
pole.  Papilledema  is  also  occasionally  found, 
presumably  due  to  direct  pressure  and/or 
compromising  of  circulation.  Papilledema  is 
frequently  accompanied  by  severe  loss  of 
vision. 


Visual  Field:  Chronic  endocrine  exoph- 
thalmos can  result  in  irregular  peripheral 
contraction  of  the  visual  field.  If  severe  defi- 
ciency of  vision  results  from  optic  nerve 
involvement,  a central  scotoma  can  usually 
be  outlined. 

Auscultation:  Listening  to  the  orbital  and 
periorbital  area  with  a stethoscope  is  one 
of  the  classic  maneuvers  in  evaluation  of 
orbital  disease.  A bmit  can  usually  be  heard 
in  cases  of  carotid-cavernous  sinus  fistula, 
but  this  technic  is  otherwise  seldom  contrib- 
utory. 

Medical  evaluation 

Careful  general  physical  examination  and 
appropriate  laboratory  studies  are  essential 
for  proper  evaluation  of  this  disease.  If  the 
diagnosis  of  hyperthyroidism  can  be  estab- 
lished, assessment  and  management  of  the 
problem  can  be  quite  straightforward.  In  the 
absence  of  thyroid  disturbance  on  standard 
testing,  the  problem  becomes  more  difficult. 
A number  of  special  tests  have  been  devel- 
oped for  the  purpose  of  confirming  the  abnor- 
malities in  the  hypothalamic-pituitary-thy- 
roid axis  which  are  believed  to  be  involved  in 
this  baffling  disease.  The  T-3  suppression 
test  (Werner  test)^  and  the  measurement  of 
uptake  of  radioactive  T-3  in  the  red  blood 
cells'’  have  been  widely  used;  they  have  often 
been  helpful  in  confirming  thyroid  dysfunc- 
tion as  a basis  of  infiltrative  ophthalmoj>athy. 
In  recent  years  many  investigators  have  fo- 
cused attention  upon  the  existence  of  an 
Exophthlamos  Producing  Substance  (EPS) 
in  the  serum  of  patients  with  endocrine  eye 
disease.®  Much  laboratory  work  has  been  di- 
rected toward  developing  a reliable  bioassay 
of  this  substance.  Most  of  this  investigation 
has  involved  the  exophthalmic  response  in 
various  types  of  fish."'^’^  Recent  attention  has 
been  directed  to  the  role  of  another  humoral 
factor:  Long  Acting  Thyroid  Stimulator 
(LATS)  The  exact  nature  and  origin  of  this 
substance  is  unknown,  but  it  appears  to  play 
an  essential  role  in  the  pathogenesis  of  endo- 
crine eye  disease.  A recent  comprehensive 
report  by  Frisen  and  Tengroth*®  has  summar- 
ized the  literature.  The  only  substance  known 
which  can  produce  the  characteristic  patho- 
logic changes  of  orbital  edema,  infiltration 


56 


Rocky  Mountain  Medical  Journal 


by  macrophages  and  mast  cells,  muscle 
swelling  and  splitting,  and  the  increase  of 
acid  mucopolysaccharide  is  EPS.  In  a general 
paper  concerning  the  hormonal  stimulators 
involved  in  thyrotoxicosis  and  endocrine 
ophthalmopathy,  Bansi^^  discussed  the  role  of 
LATS.  This  factor  appears  to  stimulate  EPS. 
It  is  not  produced  in  the  anterior  pituitary 
and  is  transmitted  in  the  serum  via  lympho- 
cytes or  is  formed  in  lymphatic  tissues,  such 
as  the  thymus.  Although  the  site  of  produc- 
tion of  LATS  remains  unknown,  it  appears 
quite  possible  that  autoimmune  mechanisms 
are  involved.  Immunologic  studies  support 
the  belief  that  LATS  may  be  an  antibody. 
A highly  sensitive  assay  has  been  developed 
by  the  University  of  California  Metabolic 
Research  Unit  and  Radioactivity  Research 
Center  for  simultaneous  detection  of  TSH 
and  LATS  in  human  serum,  utilizing  im- 
munofluorescent  technics.*®  TSH  is  found  to 
be  localized  in  the  thyroid  cell  nucleus  and 
LATS  in  the  cytoplasm. 

This  technic  is  sensitive  enough  to  dem- 
onstrate TSH  in  sera  from  all  normal  subjects 
as  well  as  in  patients  with  hyperpituitarism 
and  Graves’  disease  where  it  has  not  pre- 
viously been  measureable.  High  levels  were 
found  in  patients  with  myxedema.  In  addi- 
tion, it  could  be  simultaneously  demonstrated 
that  the  sera  from  the  majority  of  patients 
with  Graves’  disease  contained  a 7s  gamma 
globulin  with  an  affinity  for  thyroid  cell 
cytoplasm.  The  antigen  for  this  substance  is 
not  destroyed  by  polar  solvents,  its  presence 
is  not  correlatable  with  thyroid  antibodies, 
and  it  occurs  independently  of  the  presence 
of  infiltrative  exophthalmos  or  pretibial 
myxedema.  This  material  can  be  correlated 
with  LATS  activity  in  the  McKenzie  Assay 
and  appears  to  be  related  to,  or  identical  with, 
LATS.  In  my  own  experience,  this  assay  has 
proved  to  be  reliable  and  clinically  helpful. 
I believe  that  this  method  for  evaluation  of 
the  humoral  factors  in  endocrine  eye  disease 
will  prove  to  be  very  significant  in  adding  to 
our  understanding  of  this  enigmatic  medical 
problem. 

T reatment 

The  majority  of  patients  suffering  from 
endocrine  eye  disease  will  benefit  from  ap- 


propriate treatment.  Fortunately,  conserva- 
tive local  measures  are  usually  sufficient. 
Treatment  should  be  guided  by  the  knowl- 
edge that  this  is  inherently  a self  limiting 
disease  which  will  run  its  course  in  approxi- 
mately two  years  in  most  patients. 

Local:  The  irritative  symptoms  suffered 
by  these  patients  can  usually  be  effectively 
relieved  by  appropriate  local  measures.  The 
initial  treatment  consists  of  instilling  lubri- 
cating eye  drops  during  the  day  and  ointment 
at  bedtime.  It  is  frequently  helpful  for  the 
patient  to  sleep  with  the  head  of  his  bed 
elevated  a few  inches.  This  avoids  the  pas- 
sive congestion  which  develops  during  the 
sleeping  hours  with  resulting  aggravation 
of  local  edema.  If  marked  lid  retraction 
causes  the  eyes  to  remain  open  at  night, 
taping  the  upper  lid  down  to  the  cheek  at 
night  may  be  helpful.  Goggles  or  ocular 
shields  which  retain  moisture  can  be  worn 
at  night  to  prevent  drying  and  exposure,  but 
are  quite  cumbersome. 

Troublesome  diplopia  in  early  stages  of 
the  disease  due  to  muscle  imbalance  can  oc- 
casionally be  helped  by  incorporating  appro- 
priate corrective  prisms  in  spectacles  or 
by  occluding  one  eye.  Patients  usually  adjust 
remarkably  well  to  imbalance  in  eye  position 
in  later  stages  of  the  disease  with  little  or 
no  complaint  of  diplopia. 

One  form  of  local  treatment  which  has 
fallen  into  disfavor  in  recent  years  is  appli- 
cation of  radiation  to  the  orbit.  This  therapy 
does  have  some  effect,  probably  resulting 
from  a decrease  in  lymphocytes  and  other 
inflammatory  cells.  Radiation  has  also  been 
directed  to  the  pituitary  for  treatment  of 
this  disease,  but  it  has  never  been  widely 
employed  nor  is  it  frequently  used  at  the 
present  time. 

The  use  of  guanethidine  eye  drops  for 
relief  of  lid  retraction  has  recently  been 
described.*®  In  my  own  experience  this  agent 
is  difficult  to  obtain,  difficult  to  incorporate 
into  a suitable  ophthalmic  preparation,  and 
causes  a good  deal  of  local  irritation.  How- 
ever, it  does  seem  that  further  exploration 
of  the  uses  of  this  and  other  sympathicolytic 
agents  for  relief  of  lid  retraction  is  indicated. 

Although  local  steroids  have  not  been 
widely  employed,  it  should  be  kept  in  mind 
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that  subconjvmctival  and  retrobulbar  injec- 
tions of  corticosteroid  have  been  reported  to 
give  excellent  results.^’’  This  method  of  ad- 
ministration can  be  useful  in  patients  who 
are  intolerant  of  high  doses  given  systemi- 
cally. 

Systemic:  It  has  been  the  belief  of  ophthal- 
mologists generally  that  the  presence  of 
infiltrative  ophthalmopathy  should  not  dic- 
tate any  particular  alterations  in  the  stand- 
ard medical  or  surgical  management  of  the 
basic  metabolic  disorder.  In  the  past  it  has 
been  felt  that  rapid  control  of  hyperthyroid- 
ism has  a tendency  to  accentuate  the  ocular 
problems.  A comprehensive  report  from  Iowa 
University  by  Hamilton,  et  al.,^®  suggested 
that  speed  of  control  has  no  relationship  to 
the  ocular  complications.  However,  a recent 
paper  from  Presbyterian  Hospital  in  New 
York  by  Aranow  and  Day^®  supported  the 
concept  of  slow  control.  They  reported  on 
the  management  of  129  thyrotoxic  patients 
with  ophthalmopathy  over  a period  of  15 
years  with  antithyroid  drugs  according  to  a 
regimen  in  which  the  eye  findings  played  a 
determining  role.  When  the  opthalmopathic 
process  appeared  to  be  active  or  advancing, 
thyrotoxicosis  was  controlled  only  to  the  de- 
gree demanded  by  the  patient’s  general  con- 
dition; when  the  eye  problems  were  stable 
or  inactive,  euthyroidism  was  attained  rap- 
idly. None  of  the  129  patients  required  ocular 
surgery  and  in  none  did  the  ophthalmopathy 
become  significantly  worse.  In  this  series, 
the  most  significant  eye  findings  were  con- 
sidered to  be  vascular  congestion,  edema, 
lid  retraction,  and  limitation  of  motility.  The 
amount  and  change  in  proptosis  appeared 
to  be  the  least  significant  of  all  findings  in 
evaluating  the  severity  of  disease  and  the 
response  to  treatment.  This  verifies  the  im- 
pression of  many  that  fixation  on  measure- 
ments of  proptosis  has  often  obscured  more 
important  facets  of  the  problem.  This  encour- 
aging paper  leaves  unanswered  the  problem 
of  managing  patients  with  infiltrative  oph- 
thalmopathy of  the  endocrine  type  without 
demonstrable  thyrotoxicosis.  Also,  it  is  pos- 
sible that  some  of  the  patients  in  this  series 
may  ultimately  develop  late  problems  with 
infiltrative  ophthalmopathy  after  more  time 
has  passed.  Although  total  thyroid  ablation 


by  either  medical  or  surgical  means  has  been 
advocated^°'2^  as  the  best  method  of  control- 
ling ocular  complications,  this  approach  is 
not  widely  practiced. 

Such  nonspecific  agents  as  sedatives  and 
diuretics  can  provide  a measure  of  relief 
from  the  milder  symptoms,  but  are  not  de- 
finitive for  the  control  of  the  difficulties 
encountered  in  the  florid,  progressive  stage 
of  the  disease. 

The  systemic  treatment  which  has  proved 
to  be  most  effective  in  controlling  the  severe 
manifestations  of  infiltrative  ophthalmopathy 
is  larger  doses  of  corticosteroid.  This  may  be 
supplemented  by  corticotropin.  It  is  now 
realized  that  past  failures  usually  involved 
inadequate  dosage.  In  a recent  paper  dis- 
cussing the  use  of  corticosteroid  for  treat- 
ment of  malignant  exopthalmos,  Wemer^^ 
pointed  out  that  there  is  a critical  threshold 
dosage,  below  which  the  patient  will  not 
respond;  therefore,  if  large  doses  of  corti- 
costeroid are  not  effective,  even  greater 
amounts  should  be  given.  As  a general  rule, 
80  mgm  of  prednisone  or  its  equivalent  is 
the  initial  daily  dose.  After  allowing  approxi- 
mately one  week  for  evaluation  of  therapeu- 
tic response,  the  dosage  can  gradually  be 
reduced  over  a period  of  weeks  to  a mainten- 
ance level.  Many  patients  will  require  5-2.0 
mgm  daily  for  a long  period  of  time. 

Brown,  et  al.,^®  have  published  an  excel- 
lent paper  outlining  the  general  protocol  for 
adrenal  steroid  therapy  of  severe  infiltrative 
ophthalmopathy.  A few  general  points  con- 
cerning this  therapeutic  approach  are  worth 
emphasizing.  The  decision  to  use  systemic 
corticosteroid  must  be  based  on  the  severity 
of  the  condition.  The  majority  of  patients 
with  infiltrative  ophthalmopathy  do  not  re- 
quire it.  Only  those  with  fulminating  and 
advanced  progression  which  severely  threat- 
ens ocular  function  are  candidates  for  this 
treatment.  It  should  be  especially  empha- 
sized that  the  use  of  corticosteroid  is  not 
indicated  nor  effective  in  the  quiescent  stage 
of  the  disease.  Patients  are  often  seen  who 
have  passed  through  the  acute  infiltrative 
phase  with  a spectacular  amount  of  residual 
exophthalmos,  lid  retraction,  and  ocular  im- 
balance. The  ingenuous  therapist  may  be 
tempted  by  the  distressing  appearance  of 
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the  patient  to  institute  maximum  therapy 
of  many  types,  including  corticosteroid.  It  is 
worth  emphasizing  again  that  the  amount 
and/or  rapidity  of  progression  of  the  measur- 
able proptosis  is  the  least  significant  indicator 
of  the  status  of  the  disease  and  provides  no 
basis  for  therapy  or  response  to  therapy.  It 
goes  without  saying  that  the  use  of  high 
doses  of  corticosteroid  should  be  undertaken 
with  the  cooperation  of  a knowledgeable  in- 
ternist, since  these  agents  have  many  major 
side  effects.  However,  if  corticosteroids  are 
indicated  and  prove  to  be  effective,  the  oph- 
thalmologist must  insist  upon  having  the 
major  role  in  directing  the  treatment  pro- 
gram. The  traditionally  conservative  intern- 
ist will  be  alert  for  signs  of  peptic  ulcer, 
hypertension,  electrolyte  imbalance,  osteo- 
porosis, etc.,  and  may  be  tempted  to  halt 
therapy  if  any  adverse  effects  are  noted. 
However,  if  the  corticosteroid  appears  to  be 
effective  in  averting  blinding  disease,  the 
ophthalmologist  must  not  let  anything  less 
than  life-threatening  complications  of  ther- 
apy interfere  with  the  program. 

Almost  all  other  known  hormonal  agents, 
including  the  standard  male  and  female 
I preparations,  have  been  used  in  clinical  and 
1 laboratory  situations  as  a therapy  for  endo- 
crine eye  disease.  No  firm  evidence  has  been 
i produced  to  show  that  any  agent  other  than 
corticosteroid  and  corticotropin  is  effective. 
Thyroxine,  thyroid,  and  1-131  have  all  been 
tried.  The  results  have  been  equivocal  and 
somewhat  obscured  by  concentration  on 
measurements  of  proptosis  as  the  main  indi- 
cator of  clinical  status  and  therapeutic  re- 
sponse. Local  and  systemic  injections  of 
hyaluronidase  have  been  used  without  evi- 
dence of  benefit. 

As  with  other  major  hormonal  disorders, 
attention  has  been  directed  to  the  pituitary. 
This  has  led  to  determined  assaults  on  this 
structure,  mainly  by  radiation  and  surgery. 
No  firm  evidence  has  been  obtained  that 
pituitary  destruction  or  ablation  is  effective. 
In  fact,  there  is  definite  clinical  and  labora- 
tory evidence  that  it  is  not.^^-^®-^® 

Surgical  treatment 

Surgical  orbital  decompression  by  a vari- 
ety of  approaches  has  been  the  classic  opera- 
tion for  relieving  the  more  severe  mani- 


festations of  infiltrative  ophthalmopathy. 
Many  opthalmic  surgeons  feel  that  lateral 
orbital  decompression  can  be  done  as  ef- 
fectively and  more  safely  than  by  other 
routes.  There  has  been  a marked  decrease 
in  frequency  of  this  type  of  surgery  in  recent 
years,  as  more  information  concerning  the 
natural  history  of  the  disease  has  been  ac- 
cumulated; has  also  become  more  widely 
realized  that  intensive  use  of  systemic  corti- 
costeroid can  usually  control  the  more  serious 
ocular  problem  in  the  florid  stage  of  the 
disease.  In  fact,  many  students  of  endocrine 
eye  disease  now  believe  that  surgical  decom- 
pression of  the  orbit  is  rarely,  if  ever,  indi- 
cated. However,  occasional  papers  advocating 
this  operation  continue  to  appear  in  the  lit- 
erature.^^'^®  Careful  study  of  these  reports 
verifies  the  impression  that  this  is  a rela- 
tively innocuous  operation  if  performed  by 
an  experienced  surgeon.  It  is  quite  possible 
that  the  clinical  improvement  described  in 
patients  subjected  to  this  operation  might 
have  resulted  from  supportive  local  measures, 
use  of  corticosteroid,  and  the  natural  tend- 
ency for  spontaneous  remission. 

Another  classic  procedure  for  relief  of 
exposure  problems  resulting  from  proptosis 
and  lid  retraction  is  tarsorrhaphy.  Partial 
closure  of  the  lid  fissure,  usually  by  creation 
of  adhesions  laterally,  is  still  a widely  utilized 
and  effective  operation. 

Another  operation  which  is  a practical 
and  effective  means  of  relieving  both  func- 
tional and  cosmetic  problems  in  these  unfor- 
tunate patients  is  recession  of  the  levator 
palpebrae.  This  was  advocated  many  years 
ago  by  Goldstein,^®  but  was  largely  ignored 
for  a long  period  of  time.  This  operation  has 
been  the  subject  of  renewed  interest  by  many 
thoughtful  ophthalmic  surgeons  in  recent 
years.®”'®^  In  my  experience  definite  benefit 
can  be  obtained  by  providing  better  protec- 
tion of  the  cornea  and  improving  appearance 
with  this  relatively  simple  procedure. 

Surgical  correction  of  strabismus  result- 
ing from  infiltrative  ophthalmopathy,  usually 
involving  severe  limitation  of  elevation,  has 
been  described  by  Miller.®^  The  basic  problem 
is  usually  found  to  be  fibroadhesive  connec- 
tions between  the  inferior  rectus  and  inferior 
oblique  muscles  and  to  the  orbital  floor. 
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From  personal  experience  I can  verify  that 
these  anatomical  abnormalities  are  present 
and  that  surgery  is  effective.  It  must  be 
stressed  that  this  type  of  surgery  should  not 
be  performed  in  the  active  stage  of  the 
disease. 

Summary 

The  diagnosis  of  endocrine  eye  disease 
can  best  be  made  by  the  clinician  who  is 
well  acquainted  with  the  problem.  Increas- 
ingly sophisticated  and  reliable  laboratory 
tests  are  becoming  available  for  confirma- 
tion. 


Any  treatment  which  is  employed  for 
relief  of  infiltrative  ophthalmopathy  must 
be  guided  by  the  knowledge  that  this  is  a 
self  limited  disease.  In  the  majority  of  pa- 
tients, conservative  local  measures  will  suf- 
fice. The  more  severe  problems  in  the  active 
stage  of  the  disease  call  for  intensive  treat- 
ment, the  most  effective  of  which  is  systemic 
corticosteroid.  The  later  problems  may  be 
dealt  with  by  reconstructive  surgery  for  par- 
tial closure  of  the  lids,  recession  of  the  levator 
palpebrae  and  correction  of  muscle  imbal- 
ance. 
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Case  presentation 

A 14-year-old  male  student  was  admitted  to 
the  hospital  on  August  18,  1965,  with  lassitude, 
pallor,  cramps  of  fingers  and  toes,  anorexia  and 
occasional  vomiting  for  one  year.  He  had  been 
in  good  health  before  the  insidious  development 
of  these  symptoms.  He  had  had  enuresis  until 
the  age  of  8 years.  During  the  year  before  ad- 
mission, his  weight  had  declined  from  77  to  75  lbs. 
Elsewhere  he  had  been  foimd  to  have  proteinuria 
(0.24  Grams/24  hrs.)  with  occasional  WBC  and 
RBC  but  no  casts,  urinary  specific  gravity  (SG) 
1.006  to  1.008,  and  E.  coli  on  culture  of  the  urine. 
Hemoglobin  was  8.3  Grams/100  ml,  volume  of 
packed  red  cells  (VPRC)  24  ml/100  ml,  blood 
glucose  136  mg/100  ml  and  blood  urea  nitrogen 
(BUN)  259  mg/100  ml.  Intravenous  pyelogram 
failed  to  visualize  urinary  collecting  structures. 
Diagnosis  of  chronic  pyelonephritis  was  made 
from  open  right  renal  biopsy.  He  was  referred 
to  the  urological  service  of  the  University  Medical 
Center. 

His  parents  and  3 siblings  are  in  good  health. 
There  was  no  family  history  of  diabetes  or  renal 
disease.  There  were  no  known  exposure  to  toxic 
substances,  allergies  or  antecedent  febrile  illnesses. 
He  had  had  some  polyuria  and  polydipsia  but 
usually  micturated  about  every  3 hours  during 
the  day  and  only  occasionally  during  the  night. 
He  mentioned  occasional  vague  discomfort  in  the 
loins.  There  had  been  no  dysuria,  fever,  chills 
or  abnormal  appearance  of  the  urine.  Past  history 
was  otherwise  uneventful. 

Physical  examination  disclosed  T 98° (F),  P 100, 
R 20,  BP  90/60,  height  58  inches  and  weight  73  lbs. 
The  patient  was  an  alert,  thin,  pale  adolescent 
boy  who  was  not  acutely  ill.  Glasses  were  worn 
for  a refractive  error.  Except  for  pallor  of  the 
conjunctivae  and  fundi,  the  eyes  were  normal. 
The  remainder  of  the  head,  neck,  chest,  lungs 
and  heart  were  unremarkable.  The  abdomen  was 
soft,  somewhat  diffusely  tender  and  free  of  en- 

’Presented  December  1,  1967  at  the  Clinicopathological 
Conference  of  University  of  Utah,  affiliated  Hospitals, 
University  of  Utah  Medical  School,  Salt  I^ake  City. 


larged  organs  or  masses,  but  there  were  healing 
sites  of  needle  puctures.  The  genitalia  were  nor- 
mal, as  were  the  back  and  extremities,  with  good 
pulses  and  no  loin  tenderness  or  edema. 

Urine  specimen  was  clear,  straw  with  pH  6.0, 
SG  1.005,  protein  2+,  rare  WBC  and  epithelial 
cells,  and  bacteria  2-1-.  Urine  culture  Proteus 
mirabilis,  > 100,000/ml.  VPRC  was  30.  White 
blood  cell  count  (WBC)  was  8,100  with  82  per 
cent  neutrophils,  1 per  cent  basophils,  13  per  cent 
Isrmphocytes  and  4 per  cent  monocytes.  VDRL 
was  non-reactive.  BUN  was  230,  creatinine  8.5, 
glucose  108,  uric  acid  9.5,  calcium  9.5,  and  phos- 
phorus 8.1  mg.  100  ml.  Albumin  was  4.4  and 
globulin  2.3  Grams/100  ml.  Sodium  was  132, 
potassium  4.7,  chloride  98  and  bicarbonate  11.2 
mEq./liter.  Alkaline  and  acid  phosphatases  were 
respectively  21.2  and  1.4  King- Armstrong  units/ 
100  ml  of  serum. 

X-ray  study  of  chest  was  normal.  Cysto- 
urethrogram  showed  moderate  left  vesico-ureteral 
reflux  on  voiding  and  normal  bladder  and  urethra. 
Retrograde  pyelography  on  only  the  left  side 
demonstrated  a diminutive  collecting  system  with 
only  slight  blunting  of  the  calyces.  Skeletal  studies 
showed  diffusely  diminished  bone  density  with 
bone  age  of  11  yrs. 

Peritoneal  dialysis  was  performed  several  times 
and  4 units  of  whole  blood  were  administered.  He 
felt  improved.  The  VPRC  was  36,  BUN  62, 
creatinine  6.3,  bicarbonate  23.2  but  Na  was  131 
and  Cl  88.  He  was  discharged  on  September  2 
after  receiving  instructions  for  a diet  with  40 
Grams  of  protein.  Ampicillin  250  mg.  orally  4 
times  a day  was  prescribed.  During  brief,  sub- 
sequent admissions,  he  required  blood  transfusions 
and  peritoneal  dialyses  because  of  anemia,  BUN 
of  120-245  and  creatinine  of  7.1-15.3.  Mycostatin 
was  given  for  oral  thrush  in  March,  1966.  Because 
of  recurrent  hyponatremia  and  acidosis,  he  was 
given  sodium  bicarbonate.  There  was  progression 
of  bone  changes  which  were  considered  to  repre- 
sent renal  osteodystrophy.  He  became  very  weak. 
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Final  admission  of  the  patient  was  April  14, 
1966  because  of  sudden  respiratory  distress,  nau- 
sea, vomiting  and  acrocyanosis.  He  was  afebrile 
with  BP  110/70,  P 150  and  R 40.  He  was  very 
dyspneic,  cyanosed  and  clammy.  The  neck  veins 
were  distended  when  he  was  sitting  upright.  A 
friction  rub  was  heard  at  the  right  base  postero- 
laterally,  and  a few  rales  were  present  in  the 
right  lung.  The  left  lung  was  clear.  Except  for 
regular  tachycardia,  the  heart  was  normal.  The 
abdomen  was  somewhat  tender  and  distended 
with  the  liver  edge  4 cm.  below  the  right  costal 
margin.  There  were  several  pustules  and  distal 
cyanosis  of  the  extremities  but  no  sign  of  throm- 
bophlebitis or  edema.  Neurological  examination 
was  normal. 

VPRC  was  40  and  WBC  was  17,700  with  a shift 
to  the  left.  Urine  had  SG  1.010  with  protein 
4-|-  and  15-20  WBC/high-power  field.  BUN  was 
296,  creatinine  13.2,  fasting  blood  glucose  148, 
Na  141,  K 5.0,  Cl  104,  bicarbonate  7.6  and  Ca  7.0. 
Moderate  cardiomegaly  and  pulmonary  congestion 
were  apparent  on  chest  X-ray.  An  electrocardio- 
gram showed  right  axis  deviation,  non-specific  S-T 
and  T changes  and  possible  left  ventricular  en- 
largement. 

The  patient  received  digitalis  and  underwent 
peritoneal  dialysis  with  hypertonic  solution.  Dysp- 
nea was  greatly  relieved.  Pericardiocentesis 
yielded  bloody  fluid  with  a VPRC  of  17,  and  there 
was  subsequent  further  symptomatic  improve- 
ment with  lessened  neck  vein  distention.  He  be- 
came ambulatory  and  was  maintained  on  a diet 
of  low  sodium  content  and  peritoneal  dialysis  was 
performed  weekly,  but  he  slowly  deteriorated. 
Various  species  of  bacteria  were  recovered  at  dif- 
ferent times  from  urine  cultures.  For  a time,  he 
received  cephalothin.  After  one  dialysis,  he  de- 
veloped severe  leg  pains,  then  bizarre  behavior 
and,  finally,  he  convulsed.  He  was  relieved  after 
the  intravenous  administration  of  large  quantities 
of  calcium  gluconate,  after  which  he  was  given 
calcium  gluconate  2.4  Grams  and  calciferol  50,000 
I.  U.  orally  each  day. 

On  June  8,  he  was  dyspneic  and  had  dullness 
and  diminished  breath  sounds  over  the  left  hemi- 
thorax.  A chest  x-ray  confirmed  the  presence  of 
a left  pleural  effusion.  Bloody  fluid  was  removed 
by  thoracentesis,  resulting  in  improvement.  After 
being  at  home  for  the  week-end,  he  returned  very 
ill  with  severe  dyspnea,  a persistent  cough  prob- 
ably contributed  to  the  inadvertent  pneumothorax 
which  resulted  from  an  attempted  thoracentesis. 
Insertion  of  an  anterior  chest  tube  yielded  puru- 
lent fluid  containing  Gram-positive  cocci.  Treat- 
ment with  penicillin  was  begun  but  his  condition 
further  deteriorated,  and  he  became  hypotensive. 
The  serum  potassium  rose  to  6.2  mEq./L.  Pleural 
drainage  amounted  to  2 L./24  hrs.  He  received 
intravenous  fluids,  including  albumin.  An  ion- 
exchange  resin  was  employed  in  an  attempt  to 
reduce  serum  potassium.  On  June  14,  just  after 


peritoneal  dialysis  was  reinstituted,  the  patient 
suddenly  died.  Resuscitation  attempts  were  un- 
successful. 

Clinical  discussion 

Dr.  James  Yelderman:  The  symptoms  and 
course  in  this  patient  simply  reflect  his  chronic 
uremic  state.  Frequently  such  patients  have  ex- 
tensive investigations  of  gastrointestinal  or  neu- 
rological symptoms  before  it  is  appreciated  that 
they  have  chronic  renal  failure,  particularly  when 
urinary  findings  are  meager.  The  finding  of  pro- 
teinuria, bacilluria,  and  a low  urinary  specific 
gravity  led  to  further  investigations  in  this  patient. 
The  performance  of  excretory  urography  initially 
indicates  that  his  renal  function  had  not  been 
evaluated  beforehand.  An  extensive  procedure 
was  performed  which  was  without  value  in  this 
instance. 

I am  not  sure  of  the  significance  of  the  enuresis 
in  this  patient,  particularly  in  the  absence  of  any 
associated  urinary  tract  symptoms.  However,  ab- 
normalities of  the  urinary  tract  have  been  re- 
ported in  some  series  to  be  as  high  as  20  to  40 
per  cent  of  patients  with  enuresis.  Enuresis  de- 
veloping in  a child  who  has  been  previously 
toilet  trained  has  more  significance  to  me  than 
if  the  symptom  was  present  from  birth. 

The  symptom  of  loin  pain  could  be  related 
to  inflammation  or  distention  of  the  upper  urinary 
tract,  particularly  in  the  presence  of  obstruction. 
Absence  of  abdominal  masses,  hypertension  and 
microscopic  hematuria  tend  to  mitigate  against 
polycystic  disease  of  the  kidney.  The  presence  of 
the  dry  azotemic  state  and  the  severity  of  the 
uremia  tend  to  exclude  nephrosis.  Also  serum  al- 
bumin was  relatively  normal,  and  protemuria  was 
not  severe. 

The  elevated  alkaline  phosphatase  suggests 
renal  osteodystrophy,  and  the  acidosis  reflects  the 
loss  of  base  and  of  the  renal  regulatory  mechan- 
isms in  acid-base  balance.  The  low  serum  sodium 
and  increased  urinary  loss  of  sodium  may  reflect 
a salt-losing  type  of  nephropathy. 

From  a urologic  standpoint,  investigation  of 
the  upper  urinary  tract  before  the  performance 
of  renal  biopsy  would  seem  to  be  in  order.  Most 
commonly,  renal  failure  in  this  age  group  is  due 
to  glomerulonephritis  or  to  some  congenital 
anomaly-  of  the  urinary  tract  with  secondary 
pyelonephritis.  Proteinuria  is  consistent  with 
glomerulonephritis,  but  the  absence  of  red  cells, 
red  cell  casts,  and  hypertension  tends  to  lead  me 
away  from  this  diagnosis.  Presence  of  bacilluria 
is  consistent  with  urinary  tract  infection  but  the 
site  of  infection  must  be  identified  as  to  whether 
there  is  upper  or  lower  tract  infection.  Absence 
of  white  cell  casts  tend  to  mitigate  against  the 
presence  of  pyelonephritis  alone.  Success  in  find- 
ing casts,  however,  is  in  direct  proportion  to  the 
enthusiasm  of  the  searcher,  the  nature  of  the  speci- 
men, the  technic  of  centrifugation,  and  the  adjust- 
ment of  illumination  of  the  microscope. 
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Since  the  information  in  the  present  illness 
does  not  reveal  the  cause  of  renal  failure,  it  is 
advisable  to  visualize  the  upper  and  lower  uri- 
nary tract.  Residual  urine  should  be  determined. 
This  permits  obtaining  a specimen  for  culture,  if 
one  has  not  already  been  obtained  by  the  mid- 
stream voiding  technic.  The  same  catheterization 
permits  performance  of  a voiding  cysto-urethro- 
gram.  The  presence  of  ureteral  reflex,  a markedly 
trabeculated  bladder  and  obstruction  at  the  vesical 
neck,  prostatic  or  anterior  urethra  could  have 
been  ascertained. 

I should  now  like  to  see  the  x-rays  of  the 
bladder  and  kidney. 

Dr.  Carlisle  C.  Smith:  Because  of  the  advanced 
degree  of  renal  failure,  retrograde  technics  had 
to  be  employed  instead  of  excretory  urography. 
The  voiding  cysto-urethrogram  showed  early  re- 
flux into  the  left  ureter  which  was  dilated.  The 
bladder  did  not  show  a great  deal  of  trabeculation. 
There  was  no  reflux  into  the  right  ureter.  During 
voiding,  the  urethra  appeared  normal. 


Fig.  1.  Retrograde  pyelogram,  left  kidney  and 
pelvis,  showing  small  renal  size,  no  calyceal  blunt- 
ing and  no  obstruction. 


Cystoscopy  and  retrograde  pyelography,  even 
though  there  was  success  in  visualizing  only  the 
, left  side,  provided  some  useful  information.  (Fig. 

1.)  The  left  ureter  was  slightly  distended  in  its 
, upper  portions.  The  most  striking  finding  was  the 
diminutive  size  of  the  left  kidney.  It  was  about 
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one-half  or  less  of  the  normal  size  with  an  essen- 
tially normal  appearing  calyceal  structure,  with 
only  minimal  blunting,  which  may  have  been  the 
result  of  pressure  from  the  injection  of  contrast 
material.  The  renal  cortex  can  be  identified  and 
appeared  to  be  of  normal  thickness.  The  x-ray 
appearance  is  not  that  of  chronic  pyelonephritis 
but  that  of  congenitally  hypoplastic  kidney.  We 
are  unable  to  make  any  conclusions  about  the 
size  of  the  kidney  on  the  right  side. 


Fig.  2.  X-ray  of  knees  showing  decreased  miner- 
alization and  very  coarse  trabeculae. 


In  the  spine  and  pelvis  as  well  as  in  films 
of  the  knees  (Fig.  2.),  one  sees  diffuse  osteo- 
porosis. There  is  extreme  coarsening  of  trabecular 
architecture.  No  frank  cysts  were  present,  how- 
ever. Epiphyseal  changes  have  not  taken  place, 
with  the  deformity  that  one  would  see  had  that 
occurred. 

Dr.  Yelderman:  It  is  unfortunate  that  we  did 
not  have  views  of  the  whole  abdomen  at  the  time 
ureteral  reflux  was  being  evaluated,  for  it  is 
possible  that  the  reflux  would  have  extended  up 
to  the  renal  pelvis.  Such  a finding  might  have 
obviated  catheterization  of  the  ureter.  Ureteral 
reflux  continues  to  be  debated  as  to  which  comes 
first,  reflux  or  infection.  In  contemplating  biopsy 
of  the  kidney,  upper  tract  visualization  is  neces- 
sary to  be  sure  of  the  location  and,  indeed,  the 
presence  of  the  kidney  on  either  side.  Cultures 
obtained  at  the  time  of  upper  tract  catheteriza- 
tion assist  in  differentiating  upper  from  lower 
tract  infection.  Confusion  can  arise  if  there  is 
reflux  of  infected  urine  in  the  inreter,  however. 
Organisms  grew  from  urine  samples  from  both 
the  left  kidney  and  the  bladder.  It  would  be 
desirable  to  know  whether  the  kidney  tissue  ob- 
tained at  the  other  hospital  was  submitted  for 
culture  or  for  the  presence  of  immunological 
phenomena  such  as  might  be  present  in  glom- 
erulonephritis. 

Dr.  Wayne  S.  Zundel:  These  procedures  were 
not  carried  out. 

Dr.  Yelderman:  We  note  that  in  the  patient’s 
interim  course,  the  hyponatremia  and  acidosis 
were  troublesome  so  sodium  bicarbonate  was 
added  to  his  regimen.  At  the  time  of  his  final 
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admission,  the  patient  came  in  with  rather  rapidly 
developing  respiratory  distress  and  cyanosis.  One 
wonders  if  the  sodium  bicarbonate  had  a part  in 
producing  tamponnade.  He  had  neck  vein  dis- 
tension, a liver  edge  well  below  the  right  costal 
margin,  but  no  edema.  There  was  a friction  rub 
at  the  right  base  posterolaterally  and  a few  rales 
in  the  right  lung.  I should  like  now  to  see  the 
chest  x-rays  during  this  admission. 

Dr.  Smith:  An  earlier  chest  film  shows  a nor- 
mal heart  size  and  clear  lungs,  on  the  first  admis- 
sion. Considerable  change  was  noted  in  the  first 
fihn  of  the  April  admission  with  distinct  car- 
diomegaly  and  minimal  vascular  enlargement.  A 
small  amount  of  fluid  may  be  present  in  the  right 
costo-phenic  angle.  A later  film  shows  some  air 
in  the  pericardial  cavity,  introduced  at  the  time 
of  pericardiocentesis. 

Dr.  Yelderman:  The  patient  was  then  digi- 
talized and  underwent  peritoneal  dialysis  with 
hypertonic  fluid  in  order  to  draw  off  excess  body 
water,  resulting  in  great  improvement  of  his  dysp- 
nea. Pericardiocentesis  revealed  bloody  fluid  con- 
sistent with  reports  of  serosanguinous  polyserositis 
in  uremic  patients.  Despite  repeated  peritoneal 
dialyses,  the  patient  continued  to  have  difficulties 
and  his  urine  was  found  to  contain  bacteria.  Ac- 
cordingly, he  was  treated  with  cephalothin.  This 
raises  the  question  of  whether  his  seizures  may 
have  been  due  to  that  agent  or  to  other  problems 
■such  as  hypocalcemia. 

In  June,  bloody  pleural  fluid  was  removed  by 
left  thoracentesis.  Later,  he  coughed  during  at- 
tempted thoracentesis,  producing  a pneumothorax. 
A chest  tube  was  inserted,  revealing  that  he  had 
developed  an  empyema.  Let  us  now  see  the  films 
of  the  chest  in  June. 


Fig.  3.  Chest  film,  late  in  the  patient’s  course, 
showing  cardiomegaly  and  left  pleural  effusion. 

Dr.  Smith:  The  most  striking  finding  on  ad- 
mission in  June  was  a large  pleural  effusion  on 
the  left  side  (Fig.  3).  There  seems  to  be  some 
tendency  for  loculation  of  the  fluid.  The  heart 
appears  at  the  upper  limits  of  normal  size.  Lung 
vascular  markings  are  only  slightly  increased. 
Further  study  a few  days  later  revealed  total 
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collapse  of  the  left  lung  and  the  mediastinum 
has  shifted  toward  the  right.  Later  films  show 
good  removal  of  fluid,  with  just  a small  air  bubble  | 
in  the  pleural  space.  The  final  film  shows  a chest  ; 
tube  in  place  on  the  left,  with  some  fluid  and 
gas  present.  Heart  size  sind  vascular  congestion 
of  the  lungs  are  increased,  but  not  to  the  degree 
often  seen  in  terminal  uremia. 

Dr.  Yelderman:  Near  the  end  of  his  course, 
penicillin  was  started  and  the  patient  became 
hypotensive.  Again  the  question  is  raised  of  an 
effect  on  neuromuscular  irritability,  and  of  pro-  ' 
pensity  to  seizures  associated  with  the  use  of 
penicillin  in  a uremic  patient.  The  potassium  be- 
gan to  rise,  and  the  question  also  arises  as  to  the 
contribution  to  this  elevation  by  the  penicillin 
which  contains  potassium.  Exchange  resins  and 
dialysis  were  used  in  an  attempt  to  lower  the 
potassium.  The  digitalis  present  would  not  be 
dialyzable,  and  therefore  there  may  have  been 
some  element  of  digitalis  intoxication,  with  the 
lowering  of  potassium.  } 

The  evidence  we  have  points  to  something  other  | 
than  glomerulonephritis,  pyelonephritis  or  simple 
obstructive  uropathy,  as  outlined  previously.  He  \ 
does  not  appear  to  have  hereditary  interstitial  . 
nephritis,  which  would  be  associated  with  audi-  | 
tory  disturbances — Allport’s  syndrome.  I do  not 
believe  he  had  Lowe’s  syndrome,  which  is  ac- 
companied by  mental  retardation.  Polycystic  ' 
disease  is  pretty  well  excluded  by  the  absence  of  • 
hypertension,  hematuria,  and  palpable  abdominal 
masses.  However,  there  are  microcystic  forms  of 
polycystic  disease.  Collagen  vascular  disease  is  . 
also  imlikely  because  of  the  absence  of  cellular  I 
elements  in  the  urinary  sediment.  Hypoplasia 
must  remain  high  on  the  list  of  considerations 
because  of  the  roentgenologic  findings.  Urinary  1 
pH’s  are  not  indicative  of  renal  tubular  acidosis,  j 
A congenital  defect  remains  the  outstanding  choice,  ^ 
whether  hypoplasia  or  an  atypical  form  of  medul- 
lary cystic  disease.  Medullary  cystic  disease  has 
certain  characteristics  which  fit  this  patient  well: 
he  was  not  hypertensive;  he  did  not  have  edema; 
yet,  a salt-losing  nephritis  can  result  in  the  failure 
to  develop  hypertension  or  edema.  Patients  with 
medullary  cystic  disease  have  proteinuria  but 
do  not  have  cellular  elements  or  casts.  Profound 
anemia  is  characteristic  of  this  disease,  but  is 
equally  well  found  in  amy  uremic  patient.  The 
x-rays  do  not  permit  the  positive  diagnosis  of 
medullary  cystic  disease,  so  I shall  have  to  stick 
with  congenital  hypoplasia  with  pyelonephritis 
superimposed.  I believe  also  that  this  child  will 
show  the  changes  of  secondary  hjrperparathyroid- 
ism  with  osteomalacia  and/or  osteitis  fibrosa  cys- 
tica. I think  that  this  patient  literally  outgrew 
his  kidneys.  His  bone  age  was  arrested  at  11 
years,  indicating  that  the  renal  failure  had  been 
present  for  some  time.  His  cardiopulmonary  prob- 
lems included  pericardial  effusion  and  pleural 
effusion  which  later  turned  into  an  empyema. 

I suspect  that  he  died  from  hyperkalemia,  al- 
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though  the  possibility  of  septicemia  is  real  because 
he  has  pustules  on  his  skin  and  subsequently  had 
an  empyema  with  gram-positive  cocci. 

DR.  YELDERMAN’S  DIAGNOSES: 

1.  Congenital  hypoplasia  of  kidneys  with 
pyelonephritis 

2.  Secondary  hyperparathyroidism 

3.  Uremic  pericardial  and  pleural  effusion 

4.  Empyema. 

Dr.  H.  Allan  Bloomer:  I would  like  to  support 
Dr.  Yelderman  in  his  contention  that  this  patient 
does  not  have  plain  old  pyelonephritis,  despite 
the  fact  that  this  was  diagnosed  by  open  renal 
biopsy.  I always  feel  insecure  about  using  the 
non-specific  histology  that  one  does  see  in  bacterial 
infections  of  the  kidney,  but  also  that  one  sees 
in  a wide  variety  of  kidney  disease.  There  are 
a number  of  examples  where  the  appearance  is 
similar,  such  as  hereditary  interstitial  nephritis, 
lead  nephropathy,  and  patients  with  Kimmelstiel- 
Wilson  disease  uncomplicated  by  infection. 

A bothersome  feature  of  this  patient  is  some- 
thing which  one  seldom  sees  in  terminal  uremia, 
namely  urine  of  low  specific  gravity.  In  the 
terminal  stages,  most  patients  have  isosthenuria, 
that  is,  urine  specific  gravity  of  1.010  or  1.012, 
about  the  same  as  plasma  water.  The  unusual 
finding  in  this  patient  of  low  specific  gravity  and 
with  polyuria  may  well  indicate  that  he  had  hypo- 
plastic kidneys. 

Dr.  Burt  Janis:  I doubt  very  much  that 
cephalothin  had  anything  to  do  with  the  patient’s 
neurological  manifestations.  Cephalothin  levels 
do  not  increase  in  the  presence  of  renal  failure, 
because  the  pathways  of  disposal  are  mainly  ex- 
trarenal. 

Dr.  J.  W.  Athens:  I would  like  to  ask  whether 
the  thickness  of  the  renal  cortex  helps  to  differ- 
entiate between  a hsTpoplastic  kidney  and  medul- 
lary cystic  disease. 


Fig.  4.  The  kidney  is  small  with  thinning  of  the 
cortex.  There  are  numerous  cysts  throughout  the 
medulla.  The  renal  pelvis  is  thickened. 


Dr.  Yelderman:  In  general,  the  atrophy  one 
sees  with  pyelonephritis  is  usually  associated  with 
a calyectasis  or  clubbing  of  the  calyces  and  marked 
reduction  of  the  cortical  thickness.  This  does  not 
necessarily  have  to  be  the  case  with  hypoplasia 
except  if  there  is  secondary  infection. 

Dr.  Bloomer:  I would  agree.  The  thickness 
of  the  cortex  is  so  variable  that  I do  not  think 
it  would  influence  me  one  way  or  the  other. 

Dr.  Gerasim  Tikoff:  To  what  are  you  attribut- 
ing the  pleural  reaction,  first  on  the  right  and 
then  on  the  left  side? 

Dr.  Yelderman:  Well,  there  was  no  significant 
effusion  on  the  right  side.  There  was  slight  con- 
gestion of  the  lungs.  I wonder  if  this  doesn’t  re- 
flect the  polyserositis  that  goes  along  with  uremia. 


Fig.  5.  This  low  magnification  histologic  section  of 
the  kidney  demonstrates  the  cysts  in  the  medulla. 


Pathologic  discussion 

Dr.  Pasquale  A.  Cancilla,  Pathologist:  The  pa- 
tient had  an  interesting  renal  disease  with  medul- 
lary sponge  kidneys.  Each  kidney  weighed  40 
grams,  which  is  extremely  small.  The  cortex  was 
intact  but  there  were  numerous  cysts  in  the  medul- 
la producing  this  sponge-like  appearance  (Fig.  4). 
The  renal  pelves  were  normal  except  for  a slight 
thickening  and  the  ureters  were  slightly  dilated. 
The  urinary  bladder  was  slightly  dilated  and 
trabeculated. 

Low  power  microscopic  views  of  the  kidney 
showed  several  large  cysts  with  numerous  small- 
er satellite  cysts  surrounding  them  in  the  medulla 
(Fig.  5).  Their  lining  was  intact  and  they  prob- 
ably correspond  to  very  enlarged  collecting 
tubules.  There  was  thinning  of  the  cortex  and 
extensive  fibrosis.  A chronic  inflammation  and 
marked  atrophy  of  the  tubules  were  present  in 
all  of  the  sections  and  there  were  numerous 
tubules  filled  with  pus  cell  casts  (Fig.  6).  We 
were  able  to  demonstrate  organisms,  and  cultures 
taken  from  the  ureters  contained  greater  than 
100,000  Klebsiella  organisms  per  ml. 
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The  heart,  too,  was  extraordinary.  The  peri- 
cardium separated  with  great  difficulty,  and  there 
was  a typical  uremic  pericarditis  (Fig.  7).  There 
was  a large  locule  of  pericardial  fluid  that  con- 
tained 100  cc.  of  thick  bloody  fluid.  There  was 


Fig.  6.  Higher  magnification  of  the  kidney.  There 
is  periglomerular  and  interstitial  fibrosis,  tubular 
atrophy  and  acute  and  chronic  inflammation. 


Fig.  7.  Photomicrograph  of  a portion  of  the  epi- 
cardium  with  fibrosis  and  vascularization. 


fibrin  on  the  surface  of  the  pericardium  without 
any  inflammation  so  that  this  almost  certainly 
represents  uremic  pericarditis. 

Each  pleural  cavity  contained  about  700  cc. 
of  fluid.  There  was  fibrinous  pleuritis  bilaterally. 
The  pleural  surface  of  the  left  diaphragm  and 
pleura  of  the  left  lung  were  covered  with  a 
fibrino-purulent  exudate.  Massive  accumulations 
of  gram  positive  cocci  were  seen  on  the  surface 
of  this  pleura.  These  proved  to  be  coagulase- 
positive  Staphylococcus  aureus  on  culture. 

There  was  extensive  hemosiderosis  of  the  liver, 
pancreas  and  spleen.  The  parathyroid  glands 
were  slightly  enlarged  and  sections  of  bone 
showed  lacunar  resorption  in  all  bones  examined. 

Within  the  past  three  months,  there  have  been 
reports  of  medullary  cystic  disease  or,  as  it  is 
called  in  Europe,  nephronophthisis.’  "'^  A blind 
study,  comparing  histological  material  from  cases 
in  Europe  and  the  United  States  revealed  that 
there  were  no  essential  differences  in  the  histo- 
logical findings  and  in  both  instances  there  v/as 
hyposthenuria  and  salt-wasting.  Renal  failure 
occurred  late.  The  disease  may  occur  as  a sporadic 
disease,  or  may  be  transmitted  as  either  an  auto- 
somal dominant  or  recessive.  There  was  no  family 
history  in  this  case,  but  it  would  be  advisable  to 
check  the  family  whenever  a case  such  as  this 
appears. 

PATHOLOGIC  DIAGNOSES: 

1.  Medullary  cystic  disease  of  kidneys  with 
pyelonephritis 

2.  Secondary  hyperparathyroidism 

3.  Uremic  pericarditis 

4.  Empyema 

5.  Hemosiderosis  of  liver,  pancreas  and  spleen 

Dr.  Athens:  How  long  do  these  patients  usually 

survive? 

Dr.  Cancilla:  Death  may  occur  any  time  from 
early  childhood  to  young  adult  life.  There  can 
be  a span  of  several  years  between  the  onset  of 
symptoms  and  death. 

Dr.  Yelderman:  I do  not  know  that  I would 
be  happy  to  describe  this  as  the  usual  form  of 
medullary  sponge  kidney.  I differentiate  medul- 
lary sponge  kidney  from  medullary  cystic  disease. 
Many  patients  with  medullary  sponge  kidney  can 
go  through  a long  life  without  any  difficulty. 
They  do  not  have  hypertension  and  many  have 
hematuria  only  if  calculi  complicate  their  cystic 
dilatation.  They  usually  do  not  have  edema  and 
renal  failure  is  an  imcommon  occurrence. 

Dr.  Bloomer:  These  are  two  different  diseases. 
They  have  been  called  the  urological  sponge  kid- 
ney and  the  uremic  sponge  kidney  to  describe  the 
expected  course. 

Dr.  Tikoff:  What  is  supposed  to  be  the  mech- 
anism of  the  hyposthenuria? 

Dr.  Bloomer:  I wish  I knew.  Since  concentra- 
tion takes  place  in  the  renal  papilla  and  since  the 
papilla  is  obliterated  by  cysts,  there  may  be  some 
kind  of  association. 
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Medical  student:  Are  the  histological  changes 
from  the  disease  itself  or  secondary  to  infection? 

Dr.  Cancilla:  It  would  appear  that  the  histology 
is  the  same  in  early  and  late  cases,  and  therefore 
a part  of  the  basic  disease.  It  is  non-specific. 
There  is  a high  incidence  of  secondary  pyelone- 
phritis. 

Dr.  Jerome  M.  Reich:  I wonder  at  this  point 
what  significance,  if  any,  you  would  attach  to 
his  enuresis? 

Dr.  Yelderman:  I cannot,  because  it  is  a very 
common  entity  and  I have  already  commented 
about  this  earlier  in  the  presentation. 

Medical  student:  What  would  be  the  prognosis 
today  with  a patient  such  as  this,  in  the  light  of 
the  hemodialysis  and  transplantation  programs? 


Dr.  Yelderman:  It  would  depend  on  the  num- 
ber of  complications  present.  Ultimately,  trans- 
plantation was  planned  for  this  patient,  but  com- 
plications prevented  it  from  being  performed. 

Dr.  Wayne  S.  Zundel:  I wonder  if  we  could 
have  a comment  about  the  degree  of  the  anemia 
by  comparison  with  the  level  of  BUN. 

Dr.  Bloomer:  I am  not  sure  what  to  say.  The 
anemia  may  simply  be  that  of  renal  disease,  but 
frequently  infection  is  a complicating  factor  and 
it  too  can  intensify  the  anemia. 

Dr.  Zundel:  I wonder  if  Dr.  Yelderman  would 
comment  on  the  hemosiderosis. 

Dr.  Yelderman:  This  patient  had  many  trans- 
fusions which  I am  sure  explains  the  deposition 
of  hemosiderin. 
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Share  Your  Medical  Journals  With  Colleagues  Overseas 

The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — after  they 
have  read  them — to  colleagues  overseas  (Asia,  Latin  America,  and  Africa)  who  wish 
to  have  access  to  current  medical  literature  but,  either  because  of  currency  regulations 
or  actual  cost  involved,  cannot  themselves  subscribe  to  medical  periodicals.  We  can  sup- 
ply you  with  the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals  (particularly  specialty  jour- 
nals), which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by  the 
American  Medical  Association  with  the  collaboration  of  The  World  Medical  Association 
to  help  alleviate  the  lack  of  current  medical  publications  and  to  further  international 
good  will.  Your  cooperation  in  this  program  will  be  greatly  appreciated  and  your 
contact  with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove  very 
gratifying.  If  you  wish  to  participate  in  this  program,  send  your  name,  address,  and 
titles  of  journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM,  Ada  Chree 
Reid,  M.D.,  c/o  The  World  Medical  Association,  Inc.,  10  Columbus  Circle,  New  York, 
New  York  10019. 
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March  8-10,  1968 
Brown  Palace  Hotel 


FRIDAY,  MARCH  8 

8:00  a.m. — Orientation  Course,  Denver  Medical  Society 

12:30  p.m.— Luncheon,  Brown  Palace  Hotel  — “COMPUTERIZED  LIBRARY  SERVICE  AND  DATA 
RETRIEVAL” 

Speaker : 

Frank  B.  Rogers,  M.D.,  Librarian,  University  of  Colorado  Medical  Center  (Formerly  Director,  National 
Library  of  Medicine,  Bethesda,  Maryland) 

2:00  p.m. — House  of  Delegates,  First  meeting.  Brown  Palace  Hotel 

4:30  p.m. — Reference  Committee  Meetings,  Brown  Palace  Hotel 


SATURDAY,  MARCH  9 

SCIENTIFIC  MEETING,  New  Hospital  Auditorium,  University  of  Colorado  Medical  Center 
Moderator:  James  A.  Henderson,  M.D. 

8:15a.m.— “DIVERTICULITIS— SEVERE  SEPTIC  COMPLICATIONS;  WHAT  IS  THE  PROPER 
OPERATION?” 

Drs.  William  Coppinger,  Theodore  Dickenson,  John  Smiley  and  William  Waddell 

9:00  a.m.— “RESPIRATORY  DISTRESS  SYNDROME  IN  INFANTS  AND  ADULTS” 

Drs.  Ernest  Cotton  and  David  Ashbaugh 

10:00  a.m.— “SEPTICEMIA  AND  SHOCK  FROM  GRAM  NEGATIVE  ORGANISMS” 

Drs.  Boyd  Bigelow,  Theodore  Eickhoff  and  Gordon  Meiklejohn 

11:00a.m.— “MASSIVE  PULMONARY  EMBOLISM;  TREATMENT  BY  SURGERY  AND  ENZYMES” 

Drs.  Bruce  Baton  and  Edward  Genton 

Patients  will  he  shown  and  their  problems  discussed  by  panel  members  and  audience. 

12:30  p.m.— “COMPREHENSIVE  HEALTH  PLANNING”  Program 

Luncheon,  Brown  Palace  Hotel 

4:00  p.m. — Meeting  of  Reference  Committee  Chairmen,  Speaker  and  Vice  Speaker,  Brown  Palace  Hotel 
4:00-6:00  p.m. — Comprehensive  Health  Planning  Workshops 


SUNDAY,  MARCH  10 

8:30  a.m. — Continental  Breakfast,  Brown  Palace  Hotel 
9:00  a.m. — Report  from  Workshops 

11:00  a.m. — House  of  Delegates,  Second  Meeting,  Brown  Palace  Hotel 
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Governor  John  A.  Love  signs  his  proclamation 
for  state-wide  observance  of  “Family  Doctor 
Week”  January  14-20  in  connection  with  the 
14th  annual  General  Practice  Review  at  the  Uni- 
versity of  Colorado  Medical  Center.  At  right  is 
Dr.  C.  Wesley  Eisele,  associate  dean  of  postgrad- 
uate education  in  the  CU  School  of  Medicine, 
who  directed  the  intensive  refresher  review  course 
for  more  than  300  practicing  family  physicians. 


Volunteer  Physicians 

Volunteer  Physicians  for  Vietnam,  an  agency 
sponsored  by  the  American  Medical  Association, 
has  just  reported  that  John  W.  Strizich,  M.D., 
Helena,  has  volunteered  to  serve  in  Vietnam  for 
a two-month  period,  from  December  29,  1967,  to 
February  29,  1968.  Our  congratulations  to  Dr. 
Strizich  for  his  willingness  to  provide  most  needed 
medical  services  in  Vietnam. 

Election  of  Officers 

The  Montana  Society  of  Anesthesiologists  has 
elected  Leon  G.  Claassen,  M.D.,  Helena,  to  serve 
as  president;  Dudley  H.  Page,  M.D.,  Great  Falls, 
vice-president;  and  William  L.  Cimino,  M.D.,  Mis- 
soula, secretary-treasurer.  The  delegate  of  this 
society  to  the  American  Association  of  Anesthe- 
siologists is  Leonard  E.  Kuffel,  M.D.,  Missoula, 
and  the  alternate  delegate  is  Dr.  Page.  . . At 
the  recent  meeting  of  the  Western  Montana  Medi- 
cal Society,  Clarke  G.  McCarthy,  M.D.,  Missoula, 
was  installed  as  president  for  1968  and  H.  R. 
Crisman,  M.D.,  Missoula,  was  named  president- 
elect. William  J.  McDonald,  M.D.,  Missoula,  was 
elected  vice-president,  and  B.  J.  McLaverty,  M.D., 
Missoula,  secretary-treasurer. 


Dr.  Homer  Smith  Renamed  hy  Society 

Word  was  recently  received  of  the  re-election 
of  Dr.  Homer  E.  Smith,  Salt  Lake  City  ophthal- 
mologist, as  vice  president  of  the  National  Society 
for  the  Prevention  of  Blindness.  The  society, 
founded  in  1908,  is  the  oldest  voluntary  health 
agency  nationally  engaged  in  the  prevention  of 
blindness.  Dr.  Smith  has  previously  served  three 
terms  as  vice  president  of  the  group. 

He  is  also  cirrrently  serving  as  president-elect 
of  the  Utah,  State  Medical  Association. 


Colorado- Wyoming  Regional  Medical  Program 
Efforts  at  reducing  the  region’s  death  toll  from  heart  disease,  cancer  and  stroke 
will  be  aided  in  1968  with  a $339,605  continuation  planning  grant  for  the  Colorado- 
Wyoming  Regional  Medical  Program  from  the  National  Institutes  of  Health.  This  is 
the  second  one-year  planning  grant  awarded  to  the  Denver-based  RMP  which  was 
formed  one  year  ago. 

Guiding  the  RMP  is  a 21-member  advisory  group  comprised  of  members  of  the 
medical  and  lay  publics  from  both  states.  Chairman  is  Dr.  John  J.  Conger,  University 
of  Colorado  vice  president  for  medical  affairs  and  dean  of  the  medical  school.  The 
RMP  offices  are  at  the  CU  Medical  Center. 
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Ilssue's  healing  nicely. 
M anxiety  slows 
his  steps  towapd  pecovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equani!®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


idications:  For  use  in  management  of  anxiety  and  tension  occurring 
jne  or  as  accompanying  symptom  complex  to  medical  and  surgical 
.orders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
ep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  Alter  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of.  reaction  time  and  impairment  of  judgment 
' and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually’responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported,  if  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  .excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abruot  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous- Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


It  takes 
two  to... 
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oerpasil-tsidnx 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 
^ 2 (0.1  mg/50mg) 
(0.1mg/25mg) 
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Colorado  Delegate’s  Report  of  the  2l8t 
Clinical  Session  of  The  American  Medical 
Association,  Nov.  26-29,  1967  held  in 
Houston,  Texas 

The  business  and  scientific  programs  of  the 
21st  Clinical  Session  of  the  American  Medical  As- 
sociation held  in  Houston,  Texas  from  November 
26-29  were  diversified  and  very  interesting.  The 
various  councils  met  and  transacted  their  busi- 
ness the  two  days  preceding  the  actual  meeting. 

The  1968  Olympic  Games  and  some  of  the  prob- 
lems athletes  face  in  trying  to  stay  in  shape  were 
discussed  at  the  Ninth  National  Conference  on 
the  Medical  Aspects  of  Sports.  Morning,  after- 
noon and  evening  sessions  were  held  at  the  Hotel 
America.  The  conference  was  held  in  conjunc- 
tion with  the  AMA  Clinical  Convention. 

Featured  speaker  at  the  luncheon  was  Eduardo 
Hay,  M.D.,  of  Mexico  City,  director  general  of 
the  Centro  Deportivo  Olimpico  Mexicano,  who 
discussed  preparations  for  the  1968  Olympics  in 
his  city. 

A session  later  in  the  day  discussed  the  U.  S. 
Olympic  athlete.  Speakers  included  the  U.  S. 
Olympic  team  physician,  Daniel  F.  Hanley,  M.D., 
of  Brunswick,  Me.;  the  U.  S.  Olympic  vice  presi- 
dent, Merritt  H.  Stiles,  M.D.,  Spokane,  Wash.;  and 
the  executive  secretary  of  the  National  Athletic 
Trainers  Assn.,  William  E.  Newell,  RPT,  Lafayette, 
Ind. 

Serving  as  the  focal  point  was  Astrohall,  where 
approximately  130  scientific  and  nearly  100  non- 
scientific  exhibits  were  awaiting  a Convention 
throng  estimated  at  7,000,  including  at  least  3,000 
physicians. 

Of  particular  interest  were  the  postgraduate 
courses,  which  like  other  parts  of  the  Scientific 
Program,  were  acceptable  for  accredited  hours 
by  the  American  Academy  of  General  Practice. 
Topics  were  fluid  and  electrolyte  balance,  on- 
cology, cardiovascular  disease,  and  obstetrics  and 
gynecology.  These  involved  three  half-day  ses- 
sions. 

“Hotelevision,”  a popular  communications  in- 
novation introduced  at  the  Aimual  Convention  in 
Atlantic  City  last  June,  provided  registrants  with 
television  programming  in  their  hotel  rooms. 

Breakfast  Round  Table  Conferences  were  held 
on  Tuesday  and  Wednesday  mornings. 

The  three  clinical  workshops,  scheduled  Mon- 
days through  Wednesday,  were  on  Cardiovascular 
Disease,  Management  of  Common  Eye  Problems 
and  Diabetes. 

The  need  for  “positive  leadership”  and  “visible 
;!  action”  by  the  medical  profession  and  all  other 
' members  of  the  health  team  was  emphasized  to 
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Delegates  at  the  21st  Clinical  Convention  by  Mil- 
ford O.  Rouse,  M.D.,  President  of  the  AMA. 

“The  future  of  the  individual  physician,  of 
patient  care  and  of  the  methods  by  which  it  will 
be  made  available  to  all  people  do  not  depend 
on  our  efforts  alone,”  the  President  said  in  his 
keynote  address  during  Sunday’s  opening  session. 
“They  depend  also  on  the  future  attitude  of  the 
nation  toward  free  enterprise;  on  the  degree  of 
future  national  respect  for  individual  initiative; 
and  on  the  extent  of  future  over-all  acceptance 
of  the  concept  that  personal  satisfaction  and  per- 
sonal benefit  are  to  be  gained  principally  through 
personal  endeavor.” 

Dr.  Rouse  pointed  out  that  many  things  can 
be  done  only  by  government,  or  best  by  gov- 
ernment, but  added  that  many  other  things  can 
be  done  only  by  private  organizations  and  indi- 
vidual citizens  working  together. 

The  reason,  he  explained,  is  that  actions  of 
government  often  are  necessarily  negative.  For 
example,  Dr.  Rouse  said,  “Government  can  pass 
laws  against  theft,  but  no  law  can  make  a people 
want  to  be  honest  . . . Government  can  pass  laws 
against  drunkenness,  but  no  law  can  make  a peo- 
ple want  sobriety.” 

However,  he  added,  “Leaders  in  government 
understandably  see  it  as  their  duty  to  do  for  the 
people  of  this  country  whatever  they  believe,  or 
whatever  they  are  told  by  citizen  groups,  is  not 
already  being  done.  . . When  private  citizens 
abdicate  their  responsibilities  and  ask  the  gov- 
ernment to  do  a job,  government  responds  in  the 
only  way  it  can:  it  passes  more  laws.  . . And 
every  time  another  law  is  pa.ssed,  it  means  another 
small  or  large  restriction  on  somebody’s  freedom.” 

As  citizens.  Dr.  Rouse  said,  “we  have  this  choice 
when  facing  a situation  that  needs  correcting:  we 
can  do  it  ourselves;  or  we  can  ask  the  govern- 
ment to  pass  a law”  and  set  up  an  administrative 
mechanism  to  enforce  it. 

In  regard  to  specific,  current  problems — the 
cost  of  health  care  and  the  growing  need  for  more 
effective  cooperation  among  health  care  profes- 
sionals and  sub-professionals — Dr.  Rouse  stated 
that  “I  believe  sincerely  that  we  have  reached  a 
point  . . . where  we  can  no  longer  just  cling  to 
all  of  the  traditions  of  our  distinguished  past.  I 
believe  the  time  has  come  for  orderly,  planned, 
meaningful  change — not  in  the  fundamentals  of 
ethics  or  devotion  to  excellence;  but  in  the  more 
material  features  of  efficiency,  cost  and  methods 
of  delivery”  of  health  care. 

“If  we  should  fail  to  recognize  the  present  as 
an  opportunity  for  positive  action  ...  I believe 
we  would  fail  not  only  ourselves,  but  the  people 
of  this  coxmtry,  more  and  more  of  whom  need 
and  want  more  and  more  of  the  services  we  are 
uniquely  able  to  render.” 

There  was  no  lack  of  positive  action  in  the 
Houston  meeting,  at  which  238  out  of  242  Dele- 
gates (98.3  per  cent)  attended  the  final  two  ses- 
sions, dealing  with  96  items  of  business,  including 
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17  reports  from  the  Board  of  Trustees;  20  from 
the  four  Standing  Committees  of  the  House;  one 
special  report  each  from  the  AMA-ERF  and  the 
Commission  to  Coordinate  the  Relationships  of 
Medicine  With  Allied  Health  Professions  and 
Services;  and  57  resolutions  from  state  medical 
societies  or  individual  physicians. 

Of  those,  the  House  adopted  43  without  amend- 
ment; amended  and  adopted  22;  referred  21,  ab- 
sorbed four  into  other  adopted  items;  and  re- 
jected six. 

Distinguished  Service  Award 

Owen  H.  Wangensteen,  M.D.,  director  of  the 
Department  of  Surgery  at  University  Hospitals, 
Minneapolis,  was  named  the  winner  of  the  1968 
Distinguished  Service  Award. 

The  award  will  be  presented  to  Dr.  Wangen- 
steen at  the  Annual  Convention  in  San  Francisco 
in  June,  1968. 

Under  a change  in  the  Bylaws,  this  is  the  first 
time  the  award  winner  has  been  selected  at  the 
Clinical  Convention.  Previously  he  was  selected 
and  the  award  was  made  at  the  Annual  Conven- 
tion. 

AMA-ERF  Institute  for  Biomedical  Research 

In  a special  report  on  the  AMA  Education  and 
Research  Foundation,  Charles  L.  Hudson,  M.D., 
Immediate  Past  President  of  the  AMA  and  Presi- 
dent of  the  AMA-ERF,  reported  to  the  House 
that  the  Board  of  Directors  of  the  AMA-ERF  had 
“voted  to  endorse  in  principle  the  relocation  of 
the  Institute  for  Biomedical  Research  on,  or  con- 
tiguous to,  the  University  of  Chicago  campus,  and 
authorized  the  Executive  Vice  President,  with 
appropriate  other  members  of  the  staff  and  the 
President  and  Secretary- Treasurer  of  the  Foun- 
dation to  negotiate  a contract  with  the  Univer- 
sity of  Chicago  for  consideration  by  the  Board 
of  Directors  of  the  AMA-ERF.” 

The  House  approved  the  action  of  the  Board 
of  Directors  of  the  AMA-ERF  and  endorsed  “in 
principle”  the  relocation  of  the  Institute  “on  or 
contiguous  to  the  University  of  Chicago.” 

At  the  same  time,  the  House  requested  the 
Board  of  the  AMA-ERF  “to  present  at  each 
Clinical  Convention  a report  on  the  projected 
budget  of  the  Institute  for  Biomedical  Research 
for  the  ensuing  year  and  the  amoimt  of  the  pro- 
jected contribution  from  the  American  Medical 
Association  to  the  Institute  during  that  period.” 

This  action  was  not  popular  with  many  of  the 
delegates.  Colorado  appeared  at  the  reference 
committee  meeting  in  opposition  to  adopting  the 
report  on  the  basis  that  (1)  the  project  is  costly 
(2)  it  is  inadvisable  to  have  an  AMA  activity  lo- 
cated on  a university  campus  and  under  control 
of  others  than  the  Board  of  Trustees  (3)  this 
report  was  not  circulated  before  the  meeting  and 
the  delegates  had  no  opportunity  to  see  how  these 
states  felt  about  a step  of  this  magnitude  and  (4) 
many  doubt  if  the  American  Medical  Association 
should  be  in  research. 


Medical  Education 

Several  actions  were  taken  relating  to  medi- 
cal education. 

One  was  adoption  of  the  Board  of  Trustees’ 
summary  of  the  Report  of  the  Commission  on 
Research.  Fifteen  recommendations  were  con- 
tained in  the  Commission  report,  two  of  which 
were  seen  as  particularly  significant. 

Recommendation  12  encouraged  research  in  the 
delivery  of  health  care,  “provided  it  is  conducted 
under  proper  auspices  and  in  accordance  with 
sound  research  design  and  methodology.”  The 
House  adopted  it,  with  the  understanding  that 
such  support  “should  not  be  interpreted  to  imply 
any  criticism  of  the  present  studies  of  the  de- 
livery of  health  care.”  Present  efforts  are  pro- 
ductive, but  the  medical  profession  “should  not 
hesitate  to  make  known  its  interest  in  continued 
studies  to  improve  the  methods  and  quality  of 
health  care  delivery.” 

Recommendation  13  was  addressed  to  cor- 
recting the  imbalance  between  biomedical  research 
and  education  caused  by  the  “heavy  but  desirable 
federal  support  of  research.”  It  stated  that  “there 
should  be  allotted  a greatly  increased  amoimt  for 
operational  expenses  of  medical  schools,  to  be 
matched  by  those  schools  through  private  or  local 
governmental  sources.” 

Again  the  House  concurred,  stressing  the  fact 
that  its  approval  of  the  recommendation  changes 
the  policy  of  the  AMA  with  respect  to  federal 
support  for  medical  education.  The  change  re- 
sults in  “an  honest  recognition  that  federal  fi- 
nancial support  is  now  accepted  by  the  American 
medical  schools.”  However,  in  adopting  the  rec- 
ommendation, the  House  “emphatically  urges  that 
a matching  formula  be  used”  to  “encourage  medi- 
cal schools  to  retain  their  independence.” 

The  House  also  adopted  a resolution  that  the. 
AMA,  through  its  Council  on  Medical  Education, 
“utilize  all  appropriate  influences  to  restore  teach- 
ing to  its  proper  place  of  prominence  in  medical 
education”  instead  of  giving  the  lion’s  share  of 
attention,  honors  and  contributions  to  research 
scientists;  and  adopted  12  guidelines  for  medical 
staffs  in  hospitals  with  intern  and  resident  train- 
ing programs. 

Health  Manpower 

A report  was  adopted  on  the  “Report  of  the 
National  Advisory  Commission  on  Health  Man- 
power,” which  was  submitted  to  President  John- 
son on  November  20. 

The  report  was  necessarily  brief,  since  there 
had  not  been  time  to  study  and  evaluate  the 
Commission  report  in  any  depth,  but  it  pointed 
out  that  the  Commission’s  approach  to  health 
care  problems  indicated  recognition  of  the  need 
for  orderly  procedures  rather  than  harmful 
“crash”  programs.  The  emphasis  in  most  of  the 
Commission  report  is  to  center  responsibility  on 
the  professional  groups  best  able  to  evaluate  and 
plan  in  health  areas,  rather  than  on  government 
and  non-professionals. 
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The  House  adopted  the  preliminary  report; 
voted  to  enlarge  the  AMA  Committee  on  Health 
Manpower  by  four  members  to  permit  more 
careful  and  complete  study  in  this  area;  and 
noted  that  copies  of  the  complete  Commission 
report  will  be  sent  to  all  Delegates  and  Alternates, 
requesting  them  to  submit  their  comments  to  their 
constituent  associations  as  soon  as  possible. 

In  addition,  the  House  approved  replacing  the 
present  AMA  Commission  to  Coordinate  the  Re- 
lationships of  Medicine  With  Allied  Health  Pro- 
fessions and  Services  with  a new  council  of  the 
Board  of  Trustees  to  be  known  as  the  Council 
on  Allied  Health  Professions;  and  directed  the 
Association  to  seek  the  establishment  of  the 
medically  oriented  federal  Commission  on  Health 
Resources  and  Medical  Manpower  to  assure  prop- 
erly balanced  distribution  of  health  personnel 
among  government  agencies,  the  armed  forces  and 
the  civilian  population. 

Also  with  respect  to  health  personnel,  both 
professional  and  allied,  the  House  asked  that  a 
report  be  made  at  the  next  meeting  evaluating 
the  foreign  resident,  intern  and  physician  pro- 
gram; requested  a study  of  the  present  profes- 
sional liability  implications  in  the  use  of  allied 
medical  personnel;  and  urged  physicians  to  be- 
come acquainted  with  the  programs  of  the  Amer- 
ican Association  of  Medical  Assistants  and  to 
encourage  their  assistants  to  participate  in  its 
educational  and  certification  programs. 

Health  Care 

The  House  adopted  a niimber  of  reports  and 
! resolutions  relating  to  health  care  from  the  stand- 
point of  the  commimity  and  the  individual  pa- 
; tient. 

One  emphasizes  that  standards  of  medical  care 
are  set  at  the  local  level  and  calls  attention  to 
disturbing  trends  pointing  to  the  possible  estab- 
lishment of  medical  care  standards  on  a national 
basis. 

Another  commits  the  AMA  to  leadership  in 
informing  the  public,  the  profession  and  other 
elements  of  the  health  care  field  as  to  practical 
means  of  moderating  health  care  costs,  the  value 
of  volimtary  health  insurance,  expanding  the 
medical  manpower  supply  and  improving  the 
health  care  of  the  American  people. 

With  respect  to  comprehensive  planning  of 
health  facihties  and  services,  the  House  urged 
state  and  local  medical  societies  to  emphasize  a 
variety  of  activities  to  be  imdertaken  in  the  area 
of  over-all  planning  for  governmental  and  private 
programs  of  health  care,  including  “Continued 
effort  by  the  medical  profession  to  improve  fed- 
eral legislation  in  this  area  and  to  emphasize  the 
importance  of  local  control.” 

The  House  reaffirmed  that  the  procurement, 
j processing,  distribution  or  use  of  human  blood 
1 and  other  human  tissue  is  a medical  service  and 
1 is  not  the  selling  of  a commodity.  The  Board  of 
Trustees  and  the  state  associations  were  urged 


to  support  legislative  action  at  federal  and  state 
levels  to  implement  this  concept. 

The  use  of  monitoring,  defibrillation  and  re- 
suscitative  equipment  by  registered  nurses  in  cases 
of  cardiac  emergencies  was  supported,  with  pro- 
visions regarding  the  nurse’s  training  and  the 
procedures  established  by  the  hospital  medical 
staff. 

Alcoholism  was  identified  as  a complex  disease 
and  the  House  recognized  that  the  medical  com- 
ponents of  this  entity  are  medicine’s  responsibility. 

Medicare  and  Medicaid 

In  regard  to  medicare,  the  House  reaffirmed 
its  support  for  direct  billing  under  the  fed.eral 
program  and  adopted  a resolution  regarding  the 
collection  and  public  dissemination  of  figures  on 
the  administrative  costs  of  medicare. 

The  House  resolved  that  the  AMA  continue 
its  efforts  to  provide  for  the  implementation  of 
Title  19  in  a manner  which  recognizes  “the  phy- 
sician’s right  to  bill  directly  all  patients,  includ- 
ing Title  19  patients,  and  allows  the  physician 
or  his  patient  to  be  reimbursed  his  usual,  cus- 
tomary and  reasonable  fee  for  his  professional 
services;”  and  that  the  Association  actively  seek 
changes  in  the  law  that  will  secure  “equal  and 
simultaneous  application  to  all  jurisdictions.” 
Other  Legislative  Matters 

A resolution  urging  continuing  opposition  to 
S-2299,  the  Long  drug  bill,  and  a report  detailing 
the  current  status  of  HR-12080,  the  Social  Security 
Amendments  of  1967,  were  adopted. 

The  House  also  adopted  recommendations  that 
the  AMA  arrange  a meeting  of  state  medical 
association  representatives  to  plan  regional  con- 
ferences of  physicians  to  discuss  matters  of  spe- 
cial interest  to  state  legislators;  and  that  state 
associations  invite  key  lawmakers  to  attend  AMA 
conferences. 

Also  approved  was  a resolution  that  state 
associations  establish  active  legislative  task  forces 
at  the  congressional  district  level  to  maintain  an 
effective  working  relationship  with  congressmen. 

Support  for  AMPAC  was  reaffirmed  in  a reso- 
lution that  requested  the  Board  of  Trustees  to 
seek  additional  ways  of  helping  AMPAC  enlarge 
its  activities  and  its  assistance  to  state  medical 
political  action  committees. 

Hospitals 

Because  both  medicare  and  medicaid  provide 
payment  for  medical  care  rendered  to  patients 
by  residents,  the  House  resolved  that  the  Asso- 
ciation should  study  the  problem  and  develop 
guidelines  that  are  acceptable  to  supervising  phy- 
sicians, teaching  institutions  and  government  agen- 
cies involved  in  the  payment  process. 

In  addition,  with  respect  to  hospitals,  the  House 
adopted  resolutions: 

— Proposing  the  acceptance  of  physicians  on 
hospital  Boards  of  Trustees  as  the  most  effective 
form  of  liaison  between  the  medical  staff  and  the 
hospital  governing  authorities. 
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— Protecting  hospital  privileges  through  the 
“due  process.” 

— Calling  for  more  effective  liaison  and  better 
coordination  between  medical  staffs  and  local 
medical  societies. 

—Pointing  out  the  need  for  simplifying  at- 
tendance requirements  for  maintaining  member- 
ship on  hospital  medical  staffs. 

— Pressing  for  prompt  revision  of  the  JCAH 
ruling  on  the  use  of  externs  in  non-university 
affiliated  hospitals,  with  the  incorporation  of  ade- 
quate safeguards  to  insure  the  quality  of  pro- 
grams of  extern  education. 

In  addition,  model  articles  of  incorporation  for 
hospital  medical  staffs  were  made  available  for 
distribution  in  response  to  requests. 

AMA  Organization  and  Procedures 

A number  of  changes  were  made  in  the  By- 
laws: 

— Chapter  XIV,  Section  3(D)  was  updated, 
providing  that  four  trustees  will  be  elected  an- 
nually, each  for  a three-year  term  and  each 
limited  to  three  terms. 

— The  terms  in  office  of  the  President,  Presi- 
dent-Elect and  Vice  President  all  will  begin  and 
end  at  the  close  of  the  final  session  of  the  House 
of  Delegates  at  the  Annual  Convention. 

— Resolutions  must  be  introduced  to  the  House 
by  a voting  delegate. 

— Nominations  for  Affiliate  Membership  in  the 
AMA  in  classes  (3),  (4),  (5)  and  (6)  must  be 
approved  by  the  appropriate  county  and  state 
medical  society. 

— A general  officer’s  position  is  to  be  con- 
sidered vacant  if  he  misses  six  consecutive  regular 
meeting  of  the  Board. 

Convention  Sites 

Sites  and  dates  for  future  conventions  will  be: 

Annual 

1968  San  Francisco,  June  16-20 

1969  New  York,  July  13-17 

1970  Chicago,  June  21-25 

1971  Atlantic  City,  Jime  20-24 

1972  San  Francisco,  June  18-22 

1973  New  York,  July  15-19 

1974  Chicago,  June  16-20 

Clinical 

1968  Miami  Beach,  December  1-4 

1969  Denver,  Nov.  30-Dec.  3 

1970  Boston,  Nov.  29-Dec.  2 

1971  New  Orleans,  Nov.  28-Dec.  1 

1972  Atlanta,  November  26-29 

1973  Anaheim,  Calif.,  November  25-28 

1974  Portland,  Ore.,  December  1-4 

AMA  Objectives 

The  House  adopted  a statement  of  11  purposes 
and  responsibilities  for  the  AMA,  designed  to 
define  more  clearly  the  over-all  purpose  as  writ- 
ten in  the  Constitution:  “To  promote  the  science 
and  art  of  medicine  and  the  betterment  of  public 
health.” 


The  entire  statement  follows: 

The  Purposes  and  Responsibilities 
of  the  American  Medical  Association 

It  is  the  responsibility  of  the  American  Medi- 
cal Association,  as  the  representative  of  the  Amer- 
ican medical  profession,  to  continue  to  foster  the 
advancement  of  medical  science  and  the  health 
of  the  American  people. 

Its  continuing  purposes  are  to  meet  this  re- 
sponsibility through  the  following  means: 

1.  By  encouraging  the  further  development  of 
medical  knowledge,  skills,  techniques  and  drugs; 
and  by  maintaining  the  highest  standards  of  prac- 
tice and  health  care. 

2.  By  creating  incentives  to  attract  increasing 
numbers  of  capable  people  into  medicine  and  the 
other  health-care  professions. 

3.  By  advancing  and  expanding  the  education 
of  physicians  and  other  groups  in  the  health-care 
field. 

4.  By  motivating  skilled  physicians  who  have 
the  art  of  teaching  to  apply  themselves  to  de- 
veloping new  generations  of  excellent  practi- 
tioners. 

5.  By  fostering  programs  that  will  encourage 
medical  and  health  personnel  to  serve  volrm- 
tarily  in  the  areas  of  need  for  medical  care. 

6.  By  developing  techniques  and  practices  that 
will  moderate  the  costs  of  good  medical  and  health 
care. 

7.  By  seeking  out  and  fostering  means  of  mak- 
ing all  health-care  facilities — physicians’  offices, 
hospitals,  laboratories,  clinics  and  others — as  effi- 
cient and  economical  as  good  medical  practice  and 
attention  to  human  values  will  permit. 

8.  By  combining  the  utilization  of  the  latest 
knowledge  for  prevention  and  treatment  with  the 
vital  healing  force  of  the  physician’s  personal 
knowledge  of  and  devotion  to  his  patient. 

9.  By  maintaining  the  impetus  of  dedicated 
men  and  women  in  providing  excellent  health 
care  by  preserving  the  incentives  and  effectiveness 
of  unshackled  medical  practice. 

10.  By  maintaining  the  highest  level  of  ethics 
and  professional  standards  among  all  members  of 
the  medical  profession. 

11.  By  continuing  to  provide  leadership  and 
guidance  to  the  medical  profession  of  the  world 
in  meeting  the  health  needs  of  changing  popula- 
tions. 

Additional  Actions 

A memorial  to  Percy  E.  Hopkins,  M.D.,  was 
read  to  the  House  and  a copy  was  sent  to  Dr. 
Hopkins’  widow.  Dr.  Hopkins  served  as  a Trustee 
for  seven  years,  the  last  four  as  its  Chairman. 
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He  also  served  for  eight  years  as  a Delegate 
from  Illinois. 

The  House  reiterated  its  serious  concern  with 
respect  to  the  Blue  Cross  Association’s  request  for 
government  funds  for  its  research  project  on 
group  practice. 

Criteria  for  the  evaluation  of  medical  pro- 
grams of  national  voluntary  health  agencies  were 
adopted. 

Three  resolutions,  referred  to  the  Board,  point- 
ed out  that  many  news  stories  criticizing  the 
rising  cost  of  health  care  place  all  or  most  of  the 
responsibility  squarely  on  physicians.  As  one 
of  the  resolutions  put  it,  “Statistical  reports  re- 
lating to  health  care  costs  are  misleading  when 
they  are  referred  to  ...  as  medical  care  costs; 
and  . . . the  improper  labeling  . . . may  actually 
delay  proper  analysis  of  the  several  components.” 
AMA-ERF  Contributions  Total  $361,000 

Contributions  totaling  $361,167.50  were  pre- 
sented to  the  American  Medical  Association-Edu- 
cation Research  Foundation  during  the  Clinical 
Convention. 

The  checks,  to  provide  for  medical  research, 
were  received  by  Chares  L.  Hudson,  M.D.,  presi- 
dent of  the  AMA-ERF  Board  of  Directors,  in  cere- 
monies Sunday  at  the  Shamrock  Hilton  Hotel. 

Those  making  the  latest  contributions,  and 
their  amounts  were;  Charles  Pfizer  and  Co.,  $50,- 
000;  DuPont  Co.,  $3,000;  Winthrop  Laboratories, 
$10,000;  Hoffman-LaRoche,  $5,000;  California 
Medical  Assn.,  $108,227.50;  Illinois  State  Medical 
Society,  $165,000;  Council  of  the  Medical  and 
Chirurgical  Faculty  of  Maryland,  $6,720;  Utah 
Medical  Society,  $12,220. 

In  addition,  Mrs.  Marion  C.  Plonske  and  her 
daughter  Miss  Marion  E.  Plonske,  have  made  a 


bequest  of  the  income  from  a major  portion  of 
their  estate  as  a memorial  to  their  husband  and 
father,  Charles  M.  Plonske,  M.D. 

Contributions  by  AMA-ERF  to  medical  schools 

in  the  past  year  totaled  $1  million,  99  per  cent 
of  which  came  from  physicians,  medical  societies 
and  woman’s  auxiliaries.  These  funds  were  dis- 
tributed to  medical  schools  for  their  unrestricted 
use. 

This  year’s  allotment  brings  the  total  contri- 
bution to  medical  schools  to  more  than  $6  mil- 
lion since  1962,  and  to  more  than  $17  million  since 
1951. 

The  AMA-ERF  loan  guarantee  program,  since 
its  inception  in  1962,  has  guaranteed  more  than 
35,000  loans  worth  more  than  $44  million  in 
principal  and  interest. 

Care  Insurance  Talks  Planned 

A one-day  Congress  on  Insurance  and  Medicine 
will  precede  the  opening  of  the  AMA’s  Annual 
Convention  in  San  Francisco  next  June. 

The  event,  sponsored  by  the  Assn,  of  Life 
Insurance  Medical  Directors,  will  be  held  June 
15  at  the  Fairmont  Hotel  the  day  before  the  An- 
nual Convention. 

Milford  O.  Rouse,  M.D.,  president  of  the  AMA, 
has  been  invited  to  deliver  the  keynote  address. 

While  the  program  has  not  yet  been  formalized, 
the  conference  is  expected  to  emphasize  the  re- 
lationship between  the  insurance  medical  director 
and  the  clinician  and  areas  of  cooperation  be- 
tween medical  directors,  examiners  and  attend- 
ing physicians. 

Respectfully  submitted, 

KENNETH  C.  SAWYER, 
Senior  Delegate 


COLORADO  MEDICAL  SOCIETY 
PRACTICE  OPPORTUNITIES 


Associate 

Del  Norte,  Colorado  — GP 
Contact  E.  J.  Zayac,  M.D. 
825  6th  Street 
Del  Norte,  Colorado  81132 


Solo  or  Associate 

Sterling,  Colorado  — GP 
Contact  Gill  Brehm,  M.D. 
524  Poplar  Street 
Sterling,  Colorado 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 


If  Updafing  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


Franklin 
Medical  Center 

204S  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Residenf  Manager 
PHONE  297-5458 
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INTERMOUNTAIN  PEDIATRIC 

SOCIETY  MEETING 

ANNUAL  SCIENTIFIC  SESSIONS 

Caesar’s  Palace 
Las  Vegas,  Nevada 
April  8-10,  1968 

Speakers  will  include:  Benjamin  Kagan,  M.D., 
Samuel  Katz,  M.D.,  Sidney  Carter,  M.D.,  Sherman 
Coleman,  M.D.,  J.  Dean  Northway,  M.D. 

Detailed  information  may  be  obtained  by  con- 
tacting the  Secretary  of  the  Intermountain  Pedi- 
atric Society  Meetings,  Leon  H.  Wight,  M.D.,  5756 
South  2000  West,  Roy,  Utah  84067. 

NORTHEASTERN  COLORADO 
MEDICAL  SOCIETY 

Sterling  Country  Club 
Sterling,  Colorado 
April  18,  1968 

New  Advances  and  Premature  Care 

Lula  O.  Lubchenco,  M.D.,  Associate  Professor 
of  Pediatrics,  University  of  Colorado. 

May  16,  1968 

Use  and  Complications  of  Hormones 

' Harold  J.  Hepner,  M.D.,  Associate  Clinical  Pro- 
j fessor  of  Obstetrics  and  Gynecology,  University 
of  Colorado. 


COLORADO  ACADEMY  OF 
GENERAL  PRACTICE 

April  28,  1968 
Minnequa  Club 
Pueblo,  Colorado 

The  Southeastern  Chapter  of  the  Colorado 
Academy  of  General  Practice  announces  the  1968 
sjmiposium  which  is  annually  produced  by  this 
chapter.  The  1968  meeting  is  entitled  “Geriatrics 
— Medical,  Surgical,  and  Psychiatric.”  Speakers 
for  this  year’s  symposium  are:  Doctor  Walter  C. 
Alvarez,  a very  well  noted  author  from  Chicago, 
Illinois;  Doctor  Ray  W.  Gifford,  Jr.,  who  is  with 
the  Department  of  Hypertension  and  Renal  Disease 
at  the  Cleveland  Clinic  Foundation  in  Cleveland, 
Ohio;  Doctor  Morton  K.  Rubinstein  who  is  the 
Head  of  Postgraduate  Program  in  the  Department 
of  Neurology  at  the  University  of  California  in 
Los  Angeles. 

Doctor  Lewis  Barbato  who  is  the  Director  of 
University  Health  Services  and  also  Chairman  of 
the  Department  of  Health  Education  at  the  Uni- 
versity of  Denver  will  be  featured  as  the  luncheon 
speaker. 

NEVADA  ACADEMY  OF  GENERAL  PRACTICE 
ANNUAL  SCIENTIFIC  MEETING 

Riverside  Hotel 
Reno,  Nevada 
May  30-31,  1968 
12  hours  credit 

For  further  information  and  details  of  this 
meeting  contact  John  C.  Kelly,  M.D.,  1001  Pyramid 
Way,  Sparks,  Nevada. 


I 
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DELETIONS  FROM  THE  JANUARY  1967  LIST  OF  ACCREDITED 
EXTENDED  CARE  FACILITIES  IN  COLORADO^ 


Castle  Rock 

Silver  State  Nursing  Home 
P.O.  Box  "S" 

Denver 

Lake  Manor  Nursing  Home 
1 655  Eaton  St. 

Glenwood  Springs 

Glen  Valley  Nursing  Home 
2305  Blake  St. 


Sterling 

Rose  Arbor  Nursing  Home,  Inc. 
1420  So.  3rd  Avenue 

Westminster 

Colonial  Manor 
7490  Lowell  Blvd. 


ADDITIONS  TO  THE  JANUARY  1967  LIST  OF  ACCREDITED 
EXTENDED  CARE  FACILITIES  IN  COLORADO 

Fort  Collins 

Eventide  Rest  Home,  Inc. 

1000  Lemay  Avenue 

South  Eventide  Rest  Home,  Inc. 

1 000  Stuart  Street 

‘Complete  listing  published  in  February  and  April  1967  issues  of  RMMJ. 
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us  pain  IS 


tting  on 
i my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  EOUAGESIC®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic' 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY;  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons — as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Phiiadeiphia,  Pa. 
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Pettna  Platfue^ 


Replace  old  fashioned  glass  framing  with  the 
heautiful,  modern  Perma  Plaque  mounting 
. . . unbreakable  . . . washable  . . . dustproof 
. . . prevents  unsightly  and  harmful  discolor- 
ation and  deterioration  of  your  degrees  and 
photographs. 


Perma  Plaque  lends  added  importance  and  dig 


nity  to  all  types  of  documents  — even  sheepskinj 
and  parchments,  oftentimes  making  the  certifi-' 
cate  look  like  new  by  removing  ugly  wrinkles 
and  minor  tears.  , j 


Perma  Plaques  are  used  by  leading  medical  boards 
and  hospital  associations  to  preserve  and  beautify 
their  fellowship  and  membership  certificates. 

The  wide  variety  of  rich  wood  colors  in  which  Perma 

1,} 

Plaques  are  available  add  to  the  decor  of  any  office. 

Thousands  of  doctors  throughout  the  country  have 
discovered  that  with  all  the  many  advantages  of 
custom  beauty  and  lifetime  protection  afforded  by  the 
popular  Perma  Plaque  mounting  process,  it  actually 
costs  no  more  than  ordinary  types  of  framing. 


'Your  document  or  photo  is  placed  under  clear  plastic  sheeting  and  then 
hermetically  sealed  to  the  finest  hard  dieboard  laminated  veneers  which 
beautifully  and  permanently  preserves  your  document.  Perma  Plaques 
are  manufactured  and  guoranteed  ONLY  by  the  Perma  Plaque  Corp. 


GEO.  BERBERY  & SONS,  INC. 

1717  Logan  Street  Denver,  Colorado  80203  Telephone  255-0408 

1903-1968  — Our  65th  Anniversary 
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:ommunities  See 
IS-RMP  Funding 
iS  Health  Aid 

Hope  soared  for  an  improve- 
ent,  in  the  near  future,  in  critical 
;alth  problems  of  four  western 
ates  with  the  funding  Nov.  1, 
>66,  of  the  Mountain  States  Re- 
gnal Medical  Program. 

The  439,000  square-mile  sparse- 
, populated  area  of  Idaho,  Mon- 
na,  Nevada  and  Wyoming,  having 
I medical  school  within  its  bounds, 
iplied  for  a grant  from  the  Di- 
i'jion  of  Regional  Medical  Pro- 
lams  of  the  National  Institutes  of 
,;alth,  through  the  Western  Inter- 
'jte  Commission  for  Higher  Edu- 
'tion. 

TO  ATTACK  HEART  DISEASE, 
CANCER,  STROKE 

An  outgrowth  of  President  John- 
[n's  March,  1964,  special  health' 
Igssage  to  Congress,  Public  Law 
-239  authorized  grants  to  reduce 
a incidence  of  heart  disease,  can- 
and  stroke.  The  $1,460,528 
auntain  States  grant  was  awarded 
der  Title  IX  of  the  Public  Health 
rvice  Act,  passed  by  Congress 
:t.  6,  1965. 

Dr.  Kevin  P.  Bunnell,  director  of 
. CHE  medical  education  programs, 

. th  headquarters  in  Boulder,  Colo- 
'fo,  is  the  coordinator.  Regional 
: ector  is  Alfred  M.  Popma,  M.D., 

: Boise,  Idaho,  with  directors  for 
Ech  state  carrying  the  program  on 
b state  level 

(Continued  on  last  page) 


NURSING  FUTURE  SCANNED 

As  the  Mountain  States  RMP  moves  into  the  operational  phases,  the 
nurse  shortage  in  Idaho— as  to  both  numbers  and  specialized  training— is 
expected  to  become  more  acute.  To  avert  this,  the  Idaho  State  Nurses' 
Association,  jointly  with  the  Mountain  States  RMP,  is  making  a scientific 
survey  of  nursing  needs  and  resources  in  the  state.  Miss  Jacqueline  L. 
Mason,  R.N.,  heading  the  nursing 


study  under  the  direction  of  State 
Director  Dr.  Robert  S.  McKean,  says 
three  main  areas  of  concentration 
include:  General  shortage  of  nurses, 
educational  needs  (especially  of  in- 
actives), and  high  school  recruitment 
possibilities. 

PATTERN  OF  NEEDS  EMERGING 

Preliminary  information  obtained 
from  the  inactive  nursing  question- 
naires already  indicates  that  there 
is  a marked  need  for  training  and 
continuing  education  of  health  per- 
sonnel. 

Tentative  date  for  the  next  advis- 
ory committee  meeting  on  the  nurs- 
ing study,  of  which  Boise  College 
President  Dr.  John  Barnes  is  chair- 


man, is  Feb.  18,  1968,  in  the  col- 
lege Student  Union  Building. 


BUDGET  APPROVED 
BY  EXECUTIVE  UNIT 

The  WICHE  Executive  Commit- 
tee meeting  in  Denver,  Colo.,  Dec. 
3,  1967,  unanimously  approved  the 
budget  and  proposed  program  for 
the  second  grant  year.  A progress 
report  on  the  Regional  Medical  Pro- 
gram was  presented  by  Regional 
Director  Dr.  Alfred  Popma. 

The  coronary  care  training  pro- 
posal already  submitted  to  NIH  was 
voted  enthusiastic  endorsement  for 

(Continued  on  last  page) 


ACTING  TO  MEET  the  nursing  profes- 
sion's increased  personnel  and  train- 
ing challenge  of  the  near  future  is 
the  Idaho  State  Nurses'  association. 
Jointly  with  the  Mountain  States  RMP, 
the  nurses  are  defining  exact  priorities 
with  a comprehensive  survey  of  the 
state.  Miss  Jacqueline  L.  Mason,  R,N., 
shown  here,  directs  the  study. 


He  that  will  not  apply  new  remedies  must  expect  new  evils.  — BACON  February,  1968 


CANCER  DATA  BANK  EYED| 

What  may  have  been  an  historic  event  was  a conference  on  cance 
registry  held  jointly  by  three  regions,  in  Salt  Lake  City  Dec.  14.  Ir 
volved  were  the  Colorado  - Wyoming,  Intermountain,  and  WICHE-Mour 
tain  States  regions.  Participants  from  Colorado,  Wyoming,  Montane 
Idaho,  Nevada,  and  Utah,  representing  all  the  health  areas,  discussed 


^diia^Ucd  I 

By  Francis  A.  Barrett,  M.D. 

When  asked  to  write  a few  words 
for  this  initial  newsletter  of  the  MS- 
RMP,  there  was  no  doubt  in  my  mind 
as  to  an  important  point  I would  try 
to  make.  It  is  simply  this:  the  doctors 
in  Montana,  Idaho,  Nevada  and  Wy- 
oming can  use  this  program  to 
strengthen  and  improve  the  quality  of 
medical  care  in  each  and  every  west- 
ern town  included  in  this  four-state 
area. 

You  will  recall  this  is  precisely  the 
opposite  of  the  original  intent  of  the 
“Heart  Disease,  Cancer  and  Stroke” 
Commission,  which  felt  that  a restruc- 
turing of  the  delivery  system  of  med- 
ical care  should  be  carried  out  to  pro- 
vide for  a funnelling  system  which 
would,  in  effect,  lessen  the  role  of 
medical  care  in  the  rural  areas  and 
magnify  the  role  of  the  urban  medical 
center.  The  law,  however,  stipulates 
that  there  shall  be  no  interference 
with  the  present  system  of  medical 
care,  and  this  forms  the  basis  for  the 
Mountain  States  Regional  Medical 
Program.  Actually,  the  program  al- 
lows the  rurally  situated  physician  a 
strong  voice  in  the  type  of  medicine 
to  be  practiced  in  the  future.  In  these 
days  of  social  and  technical  change, 
with  broad  attacks  on  our  existing 
social  institutions,  including  the  prac- 
tice of  medicine,  each  of  us  should 
work  actively  to  support  programs 
such  as  these.  By  doing  so,  we  can 
conserve  the  best  of  the  past  and 
weave  the  best  of  the  newer  social 
and  technical  advances  into  our  prac- 
tices. 

Some  of  these  newer  opportunities 
include  improved  systems  of  continu- 
ing education  for  physicians,  nurses 
and  paramedical  personnel;  the  de- 
velopment of  intensive  care  and  cor-  , 
onary  care  units  in  our  smaller  hos- 
pitals (The  coronary  care  program 
now  being  developed  by  this  very  pro-  ' 
gram  will,  I predict,  be  of  nation- 
wide interest) ; the  development  of 
unified  tumor  registries  and  follow- 
up programs;  the  introduction  of  new 
methods  of  centralizing  and  sharing 
expensive  new  radiation  modalities; 
better  and  quicker  methods  of  con- 
sultation and  patient  transportation; 
newer  and  better  avenues  of  coonera- 
tion  with  surrounding  medical  schools 
and  myriad  other  such  programs. 

We  are  already  realizing  the  bene- 
fits of  Regional  Medical  Programs  in 
several  areas,  even  though  they  are 
still  in  their  infancy. 


Dr.  Barrett,  a 
native  of  Wyom- 
ing, is  one  of 
Cheyenne*s  lead- 
ing surgeons,  A 
waiting  faculty 
member  of  the 
University  of 
Colorado  Mcdie<d 
School,  a past 
president  of  the 
Wyoming  State 
Medical  Associa- 
tion, and  a WI- 
CHE  Commis- 
sioner for  many 
years.  Dr.  Barrett  has  a deep  interest  in 
health  education.  As  a member  of  the  Senate 
of  the  Wyoming  Legislature,  he  is  very 
knowledgeable  of  the  many  problems  facing 
sparsely  populated  states. 


proposed  central  registry  for  cancer 
patients,  following  the  format  of 
that  now  in  use  at  the  University  of 
Utah.  Such  a registry  would  involve 
uniform  data  collection  by  each  of 
the  six  states,  with  each  retaining 
autonomous  control  but  jointly  us- 
ing one  computer  center.  A small 
subcommittee  was  established  to 
begin  organizational  procedure. 

Frank  McPhail,  M.D.,  of  Great 
Falls,  Mont.,  was  chairman  of  the 
conference.  Among  others  taking 
part,  besides  RMP  officials,  were 
Kenneth  Sawyer,  M.D.,  Colorado 
State  Medical  Association;  Mrs.  Tu- 
larski  from  the  Reno  Cancer  Regis- 
try; Orvill  Merrell,  M.D.,  of  the 
Idaho  Health  Department;  W.  W. 
Benson  from  the  Idaho  Dept,  of 
Vital  Statistics;  Mrs.  Beulah  Martin, 
field  representative  of  the  American 
Cancer  Society;  James  Worsley  of 
the  Idaho  Division,  American  Can- 
cer Society;  Drs.  John  McKain  of 
Twin  Falls  and  Glenn  Talboy  of 
Boise  representing  the  American 
College  of  Surgeons. 

ROBERT  C.  MENDENHALL 
JOINS  RESEARCH  STAFF 

Robert  C.  Mendenhall,  a senior 
systems  scientist  with  the  System 
Development  Corporation  in  Santa 
Monica,  Calif.,  has  joined  the  Moun- 
tain States  RMP  on  a full-time  basis. 

Among  Mr.  Mendenhall's  numer- 
ous assignments  in  the  West  has 
been  a unique  study  intended  to 
lead  ultimately  to  an  automated  in- 
formation processing  and  data  re- 
trieval system  for  South  Dakota 
medical  practitioners.  He  worked 
also  on  an  analysis  that  considered 
clinical,  training  procedures,  and 
socio-cultural  opportunities  for  the 
members  of  the  Negro  community 
who  were  trained  by  the  Los 
Angeles  Opportunities  Industriali- 
zation Center. 

With  B.S.  and  M.S.  degrees  from 
Brigham  Young  University,  Mr. 
Mendenhall  has  successfully  com- 
pleted the  Ph.D.  qualifying  exam- 
inations in  sociology  at  Harvard 
University. 


Montana  May  Be  First 
With  Coronary  Schooi 

Modern  coronary  care  in  th 
small  hospital  has  become  a grow 
ing  necessity  in  the  mountain  state: 
where  transporting  heart-attack  vi( 
tims  great  distances  is  not  feasibk 
This  problem  has  commanded 
major  effort  on  the  part  of  the  stafi 
of  the  Mountain  States  RMP.  Th 
goal  is  to  obtain  an  operation; 
I ~ 

' A site  visitors'  team  will  be  at 
WICHE  headquarters  in  Boulder,  Colo., 
Feb.  12  and  13  to  discuss  with  area 
personnel  the  coronary  care  proposal 
for  the  four-state  region.  On  the  team 
will  be  staff  members  from  the  Di- 
vision of  Regional  Medical  Programs,  ' 
National  Institutes  of  Health;  Review 
Committee  members;  National  Advisory 
Council  members;  and  consultants  in 
cardiology  to  NIH. 

grant  to  establish,  initially,  a trai 
ing  center  for  coronary  care  in  Mi 
soula,  Mont.,  (which  already  ope 
ates  on  a local  basis)  to  serve  phy 
icians  and  registered  nurses  fro 
northern  Idaho  and  Wyoming  ar 
all  of  Montana.  1 

Thereafter,  care  units  may  be  open] 
in  as  many  as  fifty  small  hospitals  || 
the  subregion. 

A proposal,  with  approval  of  tis 
Regional  Advisory  Group,  was  suJ 
mitted  to  the  RMP  of  the  Natior 
Institutes  of  Health,  and  will  pre 
ably  be  considered  by  the  advise 
committee  to  the  Surgeon  Gene' 
the  latter  part  of  February.  i 


FUTURE  MEETINGS 

Mt.  States  RMP  Regional  Advisory  Group 
Portland  Hilton  Hotel  April  17 
Western  Regional  Medical  Programs  Coorci 
ators'  meeting  April  18-19,  Portland,  Oj 
Portland  Hilton  Hotel,  with  Dr.  M.  Rob's 
Grover,  Jr.,  as  program  coordinator. 
Montana  State  Advisory  Committee  | 

March  29,  Great  Falls 

Meetings  Held  Before  , 

Press  Time  i 

Nevada  State  Advisory  Committee  . 

Las  Vegas,  Jan.  6 

Idaho  State  Advisory  Committee 

Boise,  Jan.  12  ' 

Wyoming  State  Advisory  Committee  ! 

Cheyenne,  Jan.  26  ( 


RESEARCH 


TEAM  PINPOINTS  GOALS 


RESEARCH  STAFF  members  at  a Salt  Lake  City  meeting  in  December  are  shown  above, 
left  to  right,  standing:  Ed  Bower,  Nevada;  Ulisse  Pardini,  regional  office;  Leroy 
Anderson,  Montana;  Jim  Meade,  Idaho;  Blaine  Huff,  Idaho;  and  Tony  Olsen,  Wyoming. 
Seated,  Mrs.  Laura  Larson,  regional  associate  director;  Robert  Mendenhall,  regional  staff 
consultant;  Larry  Halford,  Montana;  Bill  Nachtsheim,  Nevada;  Randy  Parker,  Wyoming; 
and  Miss  Virginia  Black,  Wyoming. 


An  indepth  survey  of  health 
nd  health  related  services,  re- 
jurces  and  conditions  (identifying 
ealth  facilities,  etc.)  found  in  rural 
nd  urban  communities  in  Idaho, 
\ontana,  Wyoming  and  Nevada  is 
jcommended  by  the  research  staff 
F Mountain  States  RMP  and  ap- 
roved  by  the  directors.  Goals 
'ould  be  to  provide  a data  base 
)r  program  planning  and  evalua- 
on  and  to  supplement  the  ques- 
onnaires  already  issued.  The  re- 
jarch  specialists  met  Dec.  14  and 
5 to  finalize  a data  collection  for- 
lat  for  this  Health  Profiles  study  in 
le  four-state  area. 

PILOT  SURVEY  OF  CONSUMERS 
From  an  initial  survey,  a pilot 
udy  of  the  consumers,  the  data 
re  now  being  analyzed  and  the 
aff  is  developing  a final  question- 
aire  that  will  be  utilized  in  March 
) survey  a larger  portion  of  the 
jnsumer  population,  according  to 
lisse  Pardini,  research  associate  in 
ie  regional  office. 

FIVE  SOURCES  TAPPED 
A five-pronged  survey  has  al- 
jady  reached  physicians,  dentists, 
dministrators  (hospitals  and  nurs- 
ig  homes),  R.  N.'s,  and  allied  per- 
)nnel.  From  this  a preliminary  sum- 
mary is  expected  to  be  finalized  at 
ress  time. 

' “A  heavy  portion  of  responsibil- 
y for  RMP's  successful  planning 
l;sts  on  the  individual  receiving 
le  questionnaire,"  points  out  Re- 
(ional  Director  Dr.  Alfred  Popma. 
Accurate  and  effective  goals  are 
■efined  by  the  persons  filling  out 
^le  questionnaires,"  he  says. 

•AURA  LARSON 
WDRESSES  MEET 
?V  U.  S.  CAPITAL 

■;  Mrs.  Laura  G.  Larson,  associate 
i rector  of  Mountain  States  RMP, 
‘|as  in  Washington,  D.C.,  Jan.  17- 
for  the  National  Institutes  of 
lealth  Conference  — Workshop  on 
igional  Medical  Programs.  Her  ad- 
,ess,  titled  “Design  and  Dissemina- 
on  of  Data  Collection  Instruments," 
I stalled  the  Mountain  States'  en- 
Ijsavor  to  meet  the  objectives  of 
•■eir  planning  grant  via  question- 
iliires. 

F*  RMP  oflRcials  from  the  entire  na- 
sn  attended  the  workshop. 


Vkcm-k  ifou 

The  staff  of  Mountain  States  RMP  is 
deeply  grateful  to  the  ROCKY  MOUNTAIN 
MEDICAL  JOURNAL  for  the  opportunity  to 
reach  its  wide  range  of  distinguished  readers 
with  this  insert  of  the  CATALYST. 


IDAHO  RMP  UNIT 
TAPS  DR.  HEARNE 

Richard  Hearne,  M.D.,  of  Poca- 
tello, Idaho,  was  named  an  associ- 
ate director  of  Mountain  States 
RMP  for  Idaho,  beginning  Dec.  1, 
1967.  A native  of  Boise,  the  new 
appointee  attended  the  University 
of  Idaho  and  the  University  of  Chi- 
cago, with  internship  in  Philadel- 
phia General  hospital.  In  1947, 
after  two  years  in  the  U.S.  Air 
Force,  Dr.  Hearne  began  general 
practice  in  Pocatello.  He  is  also 
plant  medical  officer  for  FMC  Cor- 
poration and  a staff  member  of  St. 
Anthony  Community  and  Bannock 
Memorial  hospitals,  as  well  as  a 
past  two-term  City  Commissioner  in 
Pocatello. 
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REGIONAL  ADVISORS 
FROM  MANY  STATES 
SERVE  MS-RMP 

ARTHUR  ABBEY 
Cheyenne,  Wyoming 

W.  W.  BENSON 
Boise,  Idaho 

HARRY  F.  BISEL,  M.D. 
Rochester,  Minnesota 

C.  HILMON  CASTLE,  M.D. 
Salt  Lake  City,  Utah 

WILLIAM  A.  CORDINGLEY 
Great  Falls,  Montana 

MERLIN  K.  DuVAL,  M.D. 
Tucson,  Arizona 

C.  WESLEY  EISELLE,  M.D. 
Denver,  Colorado 

MARJORIE  J.  ELMORE,  Ed.D. 
Reno,  Nevada 

REGINALD  H.  FITZ,  M.D. 
Albuquerque,  New  Mexico 

PAUL  J.  GANS,  M.D. 
Lewistown.  Montana 

JOSEPH  M.  GEORGE,  M.D. 
Las  Vegas,  Nevada 

HOWARD  P.  GREAVES,  M.D. 
Rock  Springs,  Wyoming 

M.  ROBERTS  GROVER,  Jr.,  M.D. 
Portland,  Oregon 

T.  H.  HARWOOD,  M.D. 
Grand  Forks,  North  Dakota 

JOSEPH  M.  HOLTHAUS,  M.D. 
Omaha,  Nebraska 

ROBERT  D.  HOWE 
Billings,  Montana 

GEORGE  D.  HUMPHREY,  Ph.D. 
Laramie,  Wyoming 

GEORGE  W.  KNABE,  Jr.,  M.D, 
Vermillion,  South  Dakota 
RICHARD  LiCATA,  Ph.D. 
Reno,  Nevada 

DONAL  R.  SPARKMAN,  M.D. 
Seattle,  Washington 

W.  ALBERT  SULLIVAN,  Jr.,  M.D. 
Minneapolis,  Minnesota 

CHARLES  A.  TERHUNE,  M.D, 
Burley,  Idaho 
PAUL  D.  WARD 
San  Francisco,  California 
RAYMOND  L.  WHITE,  M.D. 
Boise,  Idaho 


Communities  See  MS-RMP 
Funding  As  Heaith  Aid 

(Continued  from  front  page) 

Among  goals  of  the  Regional  Medical 
Program  — as  requested  and  recommended 
by  the  medical  associations  of  all  four  states 
—will  be  a "new  attempt  to  solve  the  age- 
old  problem  of  making  new  research  findings 
available  to  the  practitioners  in  the  field," 
according  to  Dr.  Robert  H.  Kroepsch,  WICHE 
Executive  Director  for  the  13  western  states. 
"This  new  study,"  he  said,  "will  seek  out 
from  the  medical  practitioners  information 
concerning  their  needs  . . . and  combine 
state  recommendations  into  a regional  plan 
for  action."  The  aim  is  to  determine  what 
facilities  need  to  be  developed  to  provide 
consultation  and  specialized  care  for  patients 
suffering  from  heart  disease,  cancer  and 
stroke. 

On  the  basis  of  these  expressed  needs,  ad- 
ditional applications  for  operational  programs 
are  being  developed  in  areas  of  communica- 
tion systems,  statewide  programs  in  continu- 
ing education  for  health  personnel,  radiation 
and  cancer  consultation  centers.  The  realm  of 
a four-state  central  data  collection  agency 
for  the  target  diseases  is  also  being  explored. 

Both  Drs.  Bunnell  and  Popma  held  key 
roles  in  a previous  WICHE  study  of  these 
same  four  states  concerned  with  the  feasi- 
bility of  establishing  medical  schools  in  the 
region.  Dr.  Popma,  former  chief  of  radi- 
ology at  St.  Luke's  Hospital,  Boise,  was  a 
WICHE  commissioner  for  13  years,  serving 
as  chairman  of  the  Commission  from  1960 
to  1961.  He  has  practiced  medicine  in  Idaho 
for  30  years. 


British  'av  a Word  for  It 

In  typically  undisputed  mas- 
tery of  the  English  tongue,  the 
British  Medical  Journal  Lancet 
hailed  the  Regional  Medical  Pro- 
grams in  the  U.S.  as  “an  Ameri- 
can catalyst” — the  exact  nomen 
we  sought  for  our  Mountain 
States  RMP  activities.  Thanks, 
Britons! 


REGIONAL  STAFF 


How  Mountain  States  RMP 
Fits  Into  Overall  Frame 


for  site  visitors 

NO  HORSE 
AND  BUGGY? 

Snow,  fog  and  transportation 
woes  afforded  a dramatic  view  of 
some  of  the  problems  in  the  de- 
livery of  health  care  in  the  West 
to  two  officials  on  their  first  site 
visit  to  the  region,  from  Bethesda, 
AAd.  Mr.  Robert  Anderson  and  Dr. 
Robert  O'Bryan,  from  the  staff  of 
the  Division  of  Regional  Medical 
Programs,  National  Institutes  of 
Health,  spent  Nov.  13-17  in  all  man- 
ner of  transport,  from  chartered 
plane  (after  commercial  lines  broke 
down)  to  night  driving  ahead  of 
storm  warnings,  making  a close 
schedule  of  site  visits  to  Wyoming 
headquarters  in  Cheyenne,  and  to 
Great  Falls  and  Missoula,  Boise  and  ' 
Reno. 

Accompanied  by  Mountain  States 
Regional  Director,  Dr.  Alfred  Pop- 
ma, the  two  officials,  whose  visil 
was  postponed  from  last  summer, 
met  with  the  staffs  in  the  regiorl 
and  with  personnel  at  Montana  Statej] 
University  and  St.  Patrick's  hospital.  I 
a proposed  coronary  care  training 
center. 


BUDGET  APPROVED 
BY  EXECUTIVE  UNIT  , 

(Confinued  from  front  page)  B | 

an  operational  grant.  In  endorsimi 
the  coronary  care  operational  proi 
posal  in  the  four  states,  WICHil 
again  reaffirmed  its  previous  corri  k 
mitment  to  assist  in  establishing  ofll 
going  programs  and  to  continue  ti|| 
assist  until  these  could  be  carriei 
on  by  agencies  within  the  states.  # 
The  Executive  Committee  was  a ij, 
so  given  a birds-eye  view  of  futur  . 
operational  proposals  now  bein 
planned.  ® 


STAFF  MEMBERS  of  Mountain  States  RMP  are  shown  here, 
left  to  right;  Robert  C.  Mendenhall,  research  consultant;  Mrs. 
Laura  G.  Larson,  R.N.,  M.A.,  associate  regional  director;  Alfred 
M.  Popma,  M.D,,  regional  director;  Kevin  P.  Bunnell,  Ed.D.,  co- 
ordinator; Claude  O.  Grizzle,  M.D.,  Wyoming  director;  Robert  S. 


McKean,  M.D.,  Idaho  director;  W.  R.  Hearne,  M.D.,  Idaho  asso- 
ciate director;  Leonard  W,  Brewer,  M.D,,  Montana  assistant 
director;  Fred  O.  Graeber,  M.D.,  Idaho  assistant  director;  Frank 
L.  McPhail,  M.D.,  Montana  director;  and  David  L.  Roberts,  M.D., 
Nevada  director. 


"Vreathiiig^s 
a snap  again 
he  said 
pgerly. 

(COMFLPIENTS  OP 
DIMETAPP) 


-«s’4  ^ 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

Dimetapp'Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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Anxiety  and  tension 
often  "switch  on" 
a multiplicity  of 
physical  complaints 


tranquilizer  with 
larticular  usefulness  in 
jnctional  disorders 


tensive  clinical  experience,  including  eleven  double-blind  studies, indi- 
tes that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension, 
appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
tient who "somatizes”-— whose  anxiety  and  tension  find  expression  in  com- 
iints  such  as  headaches, fatigue, ^ insomnia, 2.4.3,9,12  anorexia, 
d pruritus.^ 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
ier  commonly  used  tranquilizers. 

Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 
xide.  In  one  study,^  severe  anxiety  responded  more  effectively  to  tybamate 
in  to  meprobamate;  in  another,®  symptom-response  superiority  of  tyba- 
rte  over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
nfidence. 


Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

ie  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
3 form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
ve  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
comparative  lack  of  undesirable  sedative  action.®-®-i2,i3  (jf  drowsiness  or 
rtigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 
For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
ysical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
iging  patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
r which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 
Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
suit  individual  requirements. 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Urttil  further  ciini- 
cal  experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances'  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e.g..  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  vrith  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  m additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  obs"rved  excessive  self-medication  or  any  with- 
drawal symptoms  with  use 'of  Tybatran  (tybarhate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Bec^u^g  of  the  occurrence  of 

Prescribing  information  continuetl  on  next  page. 


You 


(pronounced  TYE-buh-tran) 

lybatran 

/ brandoftybamate 

a tranquilizer  with 
particular  usefulness  in 
functional  disorders 

Prescribing  infsrmatinn  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  wl 
drawal  of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamau 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  requiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
slas,  and  hepatic  or  renal  disease;  and  prolonged  and/or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients,  in  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
“panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths:  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Abortion  and  the  Law:  Edited  by  David  T.  Smith.  Cleveland, 
1967,  Press  of  Western  Reserve  University.  237  p.  Price:  $7.00. 
The  Adolescent  Experience:  By  Elizabeth  Douvan  and  Joseph 
Adelson.  New  York,  1966,  Wiley.  471  p.  Price:  $7.95. 

Advances  in  Obstetrics  and  Gynecology:  By  Stewart  L.  Marcus 
and  Cyril  C.  Marcus.  Baltimore,  1967,  Williams  and  Wilkins. 
699  p.  Price:  fl9.25. 

Bronchial  Asthma:  By  Denis  Leigh.  Oxford,  1967,  Pergamon. 
192  p.  Price:  $10.00. 

Clinical  Hematology:  By  Maxwell  M.  Wintrobe.  Philadelphia, 
1967,  Lea  & Febiger.  1287  p.  Price:  $22.50. 

The  Coming  Revolntion  in  Medicine:  By  David  D.  Rutstein. 
Cambridge,  Mass.,  1967,  MIT  Press.  180  p.  Price:  $4.95. 
Differential  Diagnosis  of  Cardiovascular  Disease  by  X-ray: 
By  Phillip  H.  Meyers.  New  York:  1966,  Hoeber-Harper.  187  p. 
Price:  $10.50. 

A Guide  to  Psychotherapy:  By  Saul  I.  Harrison  and  Donald 
J.  Carek.  Boston,  1966,  Little,  Brown.  263  p.  Price:  $9.75. 
Headaches  in  Children:  By  Arnold  P.  Friedman.  Springfield, 
111.,  1967,  Thomas.  151  p.  Price:  $6.50. 

A Historical  Review  of  Orthodontics  in  the  Rocky  Mountain 
Area:  By  Lynch  F.  Bronert.  Denver,  Colorado,  1967,  Rocky 
Mountain  Society.  103  p.  Price:  Gift. 

Homosexual  Behavior  Among  Males;  By  Wainwright  Churchill. 
New  York,  1967,  Hawthorne.  349  p.  Price:  $7.95. 

How  to  Get  the  Best  from  Your  Physician:  By  William  B.  F. 
Van  Auken.  Springfield,  111.,  1967,  Thomas.  100  p.  Price:  $4.75. 
Lectures  on  Preventive  Cardiology;  By  Jeremiah  Stamler. 
New  York,  1967,  Grune  & Stratton.  434  p.  Price  $18.75. 
Management  of  Emotional  Disorders  in  Pediatric  Practice:  By 
Jerome  L.  Schulman.  Chicago,  1967,  Yearbook.  307  p.  Price: 
$9.50. 

Modern  Management  of  the  Rh  Problem:  By  John  T.  Queenan, 
M.D.  New  York,  1967,  Hoeber-Harper.  303  p.  Price:  $12.50. 
Neuropsychiatry  in  World  War  II:  By  U.  S.  Army  Medical 
Department.  Washington,  D.  C.,  1966,  Office  of  the  Surgeon 
General,  Dept,  of  the  Army.  898  p.  Price:  $7.50. 
j Pediatric  and  Adolescent  Gynecology:  By  Howard  W.  Jones. 
Baltimore,  1966,  Williams  & Wilkins.  333  p.  Price:  $11.50. 

The  Physical  Aspects  of  Diagnostic  Radioiogy;  By  Michel  M. 

' Ter-Pogossian.  New  York,  1967,  Harper  & Row.  426  p.  Price: 
$13.50. 

Shaft  Fractures  and  Pseudarthroses:  By  Bruce  M.  Cameron. 
Springfield,  111.,  1966,  Thomas.  122  p.  Price:  $6.75. 

Social  Policy  and  the  Health  Services:  The  Choice  Ahead; 
By  Eveline  M.  Bums.  New  York,  1967,  American  Public  Health 
1 Association.  44  p.  Price:  Review  Book. 

‘ Technique  of  Psychotherapy:  By  Lewis  R.  Wolberg.  New  York, 
1967,  Grune  & Stratton.  2 vols.  Price:  $29.75. 

Clinical  Hematology,  6th  Edition:  By  Maxwell  M.  Wintrobe. 
1 Philadelphia,  1967,  Lea  & Febiger.  1287  p.  Price:  $22.50. 

{ A long-awaited  revision  of  Wintrobe’s  Clinical 
Hematology  has  finally  arrived.  In  the  Preface 
li  to  the  1st  Edition  he  stated  the  objectives  of  this 
book:  “To  bring  together  the  accumulated  infor- 
mation in  the  field  of  hematology  in  a systematic 
and  orderly  form,  to  sift  the  important  from  the 
less  significant,  ...  to  outline  details  of  differen- 
tial diagnosis,  to  describe  the  indications  for  and 
methods  of  treatment,  and  to  make  clear  as  far 
I as  present  knowledge  permits  the  nature  of  the 
i underlying  physiological  disturbances  . . 

Much  has  happened  in  hematology  in  the  fields 
’ of  molecular  chemistry  and  biology,  immuno- 
chemistry,  and  chemotherapy  since  the  previous 
edition  was  published  in  1961.  These  advances 
are  now  incorporated  in  the  6th  Edition. 

, A few  examples  will  illustrate  this.  The  sec- 
tion on  hemoglobins  has  been  almost  completely 


re-written  in  light  of  recent  progress  in  molecular 
chemistry  with  special  emphasis  on  abnormal 
hemoglobins  and  their  patterns  of  inheritance.  An 
entire  chapter  is  now  devoted  to  the  parapro- 
teinemias  with  a lucid  presentation  of  macro- 
globulinemias,  multiple  myeloma  and  heavy-chain 
diseases. 

Work  done  since  the  last  edition  in  the  areas 
of  fibrinolysins,  porphyria,  myelofibrosis,  molec- 
ular aspects  of  cell  growth  and  chemotherapy  are 
included  in  the  appropriate  chapters  relating  to 
these  diseases. 

The  section  relating  to  the  anemias  has  been 
completely  reorganized  and  re-worked. 

Perhaps  the  most  welcome  change,  however,  is 
the  up-dating  of  the  bibliographies  at  the  end 
of  each  chapter.  Although  they  still  contain  refer- 
ences to  the  classic  and  original  works  in  the 
field,  the  major  emphasis  is  on  recent  material. 

Not  changed  in  the  new  edition  are  Wintrobe’s 
clinical  descriptions  of  hematologic  disorders 
which  have  stood  for  years  as  classics  in  clinical 
hematology.  Most  of  the  old  drawings,  tables  and 
photographs  remain  with  occasional  notable  ex- 
ceptions such  as  the  appearance  for  the  first  time 
of  electron  micrographs. 

The  new  edition  of  this  standard  textbook 
belongs  on  the  shelves  of  every  medical  library 
and  in  the  hands  of  most  practicing  physicians.  It 
stands  now  as  never  before  the  best  single  text 
on  hematology. 

J.  STEPHEN  KROGER,  M.D. 
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Colorado 


Dr.  Constantine  F,  Kemper,  president  of  the 
Denver  Medical  Society  in  1939,  died  December 
18,  1967,  after  a short  illness.  He  was  81  years  old. 

Doctor  Kemper  was  born  November  12,  1886 
in  Lewis  County,  W.  Virginia.  He  attended  high 
school  at  the  Broaddus  Institute,  graduating  in 
1907,  which  later  became  the  Alderson-Broaddus 
College  in  Philippi,  W.  Virginia.  In  April  of  1967, 
Doctor  Kemper  received  the  honor  of  having  the 
Kemper  Hall  of  Science  of  this  college  named  for 
him.  He  received  his  Bachelor’s  degree  from 
Denison  University  in  Granville,  Ohio;  this  was 
followed  by  attending  the  Divinity  School  of  the 
University  of  Chicago  for  six  months.  Then  he 
became  YMCA  Secretary  at  William  Jewell  Col- 
lege in  Liberty,  Mo. 

Because  of  ill  health,  Doctor  Kemper  came 
to  Colorado  and  entered  the  University  of  Colo- 
rado School  of  Medicine,  from  which  he  gradu- 
ated in  1917. 

The  early  practice  years  were  spent  in  the 
lumber  camps  of  New  Mexico  where  he  gained 
invaluable  experience  under  primitive  conditions. 
In  1922-1923,  Doctor  Kemper  served  as  a Fellow 
in  medicine  at  the  Mayo  Foundation.  Then  he 
returned  to  Denver  where  he  practiced  his  spe- 
cialty, internal  medicine,  until  he  retired  in  1962. 
His  special  interest  was  in  metabolic  and  en- 
docrinal  diseases. 

Doctor  Kemper  devoted  many  years  in  teaching 
at  the  local  medical  school  as  a volunteer  faculty 
member.  This  was  most  rewarding  to  both  the 
school  and  the  students,  and  he  left  a marked 
imprint  on  the  latter  by  his  dynamic,  honest 
method  of  imparting  knowledge.  This  was  proven 
in  a material  way  when  he  was  awarded  the  Gold 
Headed  Cane  by  the  Students  in  recognition  of 
unusual  professional  accomplishments. 

Besides  serving  as  president  of  the  Denver 
Medical  Society,  Doctor  Kemper  was  editor  and 
business  manager  of  Colorado  Medicine.  He  was 
a life  member  of  the  Colorado  Medical  Society, 
and  the  American  College  of  Physicians,  in  which 
organization  he  served  as  Colorado  Governor  for 
nine  years. 

Doctor  Kemper  had  married  the  former  Miss 
Ethel  Harrington  in  1917,  the  same  year  he  ac- 
quired his  medical  degree.  She  died  in  1957. 

In  1961  he  was  married  to  the  former  Miss 
Helen  Kearney  who  survives  him.  Before  her 
marriage  she  had  worked  with  the  Colorado  Medi- 
cal Society  in  the  office  of  the  Executive  Secre- 
tary. During  the  war  years  she  acted  as  Major 
domo  doing  the  many  things  required  during  that 
strenuous  time. 


In  addition  to  Mrs.  Kemper,  Doctor  Kemper  is 
survived  by  four  brothers,  Dr.  C.  W.  Kemper, 
Boulder;  Ernest  Kemper,  Albuquerque;  W.  C. 
Kemper,  Allen  Park,  Michigan;  and  G.  S.  Kemper, 
Charlottville,  Florida. 


Dr.  Homer  Dietmeier,  an  emeritus  member  of 
the  Colorado  Medical  Society,  died  in  Denver, 
December  15,  1967  following  a prolonged  illness. 
He  was  73  years  old,  and  had  been  director  of  the 
Longmont  clinic  for  many  years. 

Doctor  Dietmeier  was  born  in  Illinois  on  De- 
cember 19,  1893;  he  graduated  from  Northwestern 
University  College  of  Medicine  in  1919.  He  was 
a resident  of  Longmont  for  30  years  where  he 
helped  establish  the  Longmont  clinic  in  1946, 
immediately  following  World  War  II. 

He  married  the  former  Edna  Carlson  in  1950, 
and  moved  to  Denver  the  same  year.  Surviving, 
in  addition  to  his  wife,  are  a son,  Homer  J.  Diet- 
meier of  Lexington,  Massachusetts,  a daughter, 
Mrs.  Mary  Mather  of  St.  Joseph,  Missouri,  a bro- 
ther, Richard  of  Albuquerque,  and  six  grand- 
children. 

Doctor  Dietmeier  was  a member  of  the  Long- 
mont Kiwanis  Club,  International  College  of  Sur- 
geons; Colorado  Medical  Society  and  the  First 
Plymouth  Congregational  Church  of  Denver. 


Montana 

James  Harris  Irwin,  M.D.,  LaJolla,  California, 
died  during  November.  Dr.  Irwin  was  born  in 
Donovan,  Illinois,  on  July  11,  1876.  He  received 
his  M.D.  degree  in  1899  from  Rush  Medical  Col- 
lege. Dr.  Irwin,  upon  completion  of  his  medical 
training,  began  practice  in  Havre  in  1901  and  two 
years  later  moved  to  Great  Falls  where  he  con- 
tinued his  practice  until  his  retirement  in  1948. 
Dr.  Irwin  was  a member  of  the  medical  staff  of 
the  Anaconda  Company  for  many  years.  He 
served  as  Cascade  County  coroner  from  1910  until 
1912  and  was  active  in  the  affairs  of  the  Cascade 
County  chapter  of  the  American  Red  Cross  as 
a member  of  its  Board  of  Directors.  He  served 
as  president  of  the  Montana  Medical  Association 
during  1914-15  and  was  the  delegate  of  this  Asso- 
ciation to  the  American  Medical  Association  from 
1934  until  1946. 

Utah 

Dr.  R.  Vernon  Larson,  Roosevelt  Duchesne 
County  physician,  and  chairman  of  the  Utah  Wa- 
ter Pollution  Control  Committee,  died  December  9, 
1967,  at  the  age  of  59  years. 

He  was  bom  December  4,  1908  in  Smithfield, 
Cache  County,  a son  of  Rudolph  Victor  and  Re- 
becca Peterson  Larson.  On  June  6,  1938  he  was 
married  to  the  former  Helen  Calder.  They  were 
the  parents  of  five  sons  and  one  daughter,  who, 
with  Mrs.  Larson,  survive  him. 

He  was  a graduate  of  the  Utah  State  University 
where  he  served  on  the  school’s  alumni  council 
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for  three  years,  and  later  received  his  medical 
degree  from  the  George  Washington  University 
Medical  School.  After  interning  in  the  Salt  Lake 
General  Hospital,  he  entered  private  practice  in 
Smithfield  until  he  entered  the  U.  S.  Army  where 
he  served  for  nearly  six  years,  much  of  the  time 
in  the  European  theater  of  operations.  He  was 
honorably  discharged  as  a Lt.  Colonel  and  had 
been  in  private  practice  in  Roosevelt  for  over 
twenty  years. 

In  addition  to  his  medical  activities,  which  in- 
cluded membership  in  the  Uintah  Basin  Medical 
Society,  the  Utah  State  Medical  Association,  the 
American  Medical  Association  and  the  American 
Academy  of  General  Practice,  he  has  devoted 
tireless  efforts  to  civic  and  Church  activities.  He 
served  as  president  of  the  Utah  Board  of  Educa- 
tion and  Health  Officer  for  Roosevelt  City  and 
Duchesne  County  for  21  years.  He  also  served 
a three-year  term  as  Trustee  of  the  Utah  State 
Medical  Association. 


Dr.  David  E.  Smith,  Sr.,  veteran  Salt  Lake  City 
physician,  died  December  19,  1967,  at  the  age  of 
81.  He  was  bom  in  Manti,  Utah  on  February  1, 
1886.  He  married  the  former  Florence  Bertha 
Spencer  October  5,  1921.  She  died  in  October  of 
1954. 

Dr.  Smith  was  graduated  from  the  University 
of  Utah  as  a pre-medical  student  in  1918,  and  re- 
ceived his  medical  degree  from  the  University 
of  Pennsylvania  where  he  also  served  his  in- 
ternship. He  was  the  first  trained  gynecologist 
and  obstetrician  to  practice  in  Utah  and  has  been 
in  private  practice  and  on  the  staff  of  the  L.D.S. 
Hospital  in  Salt  Lake  City  since  1921.  He  was 
appointed  a fellow  of  the  American  College  of 


Surgeons  in  1932  and  was  listed  in  “Who’s  Who 
in  America.”  In  1964  he  was  honored  by  the  L.D.S. 
Hospital  staff  for  his  contributions  to  that  group. 

His  interests  in  music  were  extensive  and  he 
was  one  of  the  organizers  of  the  Salt  Lake  Ora- 
torio Society  which  group  he  also  served  as  as- 
sistant director  for  approximately  25  years. 

He  is  survived  by  his  daughter,  Mrs.  Sterling 
R.  (Beverly)  Provost,  Boulder,  Colorado;  and  sons. 
Dr.  David  E.  Smith,  Jr.;  Dr.  A.  Krehl  Smith;  and 
Earle  Smith,  all  of  Salt  Lake  City. 


Dr,  John  Louis  Baukol,  Salt  Lake  City  allergist, 
died  December  17,  1967  of  a heart  attack  while 
working  in  a Salt  Lake  hospital.  He  was  38. 

A native  of  Ogden,  Utah,  Dr.  Baukol  was  born 
May  10,  1929,  the  son  of  Louis  Hans  and  Lillian 
Hagge  Baukol.  On  July  13,  1954  he  married  the 
former  Elsie  Sata  in  Oakland,  California.  She, 
with  his  son  John  and  daughter  Sharon,  survive 
him. 

Dr.  Baukol  was  a graduate  of  the  University  of 
Utah  Medical  School  in  1954  and  interned  at  the 
Southern  Pacific  General  Hospital  in  San  Fran- 
cisco. After  completing  his  internship,  he  served 
with  the  U.  S.  Navy  for  two  years.  He  received 
a residency  fellowship  at  the  University  of  Utah 
Medical  School.  His  specialty  was  internal  medi- 
cine. He  was  on  the  staff  of  the  St.  Mark’s  Hos- 
pital in  Salt  Lake  City. 

Dr.  Baukol  was  a member  of  the  Utah  Thoracic 
Society,  American  Academy  of  Allergy,  American 
College  of  American  Allergists,  Utah  Society  of 
Internal  Medicine,  Salt  Lake  County  Medical  So- 
ciety, Utah  State  Medical  Association,  and  West 
Coast  Allergy  Association. 


NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER 

A recently  released  American  Cancer  Society  film  for  registered  nurses, 
licensed  practical  nurses,  student  nurses,  medical  students  and  nursing  home 
staffs.  The  film  presents  comprehensive  nursing  procedures  for  patients  who 
have  had  a laryngectomy,  colostomy,  tracheotomy  and  cystectomy.  Run- 
ning time:  29  minutes;  call  your  local  ACS  to  make  screening  arrangements. 
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Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Neo-Synephrine'^  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 


Thenfadil'^  (brand  of  thenyidiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis, 

Zephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also  j 
be  used  in  sinusitis  to  help  establish  drainage.  I 

The  spray  is  best  used  twice,  the  second  a few  minutes  after  1 

the  first,  repeated  every  three  or  four  hours  as  needed.  nTz  ' 

is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 
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Winthrop  Laboratories 
New  York,  N.Y.  10016 


NASAL  SPRAY 

relieves 

nasal  symptoms 
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Colorado  Medical  Society 

OFFICERS  1967-C8 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  William  A.  H.  Rettberg,  Denver,  1968; 
Richard  L.  Davis,  La  Junta,  1968;  Robert  W.  Ludwick,  Ster- 
ling, 1969;  Geno  Saccomanno,  Grand  Junction,  1969;  Kenneth 
A.  Platt,  Westminster,  1970;  Joel  R.  Husted,  Boulder,  1970. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969) : Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M,  Wood,  Englewood. 

Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor'  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vice  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena. 
Executive  Committee:  Alfred  M.  Fulton,  Billings;  Mark  B. 
Listerud,  Wolf  Point;  Oscar  A.  Swenson,  Sidney;  John  A. 
Newman,  Butte;  William  S.  Harper,  Helena;  Herbert  T. 
Caraway,  Billings;  Robert  W.  Thometz,  Butte;  Paul  J.  Gans, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Immediate  Past  President:  Albert  L.  Vadheim,  Bozeman. 
Delegate  to  the  American  Medical  Association:  Herbert  T. 
Caraway,  Billings. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  Jr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St., 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  Indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1963  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect;  Harry  J.  McKinnon,  Jr,,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Immediate  Past  President:  William  M.  Tappan,  Reno. 

Delegate  to  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medi- 
cal Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno,  Telephone  323-6788. 

New  Mexico  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque:  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970), 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Honorary  President:  Wilford  J.  Reichmann,  St.  George. 
Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R, 
Merrell,  Brigham  City,  1969;  Cache  Valley  Medical  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society, 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1969;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R. Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton, 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1968;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden, 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  Wilford  G. 
Biesinger,  Springville. 
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Speaker,  House  of  Delegates;  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medicai  Journal; 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Harold  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 

EXECUTIVE  COMMITTEE;  Drew  M.  Petersen,  Chairman 
Ogden;  Paul  A.  Clayton,  Salt  Lake  City;  Homer  E.  Smith, 
Salt  Lake  City;  Alan  E.  Lindsay,  Salt  Lake  City;  Ralph  C. 
Richards,  Salt  Lake  City. 

BUDGET  COMMITTEE:  Ralph  C.  Richards,  Chairman,  Salt 
Lake  City;  Drew  M.  Petersen.  Ogden;  Paul  A.  Clayton,  Salt 
Lake  City;  Homer  E.  Smith,  Salt  Lake  City;  Alan  E.  Lindsay, 
Salt  Lake  City. 

AUXILIARY  ADVISORY:  Paul  A.  Clayton,  Chairman,  Salt 
Lake  City;  W.  R.  Merrell,  Brigham  City;  Merrill  C.  Daines, 
Logan;  Roy  W.  Robinson,  Price;  Gene  E.  Speakman,  Mt. 
Pleasant;  Noall  Z.  Tanner,  Layton;  Russell  M.  Nelson,  Salt 
Lake  City;  Paul  R.  Mayberry,  Moab;  L.  V.  Broadbent,  Cedar 
City;  Terry  M.  Buxton,  Roosevelt;  John  H.  Rupper,  Provo; 
L.  D.  Nelson,  Ogden. 

EXECUTIVE  COMMITTEE  OF  THE  RVS;  Scott  M.  Smith, 
Chairman,  Salt  Lake  City;  John  H.  "Clark,  Salt  Lake  City; 
Drew  M.  Petersen,  Ogden;  Garner  B.  Meads,  F.  Willis  Taylor, 
Robert  W.  Carson,  Hal  H.  Bourne,  Grant  A.  Hickman,  Preston 
R.  Cutler,  Mr.  Harold  Bowman,  all  of  Salt  Lake  City. 

COUNCIL  ON  MEDICAL  SERVICE:  Drew  M.  Petersen,  Chair- 
man. 

COMMITTEES  OF  THE  COUNCIL- 

BLOOD  BANK:  Morgan  S.  Coombs,  Chairman,  Salt  Lake  City; 
Joseph  L.  Hatch,  Salt  Lake  City;  Paul  G.  Winquist,  Logan; 
Gene  E.  Speakman,  Mt.  Pleasant;  Crichton  McNeil,  Salt  Lake 
City;  George  E.  Cartwright,  Salt  Lake  City;  Ronald  B. 
Butler,  Provo;  J.  Eldon  Dorman,  Price;  Harold  R.  Eason, 
Ogden. 

CONSTITUTION  AND  BY-LAWS:  Wallace  S.  Brooke,  Chair- 
man, Salt  Lake  City;  Drew  M.  Petersen,  Ogden;  Kenneth  B. 
Castleton,  Salt  Lake  City;  John  F.  Waldo,  Salt  Lake  City; 
Ralph  E.  Jorgenson,  Provo;  Mr.  John  H.  Snow,  ex-officio. 
Salt  Lake  City. 

GENERAL  COMMITTEE  ON  RVS:  Scott  M.  Smith,  Chairman, 
Salt  Lake  City;  Leland  O.  Learned,  Salt  Lake  City;  L.  T. 
Christensen,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake 
City;  Dean  W.  Gray,  Salt  Lake  City;  Preston  G.  Hughes, 
Spanish  Fork;  H.  M.  Jackson,  Salt  Lake  City;  William  P. 
Daines,  Ogden;  J.  Louis  Schricker,  Jr.,  Salt  Lake  City;  Henry 
A.  Theurer  Jr.,  Salt  Lake  City;  Dean  Spear,  Salt  Lake  City; 
Robert  W.  Carson,  Salt  Lake  City;  O.  Edward  Ogilvie,  Salt 
Lake  City;  Robert  C.  Mohr,  Salt  Lake  City;  J.  Bruce  Balken, 
Ogden;  Howard  K.  Belnap,  Ogden;  Robert  M.  Woolf,  Salt  Lake 
City;  Preston  R.  Cutler,  Salt  Lake  City;  Hal  H.  Bourne,  Salt 
Lake  City;  Warren  B.  West,  Ogden. 

INSURANCE  PLANS:  Wallace  S.  Brooke,  Chairman,  Salt  Lake 
City;  Myron  L.  Crandall,  Salt  Lake  City;  Dean  L.  Bunderson, 
Brigliam  City;  Newell  G.  Daines,  Logan;  G.  Cloyd  Krebs, 
Provo;  Leland  O.  Learned,  Salt  Lake  City;  Irven  H.  Moncrief, 
Ogden;  Warren  B.  West,  Ogden;  Paul  A.  Clayton,  Salt  Lake 
City. 

MEDICAL  ECONOMICS:  O.  Wendell  Budge,  Chairman,  Logan, 
1969;  Richard  A.  Call,  Provo,  1968;  Wallace  S.  Brooke,  Salt 
Lake  City,  1968;  Wendell  J.  Thomson,  Ogden,  1969;  L.  V. 
Broadbent,  Cedar  City,  1969;  Scott  M.  Smith,  Salt  Lake  City, 
1969;  Paul  A.  Clayton,  Salt  Lake  City,  1970;  Leland  K.  Dayton, 
Provo,  1970. 

NURSING  HOME  LIAISON:  Elmer  M.  Kilpatrick,  Chairman, 
Salt  Lake  City;  John  F.  Waldo,  Salt  Lake  City;  S.  William 
Allred,  Salt  Lake  City;  Chelton  S.  Feeny,  Ogden;  W.  Doyle 
Cranney,  Orem;  Omar  S.  Budge,  Logan. 

COUNCIL  ON  PUBLIC  HEALTH;  Ralph  C.  Richards,  Chair- 
man. 

COMMITTEES  OF  THE  COUNCIL- 

GENERAL  COMMITTEE  ON  PUBLIC  HEALTH:  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  Dee  W.  Call,  Salt 
Lake  City;  Cyril  D.  Fullmer,  Salt  Lake  City;  Conrad  B. 
Jenson,  Salt  Lake  City;  Lindsay  R.  Curtis,  Ogden;  Carl  T. 
Woolsey,  Salt  Lake  City;  Robert  C.  Mohr,  Salt  Lake  City; 
John  D.  Newton,  Ogden;  Reed  W.  Farnsworth,  Cedar  City; 
J.  Bruce  Balken,  Ogden;  Mark  H.  Greene,  Salt  Lake  City; 
C.  DuWayne  Schmidt,  Salt  Lake  City. 

ATHLETIC  INJURIES:  Dee  W.  Call,  Chairman,  Salt  Lake 
City;  Reed  S.  Clegg,  Salt  Lake  City;  John  C.  Worley,  Jr., 
Logan;  S.  William  Allred,  Salt  Lake  City;  Clayton  R.  Gabbert, 
Ogden;  Russell  N.  Hirst,  Ogden;  William  G.  Dixon,  Provo; 
John  N.  Henrie,  Salt  Lake  City. 


CANCER:  Cyril  D.  Fullmer,  Chairman,  Salt  Lake  City;  O. 
Elrnest  Grua,  Ogden;  L.  Dean  Day,  Salt  Lake  City;  M.  K. 
McGregor,  St.  George;  Leland  R.  Cowan,  Salt  Lake  City; 
Donald  V.  Poppen,  Provo;  Betty  S.  Gilson,  Salt  Lake  City. 

CARDIOVASCULAR  DISEASE:  Conrad  B.  Jenson,  Chairman, 
Charles  M.  Parrish,  Talmage  W.  Nielsen,  Allan  H.  Barker, 
L.  George  Veasy,  Betty  S.  Gilson,  all  of  Salt  Lake  City;  John 
L.  Sorenson,  Logan;  C.  Basil  Williams,  Ogden. 

CHILD  ADOPTION:  Thomas  M.  Feeny,  Chairman,  Ogden; 
C.  Wallace  Sorenson,  Salt  Lake  City;  Reed  W.  Farnsworth, 
Cedar  City;  John  Carlisle,  Logan;  Kenneth  O.  Fishier,  Salt 
Lake  City;  Preston  G.  Hughes,  Spanish  Fork;  Stanley  R. 
Child,  Salt  Lake  City;  Henry  A.  Theurer,  Salt  Lake  City. 

MATERNAL  PROBLEMS  AND  REPRODUCTION;  Carl  T. 
Woolsey,  Chairman,  Salt  Lake  City;  Ray  E.  Spendlove,  Vernal; 
Wilbur  S.  Thain,  Logan;  Russell  N.  Stirland,  Jr.,  Ogden;  Boyd 
J.  Farr,  Ogden;  Quinn  A.  Whiting,  Price;  J.  Gordon  Felt, 
Brigham  City;  Richard  S.  Clark,  Provo;  Irwin  H.  Kaiser, 
Salt  Lake  City;  F.  Willis  Taylor,  Salt  Lake  City;  Reynolds  F. 
Cahoon,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake  City; 
Robert  H.  Hall,  Salt  Lake  City;  Lamar  H.  Stewart,  Gimnlson; 
Roger  A.  Brown,  Bountiful;  James  R.  Alexander,  Moab; 
David  L.  Wilkerson,  Parowan;  Harry  G.  Hicks,  Salt  Lake  City. 

MENTAL  HEALTH:  Robert  C.  Mohr,  Chairman,  Salt  Lake 
City,  1970;  Peter  T.  Knoepfler  (President-elect  Psy),  Salt 
Lake  City;  Richard  Iverson,  Ogden;  Reed  S.  Andrus,  Salt 
Lake  City;  Thomas  C.  Hardy,  Salt  Lake  City;  Garth  G. 
Myers,  Salt  Lake  City;  Donald  E.  Smith,  Salt  Lake  City; 
Gordon  S.  Johnson,  Provo. 

RURAL  HEALTH:  Reed  W.  Farnsworth,  Chairman  Cedar 
City;  Edward  D.  Morton,  Ogden;  Thomas  M.  Hall,  Payson; 
W.  R.  Elton  Newman,  Salt  Lake  City. 

MENTAL  RETARDATION;  John  D.  Newton,  Chairman,  Og- 
den; James  C.  Warenski,  Salt  Lake  City;  Garth  G.  Myers, 
Salt  Lake  City;  S.  F.  Blackburn,  Ogden;  Lyman  Olsen,  Provo; 
Joseph  P.  Kesler,  Salt  Lake  City. 

SCHOOL  HEALTH;  Gerald  V.  Snarr,  Chairman,  Murray; 
J.  Bruce  Balken,  Ogden;  Raymond  N.  Malouf,  Logan;  Jack 
B.  Trunnell,  Provo;  Russell  N.  Stirland,  Jr.,  Ogden;  Richard 
R.  Flynn,  Bountiful;  Richard  P.  Bigelow,  Salt  Lake  City; 
Stanley  R.  Child,  Salt  Lake  City. 

SANITATION  AND  POLLUTION  (Air  and  Water):  Alan  P. 
Macfarlane,  Chairman,  Salt  Lake  City;  Donald  M.  Moore, 
Ogden;  G.  Cloyd  Krebs,  Provo;  Harold  B.  Lamb,  Salt  Lake 
City;  C.  A.  Natoli,  Salt  Lake  City;  William  H.  Bennion,  Salt 
Lake  City;  Byron  W.  Daynes,  Salt  Lake  City;  Richard  A. 
Nimer,  Provo;  Preston  R.  Cutler,  Salt  Lake  City;  Robert  W. 
Sherwood,  Salt  Lake  City. 

TRAUMA  AND  HIGHWAY  SAFETY:  Mark  H.  Greene,  Jr., 
Chairman,  Salt  Lake  City;  Robert  W.  Sherwood,  Salt  Lake 
City;  E.  H.  Chapman,  Provo;  Lyman  W.  Condie,  Salt  Lake 
City;  Charles  D.  Behrens,  Salt  Lake  City;  Lewis  A.  Petersen, 
Murray;  F.  Willis  Taylor,  Salt  Lake  City;  E.  Daniel  Nusbaum, 
Salt  Lake  City;  O.  Ernest  Grua,  Ogden;  Alfred  M.  Okelberry, 
Salt  Lake  City:  Andrew  C.  Ruoff,  III,  Salt  Lake  City;  Howard 
H.  Haynes,  Salt  Lake  City;  Robert  D.  Preston,  Salt  Lake  City. 

TUBERCULOSIS:  C.  DuWayne  Schmidt,  Chairman,  Salt  Lake 
City;  John  D.  Newton,  Ogden;  Carroll  D.  Goon,  Monticello; 
Richard  J.  Nelson,  Salt  Lake  City;  W.  R.  Elton  Newman,  Salt 
Lake  City;  Attilio  Renzetti,  Jr.,  Salt  Lake  City. 

COUNCIL  ON  SCIENTIFIC  EDUCATION;  Alan  E.  Lindsay, 
Chairman. 

COMMITTEES  OF  THE  COUNCIL- 

MEDICAL  ADVISORY  BOARD  TO  UNIVERSITY  OF  UTAH 
COLLEGE  OF  MEDICINE:  Drew  M.  Petersen,  Chairman, 
Ogden;  Paul  A.  Clayton,  Salt  Lake  City;  Homer  E.  Smith, 
Salt  Lake  City;  L.  V.  Broadbent,  Cedar  City;  V.  Robert  Kelly, 
Layton;  John  H.  Clark,  Salt  Lake  City;  George  H.  Curtis, 
Salt  Lake  City;  ‘Kenneth  B.  Castleton,  Vice-Chairman,  Salt 
Lake  City;  ‘Irwin  H.  Kaiser,  Salt  Lake  City;  ‘M.  M.  Wintrobe, 
Salt  Lake  City;  ‘President  James  C.  Fletcher,  Salt  Lake  City; 
‘Mr.  Luke  G.  Pappas,  Price;  ‘Mr.  L.  Sam  Skaggs,  Jr.,  Salt 
Lake  City;  ‘Bmtis  R.  Evans,  Salt  Lake  City. 

‘Represents  University  of  Utah. 

MEDICAL  EDUCATION  AND  HOSPITAL:  WiUiam  P.  Daines, 
Chairman,  Ogden,  1968;  Hal  H.  Bourne,  Salt  Lake  City,  1968; 
E.  H.  Chapman,  Provo,  1968;  Lawrence  E.  Stevens,  Salt  Lake 
City,  1968;  C.  Hilmon  Castle,  Salt  Lake  City,  1969;  James  Rex 
Miller,  Salt  Lake  City,  1969;  M.  Eugene  Lahey,  Salt  Lake  City, 
1969;  Don  H.  Nelson,  Salt  Lake  City,  1970;  Virgil  J.  Parker, 
Provo,  1970;  L.  Keith  Gates,  Logan,  1970. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Alan  E. 
Lindsay,  Chairman,  Salt  Lake  City,  1969;  R.  Craig  Clark, 
Provo,  1968;  C.  Hilmon  Castle,  Salt  Lake  City,  1970;  Oliver 
L.  Richards,  Jr.,  Ogden,  1971;  Richard  P.  Middleton,  Salt 
Lake  City,  1972. 

ADVISORY  COMMITTEE  TO  THE  ROCKY  MOUNTAIN 
MEDICAL  JOURNAL:  Alan  E.  Lindsay,  Chairman,  W.  Knox 
Fitzpatrick,  William  McDiarmid,  all  of  Salt  Lake  City. 
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SCIENTIFIC  PROGRAM:  Alan  E.  Lindsay,  Chairman,  Don  H. 
Nelson,  Roy  A.  Darke,  Robert  H.  Hall,  ‘G.  Landon  Beales, 
•Jack  B.  Watkins,  .lohn  N.  Henrie,  Dean  Spear,  Alan  R. 
Nelson,  F.  Willis  Taylor,  Alan  P.  Thomas,  all  of  Salt  Lake 
City. 

•Scientific  exhibits. 

COUNCIL  ON  GOVERNMENT  RELATIONS:  Paul  A.  Clayton, 
Chairman. 

COMMITTEES  OF  THE  COUNCIL- 

DISASTER  AND  CIVIL  DEFENSE:  Joseph  O.  Brewerton,  Chair- 
man, Salt  Lake  City;  Richard  J.  Nelson,  Salt  Lake  City; 
Robert  W.  Carson,  Salt  Lake  City;  G.  D.  Carlyle  Thompson, 
Salt  Lake  City;  O.  Ernest  Grua,  Ogden;  Wilford  H.  Le- 
Cheminant,  Provo;  Paul  A.  Clayton,  Salt  Lake  City;  Alfred 
M.  Okelberry,  Salt  Lake  City;  Jack  S.  Johnson,  Tremonton; 
James  P.  Neeley,  Jr.,  Logan;  A.  R.  Demman,  Helper;  A.  W. 
Scott,  Richfield:  David  H.  Wray,  Bountiful;  Edward  J.  Hruska, 
Salt  Lake  City;  Carroll  D.  Goon,  Monticello;  A.  W.  McGregor, 
St.  George;  Ray  E.  Spendlove,  Vernal;  Stanley  N.  Clark, 
Provo;  Ivan  C.  Taylor,  Ogden. 

LEGISLATIVE:  John  A.  Dixon,  Chairman,  Ogden;  Don  Dee 
Olsen,  Ogden;  Robert  E.  Skabelund,  Logan;  Paul  G.  Stringham, 
Vernal;  J.  Garth  Chatterley,  Cedar  City;  O.  Wendell  Budge, 
Logan;  Richard  A.  Call,  Provo;  Thomas  C.  Hardy,  Salt  Lake 
City;  Wesley  G.  Harllne,  Ogden;  William  J.  Morginson,  Salt 
Lake  City;  Mr.  John  Snow,  Salt  Lake  City. 

LEGISLATIVE  LIAISON  REPRESENTATIVE  BETWEEN 
USMA  AND  AMA:  Weldon  S.  Abbott,  Salt  Lake  City. 
OCCUPATIONAL  HEALTH:  Boyd  J.  Larsen,  Chairman,  Lehi; 
Otto  F.  Smith,  Brigham  City;  W.  F.  Loomis,  Brigham  City; 
Boyd  G.  Holbrook,  Salt  Lake  City;  Manly  Utterback,  Ogden; 
W.  Lynn  Richards,  Bountiful. 

[ STATE  AND  FEDERAL  MEDICAL  CARE  SERVICES:  Paul 
A.  Clayton,  Chairman,  Salt  Lake  City;  Russell  M.  Nelson, 
Vice  Chairman,  Salt  Lake  City;  C.  V.  Zabriskie,  Ogden; 
Russell  N.  Hirst,  Ogden;  Ralph  E.  Jorgenson,  Provo;  Robert 
M.  Dalrymple,  Salt  Lake  City;  Mr.  Harold  Bowman,  Salt 
I Lake  City;  Mr.  Hoyt  W.  Brewster,  Salt  Lake  City. 

COUNCIL  ON  PUBLIC  AND  PROFESSIONAL  RELATIONS: 
Homer  E.  Smith,  Chairman. 

COMMITTEES  OF  THE  COUNCIL- 

GRIEVANCE  AND  UTILIZATION  COMMITTEE:  J.  Russell 
Smith,  Chairman,  Utah  County  Medical  Society,  Provo,  1969; 
Carroll  D.  Goon,  Southeastern  Utah  Medical  Society,  Monti- 
cello, 1968;  O.  W.  Phelps,  Carbon  County  Medical  Society, 
Helper,  1968;  W.  R.  Worley,  Jr..  Central  Utah  Medical  Society, 
Richfield,  1968;  Clair  L.  Payne,  Cache  Valley  Medical  Society, 
Logan,  1968;  Leland  O.  Learned,  Salt  Lake  County  Medical 
Society,  Salt  Lake  City,  1969;  Juel  E,  Trowbridge,  Davis 
County  Medical  Society,  Bountiful,  1969;  R.  Bruce  Christian, 
Umtah  Basin  Medical  Society,  Vernal,  1969;  Arnold  B. 
Gilbert,  Box  Elder  County  Medical  Society,  Brigham  City, 
j 1969;  Russell  N.  Stirland,  Jr.,  Weber  County  Medical  Society, 

> Ogden,  1970;  David  W.  Brown,  Southern  Utah  Medical  Society, 

Cedar  City,  1987. 

HOSPITAL  RELATIONS:  Adolph  M.  Nielsen,  Chairman,  Salt 
; Lake  City;  Robert  M.  Dalrymple,  Salt  Lake  City;  Joseph  E. 

, Jack,  Murray:  Cyril  D.  Fullmer,  Salt  Lake  City;  Donald  V. 
Poppen,  Provo;  M.  Paul  Southwick,  Ogden. 

MEDICAL  LEGAL:  Chester  B.  Powell,  Chairman,  Salt  Lake 
City,  1970;  John  N.  Henrie,  Salt  Lake  City,  1968;  James  P. 
Neeley,  Logan,  1963:  Donald  V.  Poppen,  Provo,  1969-  H 
David  Rees,  Provo,  1969;  L.  Garr  Merrill,  Ogden,  1969;  Ernest 
L.  Wilkinson,  Salt  Lake  City,  1970;  L.  D.  Nelson,  Ogden,  1970’ 
i Wood,  Salt  Lake  City,  1970;  Anthony  J.  Lund,  Ogden, 

t 


MEDICINE  AND  RELIGION;  Gamer  B.  Meads,  Chairman, 
salt  Laxe  City;  John  H.  Clark,  Salt  Lake  City;  Irving  Ershler, 
Salt  Lake  City;  George  M.  Fister,  Ogden;  William  J. 
Morginson,  Salt  Lake  City. 

MEMORIAM  COMMITTEE:  Wilford  J.  Reichmann,  Chairman, 
St.  George. 

nursing  LIAISON:  George  H.  Curtis,  Chairman,  Salt  Lake 
City;  Ivan  C.  Taylor,  Ogden;  William  J.  Morginson,  Salt  Lake 
City;  Rees  H.  Anderson,  Salt  Lake  City;  John  H.  Rupper, 
Provo;  JD  Mortensen,  Salt  Lake  City. 

REHABILITATION  AND  EMPLOYMENT  OF  HANDICAPPED: 
James  R.  Swenson,  Chairman,  Joseph  P.  Kesler,  J.  Louis 
Schricker,  Jr.,  Wayne  R.  Spence,  Robert  H.  Lamb,  Joseph 

F.  Worthen,  all  of  Salt  Lake  City. 

OPHTHALMOLOGICAL  ADVISORY  COMMITTEE  TO  STATE 
HEALTH  DEPARTMENT  AND  UTAH  STATE  MEDICAL  AS- 
SOCIATION: Orson  W.  White,  Chairman,  Salt  Lake  City; 
Homer  E.  Smith,  Salt  Lake  City;  Rowland  H.  Merrill,  Salt 
Lake  City;  Dean  Spear,  Salt  Lake  City;  Richard  W.  Sonntag, 
Salt  Lake  City;  Robert  L.  Jensen,  Logan;  James  H.  Quinn, 
Salt  Lake  City. 

PLANNING  COMMITTEE:  Ernest  L.  Wilkinson,  Chairman, 
Salt  Lake  City;  Russell  M.  Nelson,  Salt  Lake  City;  Homer  E. 
Smith,  Salt  Lake  City;  Henry  A.  Theurer,  Jr.,  Salt  Lake  City; 
Russell  N.  Hirst,  Ogden;  Ralph  E.  Jorgenson,  Provo. 
LABORATORY  COMMITTEE:  Donald  M.  Moore,  Chairman. 
Ogden:  LaVal  W.  Spencer,  Ogden;  Kenneth  A.  Crockett,  Salt 
Lake  City;  Jimmy  L.  Vemer,  Ogden;  John  H.  Carlquist,  Salt 
Lake  City;  Owen  G.  Reese,  Salt  Lake  City;  Morris  D.  Gardner, 
Provo;  Paul  S.  Groneman,  Orem. 

LICENSURE  REVISION  COMMITTEE:  Kenneth  B.  Castleton, 
Chairman,  Salt  Lake  City;  Russell  N.  Hirst,  Ogden;  Robert 

G.  Snow,  Salt  Lake  City;  Ralph  E.  Jorgenson,  Provo;  John 

H.  Carlquist,  Salt  Lake  City;  John  H.  Clark,  Salt  Lake  City; 
Leland  K.  Dayton,  Provo;  Mr.  John  H.  Snow,  Salt  Lake  City. 


Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 
Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET-— TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  Cr  Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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DORSEY  "FLU-GRAM” 


m 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND  U 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults-1  tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  6S501 


I 

I 

I clip  and  file  under  '1lu’' 

! For  relief  of  "flu-like”  symptoms 

I Tussagesic  timed-release  tablets 

I 

I PHONE  COLLECT 

I 

I For  emergency  starter  samples 

j to  Keith  Sehnert,  M.D. 

I Medical  Director 

I (402)434-6311 

I Fast  delivery  by  your  Dorsey 

I Representative 

I 

I 

I 


I 

I 

i 

I 

I 

I 

I 

1 

1 
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PMM 


^SOCIETYV. 
/ Of  \ 
PROFESSIONAL 
BUSINESS 
CONSULTANTS 


MEMBER  FIRM 


He  knows  best  what’s  best 
for  a profitable  practice 


He  should  . . . He’s  your  local  representative 
from  Professional  Management  Midwest.  He  has 
at  his  disposal  over  22  years  accumulation  of 
sound  solutions  to  practice  management  problems. 

He’s  had  extensive  training  which  prepares  him 
to  provide  you  with  profitable  counsel  in  all  phases 
of  practice  management  and  personal  financial 
planning. 

Your  PMM  representative  has  only  one  reason 
to  be  in  business  ...  to  help  you.  Ask  him  how 
he  can  help  you  make  your  practice  more  enjoy- 
able and  profitable.  Schedule  a get-acquainted 
conference  with  your  PMM  representative  . . . 
call  him  today. 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Phone:  623-3053 
Denver,  Colorado  80215 

2-5-8-68 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


OB-GYN,  Board  certified,  35,  desires  association  wiOi  other 
Ob-Gyn  Rocky  Mountain  area.  Military  service  completed. 
References.  Reply  to  Box  168-2-3B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218.  168-2-3B 


ALBUQUERQUE,  NEW  MEXICO— Executor  wUl  sub-let  office 
with  389  sq.  ft.  in  one  of  Albuquerque’s  better  medical 
centers.  For  information  write  Trust  Dept.,  First  Nat’l  Bank 
in  Albuquerque,  P.  O.  Box  1305,  Albuquerque,  New  Mexico. 

168-1-3B 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7, 
1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  1267-7-6 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


FOR  RENT:  Vail,  Colorado.  Family  units  with  Lord  Gore 
Club  use — in  Vail  West.  Couples  $18.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write  Dr.  Hartlaub, 
399-0310,  570  Detroit  Street,  Denver,  Colo.  80206.  1167-5-5B 


A YOUNG,  ENTHUSIASTIC  BOARD  CERTIFIED  or  qualified 
obstetrician  and  gynecologist  with  military  obligation  com- 
pleted is  wanted  to  join  young  man  in  rapidly  growing 
practice  in  Rocky  Mountain  area.  Salary  and  then  percentage 
leading  to  partnership.  Reply  to  Box  268-2-3,  Rocky  Mountain 
Medical  Journal,  1809  East  18th  Avenue,  Denver,  Colorado 
80218.  268-2-3 


SPACE  AVAILABLE  IN  AN  ATTRACTIVE  NEW  MEDICAL 
BUILDING  to  be  completed  September,  1968.  Ideal  location 
in  rapidly  growing  residential  area  of  Boulder,  Colorado.  X-ray 
and  laboratory  facilities  available.  Contact  R.  L.  Eddy,  M.D., 
2410  Broadway,  Boulder,  Colorado.  Phone:  444-5263.  268-1-lB 


GENERAL  PRACTICE  FOR  SALE.  Same  location  20  years. 

1600  sq.  ft.  office  building  with  2 examining  rooms,  waiting 
room,  consultation  room,  recovery  room,  x-ray  room,  physio- 
therapy room,  2 rest  rooms  and  laboratory.  Whole  office  fully 
equipped.  Excellent  collections.  30,000  population  in  New 
Mexico.  Open  staff  accredited  hospital  3 minutes  away.  Will 
sell  or  rent  office  building.  Wish  to  retire.  Will  introduce. 
Reply  to  Box  268-3-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  268-3-1 


OFFICE  FURNITURE  AND  EQUIPMENT  FOR  SALE.  Exam- 
ining tables,  adult  scales,  baby  scales,  posting  machine, 
desks,  chairs  and  couch.  Contact  Mrs.  H.  B.  Ellis,  1816  Wood 
Avenue,  Colorado  Springs,  Colorado.  268-4-3. 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring.  ! 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  hunting.  Newly  completed  addition  to  , 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into , 
full  partnership.  Will  exchange  references.  Contact  H.  W.  Roth,  j 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552.  268-5TF  , 


GRAND  TETON  LODGE  COMPANY  is  interested  in  contacting 
an  M.D.  licensed  in  the  State  of  Wyoming  who  would  like 
to  practice  approximately  120  days  per  year  (summer  season — 
approximately  7,000  transient  population).  Company  would 
supply  two  nurses,  small  clinic  for  examining  patients,  room 
and  board  for  doctor  and  wife.  Please  address  replies  to 
Grand  Teton  Lodge  Company,  attention  General  Manager’s 
Office,  Jackson,  Wyoming.  268-6-lB 


For  the  medical  and  dental  professions 


1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building] 
is  the  best-known  Medical-Dental] 
Center  in  the  Rocky  Mountain] 
West,  complete  with  24-hour  opera- 1 
tion,  X-ray;  pathological  and  dental] 
laboratories,  pharmacy,  drug  and] 
supply  stores. 

With  the  completion  of  the  new] 
500-car,  self-service  parking  facility,! 
the  Republic  Building  — designed] 
and  operated  exclusively  for  the! 
medical  and  dental  professions  • 
offers  the  ultimate  in  patient-con-J 
venience  and  medical  facilities. 

Space  is  available.  Ask  for  illus-- 
trated  brochure. 


Rocky  Mountain  Medical  Journa^ 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have, 
in  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bidg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street 
Denver  80202 


Telephone 

534-8714 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

t 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Slso  voiSt.jr. 

1830  CURTIS  DENVER  534-4257 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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MEDIPHONE 


a new  service  from  Mutual  of  Omaha  that  can  save 


valuable  time  and  money! 


Now,  thanks  to  Mediphone,  you  can  furnish  Mutual  of 
Omaha  the  information  necessary  to  qualify  an  applicant 
for  insurance  just  by  calling  us  collect,  day  or  night!  You 
simply  dictate  the  information  requested  into  your  tele- 
phone, relieving  you  and  your  staff  of  burdensome,  time- 
consuming  pap>er  work. 


Mediphone  is  another  example  of  the  years-ahead  planning 
and  research  that  have  made  Mutual  of  Omaha  the  leader 
in  the  individual  health  insurance  field. 


This  same  kind  of  advanced  planning  and  research  is 
reflected  in  the  modern,  low-cost  disability  income  protec- 
tion available  to  you  from  Mutual  of  Omaha  at  real  sav- 
ings through  your  Colorado  Medical  Society — coverage  that 
can  pay  you  up  to  $800.00  a month  when  you're  sick  or 
hurt  and  can't  work. 
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pain?” 


Niyianta 

aiutninum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 

aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5®/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide.  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  1.  E.,  Personal  communication. 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


Dr.  Dwight  L.  Wilbur,  president-elect  of  the 
American  Medical  Association,  warned  that  physi- 
cians will  resist  any  effort  to  establish  national 
medical  standards  under  the  Regional  Medical  Pro- 
grams. But  he  predicted  that  the  medical  profes- 
sion would  cooperate  enthusiastically  if  the  pro- 
grams are  carried  out  on  a voluntary  cooperative 
basis. 

Dr.  Wilbur  spoke  at  a conference  on  Regional 
Medical  Programs  sponsored  by  the  Department 
of  Health,  Education  and  Welfare. 

“If  the  program  in  fact  is  clearly  one  designed 
to  catalyze  and  to  facilitate  the  development  of 
better  programs  than  now  exist  to  serve  patients 
and  their  physicians,  it  will  undoubtedly  receive 
enthusiastic  cooperation  from  the  medical  profes- 
sion and  related  groups,”  Dr.  Wilbur  said.  “We 
know  that  the  law  and  its  legislative  history  stress 
the  voluntary  cooperative  nature  of  the  program 
and  that  interference  with  existing  patterns  is 
specifically  prohibited.  . . . 


“Unlike  many  other  countries,  our  nation  has 
reached  its  preeminence  in  many  areas  of  activity 
because  of  this  unique  combination  of  multiple 
independent  focal  points  of  activity  cooperating  on 
a voluntary  basis  to  achieve  a commonly  desired 
goal.  . . . 

“If  RMP  maintains  its  current  emphasis  on  the 
working  together  of  regional  groups,  it  will  fulfill 
its  purpose  of  improving  the  quality,  accessibility 
and  availability  of  health  care,  physician  and  insti- 
tutional performance,  and  consumer  satisfaction. 

“On  the  other  hand,  if  RMP  becomes  an  instru- 
ment for  the  establishment  of  national  standards 
with  the  coercive  compliance  compelled  by  such 
standards,  it  will  arouse  nationwide  resistance 
from  physicians,  institutions,  and  allied  health  pro- 
fessions. What  can  be  gained  by  cooperation  and 
meaningful  participation  will  surely  be  lost  if  the 
use  of  coercive  power,  which  for  the  moment  lies 
dormant  in  PubUc  Law  89-239,  becomes  its  dom- 
inant characteristic.  . . . 

“RMP  is  in  a strategic  position  to  bring  about 
changes  acceptable  both  to  physicians  and  their 
patients  that  will  improve  performance  and  patient 
satisfaction  without  undermining  patterns  of  be- 
havior that  are  traditional,  and,  more  significant, 
considered  by  the  medical  profession  essential  to 
the  preservation  of  high  quality  care.” 
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The  American  Medical  Association  told  Con- 
gress that  weight  reduction  is  a leading  health  area 
for  quackery. 

The  AMA  position  on  weight  reduction,  par- 
ticularly as  so-called  diet  pills  are  involved,  was 
outlined  by  Drs.  Theodore  B.  Van  Itallie  of  New 
York,  N.  Y.,  a member  of  the  Council  on  Foods 
and  Nutrition,  and  Harry  C.  Shirkey  of  Birming- 
ham, Ala.,  vice  chairman  of  the  Cormcil  on  Drugs, 
in  testimony  before  the  Senate  Antitrust  and 
Monopoly  Subcommittee. 

The  subcommittee  was  investigating  reports 
that  some  osteopaths  and  physicians  were  making 
large  incomes  from  assembly-line  administration 
of  multi-colored  “diet”  pills  containing  such  drugs 
as  barbiturates,  thyroid  extract,  amphetamines, 
thiazine,  diuretics,  laxatives  and  various  hormones. 

Officials  of  Illinois  and  Oregon  testified  that 
such  pills  were  involved  in  at  least  20  deaths  in 
their  states. 

“Perhaps  in  no  other  area  of  health  and  medical 
problems  do  we  encoxmter  as  much  food  faddism 
and  quackery,”  Dr.  Van  Itallie  testified.  “The  obese 
are  extremely  gullible,  forever  willing  to  believe 
that  some  day  a gadget,  a diet,  a pill,  or  a book 
will  lead  to  the  miracle  of  easy  and  painless 
reduction  of  weight.  While  most  of  the  quackery 
originates  with  health  hucksters  who  have  no 
scientific  background,  training,  or  qualifications 
in  the  medical  or  nutritional  fields,  unfortunately 
a physician  is  occasionally  involved. 

“The  American  Medical  Association  has  long 
utilized  its  various  publications  to  bring  to  the 
profession  and  the  public  up-to-date  information 
on  the  latest  scientific  advances  in  the  area  of 
obesity  control.  It  frequently  focuses  attention 
upon  those  irregular  practitioners  and  faddists  who 
prey  upon  the  unsuspecting  public.  As  the  national 
voice  of  Medicine,  we  believe  that  it  is  incumbent 


upon  us  to  help  protect  the  public  from  those  prac- 
tices which  have  the  potential  of  adversely  affect- 
ing the  public  health.  . . . 

“A  physician  who  assumes  the  responsibility  for 
treating  obesity  takes  on  a difficult  role.  Few  other 
medical  disorders  require  the  same  disciplined  and 
prolonged  cooperation  of  the  patient  in  their  treat- 
ment. Even  under  the  best  of  circumstances,  the 
results  of  treatment  become  apparent  slowly.  The 
inherent  handicaps  may  strain  the  busy  physician’s 
patience  and  tempt  him  to  resort  to  imsoimd  meth- 
ods of  treatment.  He  must  have  a clear  under- 
standing of  the  physiological  and  psychological 
problems  of  obesity  in  order  to  treat  it  wisely.” 

Dr.  Shirkey  broke  down  weight  drugs  into 
seven  general  classifications:  (1)  cardiac  glyco- 
sides; (2)  hormones,  chiefly  thyroid;  (3)  diuretics; 
(4)  anorexiants  (appetite  suppressants);  (5)  laxa- 
tives; (6)  sedatives;  and  (7)  antispasmodics.  Of 
them  he  said: 

Cardiac  glycosides:  “Their  use  for  obesity  is 
reprehensible  and  may  well  have  attributed  to  the 
few  reported  deaths  of  patients  receiving  such 
treatment.” 

Hormones — Thyroid:  “There  are  at  least  three 
irrationalities  ...  in  this  hormonal  approach  to 
the  treatment  of  obesity.” 

Diuretics:  “There  is  no  rational  basis  for  the 
use  of  diuretic  drugs  in  the  treatment  of  simple 
obesity.” 

Anorexiants:  “Amphetamines  are  useful  as  a 
crutch  to  help  the  patient  become  accustomed  to  a 
rigorous  reducing  diet.  But  long-term  administra- 
tion is  not  justified  because  they  tend  to  become 
less  effective  and,  in  addition,  can  lead  ultimately 
to  habituation.” 

Laxatives:  “There  is  little  rational  basis  for  the 
use  of  laxatives  in  the  treatment  of  obesity.” 
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‘‘Breathing’s  a snap  again”  he  said  gingerly.  1 

(COMPLIMENTS  OF  DIMETAPP)  * 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate ) —along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 


engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 


A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 


up  to  10-12  hours  clear 
breathing  on  one  tablet 
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' Parafon  Forte  helps  to  relieve  pain, 

' restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-^  yet  unlikely  to  produce  the  irritation  to  the 
i gastric  mucosa  so  often  associated  with  salicylate 
* therapy® 

f and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
1 6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^,.. but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

i Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
j pain,  bursitis  and  other  musculoskeletal  disorders. 

Your  patients  will  appreciate  the  restored  comfort 
I and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  ForteVns 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  ef  oZ. : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.:  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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University  of  Colorado  Medical  Center 

The  first  John  E.  Leonard  Memorial  Award  of 
the  Association  of  Hospital  Directors  of  Medical 
Education  was  presented  to  Dr.  Ward  Darley, 
former  president  of  the  University  of  Colorado  and 
executive  director  from  1956  to  1964  of  the  Associa- 
tion of  American  Medical  Colleges.  The  honor 
memorializes  the  late  Dr.  John  E.  Leonard  of  New 
Haven,  Conn.,  director  of  medical  education  at  the 
New  Haven  Hospital  and  one  of  the  founders  of 
the  Association  of  Hospital  Directors  of  Medical 
Education. 

Dr.  Darley  is  a former  dean  of  the  C.U.  School 
of  Medicine  and  returned  to  Denver  as  visiting 
professor  in  the  school  following  his  retirement 
as  executive  director  of  the  AAMC.  He  continues 
to  serve  the  AAMC  as  a special  consultant  to  its 
present  director.  Dr.  Robert  C.  Berson,  and  also 
is  executive  secretary  of  the  National  Intern 
Matching  Program. 

Much  honored  for  his  national  leadership  in 
medical  education,  he  has  been  awarded  honorary 
degrees  by  C.U.,  Northwestern  University,  Loyola 
University  of  Chicago,  Colorado  College,  Univer- 
sity of  Nebraska,  University  of  Illinois,  New  York 
Medical  College,  Brown  University  and  the  Uni- 
versity of  New  Mexico.  He  is  also  a recipient  of 
the  Abraham  Flexner  Award,  highest  honor  of  the 
AAMC,  and  the  John  M.  Russell  Award  of  the 
Markle  Scholars. 

The  Deafness  Research  Foundation  of  New 
York  City  has  announced  a grant  of  $9,790  to  the 
University  of  Colorado  Medical  Center  to  support 
research  aimed  at  finding  new  and  better  treat- 
ments for  loss  of  hearing.  The  grant  will  help 
support  the  research  of  Dr.  William  G.  Hemenway, 
associate  professor  and  head  of  the  Division  of 
Otolaryngology  in  the  C.U.  School  of  Medicine, 
and  his  colleagues. 

The  support  for  Dr.  Hemenway’s  research  was 
given  after  the  foundation’s  national  grants  ap- 
proval board  composed  of  outstanding  medical  and 
businessmen  approved  his  plans  for  the  coming 
year. 

* * * ♦ 

How  muscles  signal  the  nervous  system  of  their 
extensions  and  contractions  will  be  investigated  at 
the  University  of  Colorado  Medical  Center  under 
a $24,400  research  grant  announced  recently.  The 
grant  has  been  made  to  Dr.  John  E.  Swett,  associ- 
ate professor  of  anatomy  in  the  C.U.  School  of 
Medicine,  by  the  National  Institute  of  Neurological 
Diseases  and  Blindness  in  Bethesda,  Md.  Formal 
title  of  the  project,  which  will  continue  through 
Aug.  31,  is  “Central  Projections  of  Muscle  Affer- 
ents.” 


Dr.  Swett  had  done  considerable  research  in 
this  field  before  joining  the  C.U.  medical  faculty 
last  Sept.  1.  He  formerly  was  on  the  faculty  of  the 
Upstate  Medical  Center  of  the  State  University 
of  New  York  in  Syracuse  and  on  the  scientific 
staff  of  the  Laboratory  of  Neurophysiology  at 
Good  Samaritan  Hospital  in  Portland,  Ore. 

* * » * 

Dr.  Stanislaw  M.  Ulam,  distinguished  Polish- 
American  mathematician  who  heads  the  Depart- 
ment of  Mathematics  on  the  Boulder  campxis  of 
the  University  of  Colorado,  was  given  a joint 
appointment  as  professor  of  biophysics  in  the  C.U. 
School  of  Medicine  on  the  medical  campus  in 
Denver.  He  will  continue  to  serve  also  as  professor 
and  chairman  of  the  Department  of  Mathematics 
in  the  College  of  Arts  and  Sciences  on  the  Boulder 
campus. 

Dr.  Ulam,  who  made  basic  contributions  to  the 
Manhattan  Project  at  Los  Alamos,  N.  M.,  and  is 
noted  for  his  work  in  advanced  mathematical 
theory,  has  had  a special  interest  also  in  the  appli- 
cations of  mathematics  to  the  problems  of  biology. 
He  was  the  organizer  of  a recent  symposium  which 
brought  together  leading  mathematicians  and  bi- 
ologists and  resulted  in  a book,  “Mathematical 
Problems  in  the  Biological  Sciences,’’  published 
by  the  American  Mathematics  Society. 

* * * * 

Ralph  H.  Speken,  a senior  in  the  University  of 
Colorado  School  of  Medicine,  has  been  selected 
for  one  of  the  first  ten  U.  S.  Public  Health  Service 
International  Research  Fellowships  in  Israel  for 
11  weeks  this  spring. 

Mr.  Speken,  a native  of  Pueblo,  will  receive 
his  M.D.  degree  from  the  University  of  Colorado 
in  June.  He  and  other  international  fellows  left 
early  in  February  for  their  research  training  in 
Israel. 

* * * * 

Dr.  Lloyd  V.  Shields,  Denver  obstetrician  and 
gynecologist,  has  been  elected  1968  president  of 
the  Medical  Board  of  the  University  of  Colorado 
Hospitals  to  succeed  Dr.  Robert  V.  Elliott. 

Dr.  Shields  is  an  associate  clinical  professor  of 
obstetrics  and  gynecology  on  the  volunteer  faculty 
of  the  C.U.  School  of  Medicine  and  received  a 
master  of  science  degree  from  the  school  in  1954. 
He  was  elected  president  by  the  16-member  board 
which  represents  the  volunteer  and  full-time 
physicians  who  staff  Colorado  General  and  Colo- 
rado Psychiatric  Hospitals  at  the  C.U.  Medical 
Center. 

* * * ♦ 

Appointment  of  Donald  A.  Brennan  as  admin- 
istrative director  of  research  services  at  the  Uni- 
versity of  Colorado  Medical  Center  has  been  an- 
noxinced  by  Dr.  John  J.  Conger,  C.U.  vice  president 
for  medical  affairs  and  dean  of  the  School  of 
Medicine.  Mr.  Brennan  had  served  since  July,  1966, 
as  an  administrative  assistant  to  Dean  Conger.  He 
has  been  a member  of  the  staff  of  the  Medical 
Center  since  1962. 


8 


Rocky  Mountain  Medical  Journal 


In  his  new  post,  Mr.  Brennan  will  have  re- 
sponsibility for  financial  and  administrative  review 
of  applications  for  research  grants  by  members  of 
the  faculties  of  the  C.U.  Schools  of  Medicine, 
Nursing  and  Dentistry  and  will  supervise  grant 
accounting  and  liaison  with  federal  and  private 
granting  agencies. 

« ♦ * ♦ 

The  University  of  Colorado  Medical  Center 
will  be  one  of  five  major  institutions  which  will 
participate  in  a carefully  controlled  nationwide 
test  of  a substance,  extracted  from  human  urine, 
which  holds  promise  as  a means  of  reducing  the 
death  toll  from  blood  clots  that  lodge  in  the  lungs. 
The  national  clinical  trials  are  expected  to  get 
under  way  this  spring  and  will  be  coordinated 
through  the  National  Heart  Institute  in  Bethesda, 
Md. 

Preliminary  studies  of  the  substance,  a natural 
enzyme  called  “urokinase,”  with  patients  at  Colo- 
rado General  Hospital  have  produced  “encourag- 
ing” results,  according  to  Dr.  Edward  Genton,  who 
will  direct  the  Denver  portion  of  the  national 
study.  Dr.  Genton  is  an  assistant  professor  of  medi- 
cine in  the  C.U.  School  of  Medicine  and  a member 
of  the  cardiology  staff  of  Colorado  General  Hos- 
pital. 

Linked  with  the  C.U.  Medical  Center  at  the 
outset  of  the  national  trials  will  be  the  Johns 
Hopkins  Hospital,  Baltimore;  Peter  Bent  Brigham 
Hospital,  Boston;  the  Veterans  Administration  Hos- 
pital in  West  Roxbury,  Mass.;  and  the  Marshfield 
Clinic,  Marshfield,  Wis.  Later,  it  is  anticipated  the 
number  of  participating  institutions  will  be  in- 
creased to  12  or  15,  Dr.  Genton  said. 

Physicians  throughout  the  country  are  being 
asked  to  refer  patients  with  acute  pulmonary 
embolism  to  the  five  centers  for  evaluation  and 
possible  participation  in  the  national  trials. 


1967  Medicare  Amendments  Significant 

With  the  Social  Security  amendments  of  1967, 
the  Congress  of  the  United  States  made  some  sig- 
nificant changes  in  Medicare.  Changes  affect  pay- 
ment for  physicians,  the  number  of  hospital  benefit 
days,  payment  for  radiology  and  pathology  serv- 
ices, and  several  other  areas  of  general  interest  to 
physicians. 

The  following  is  a summary  of  the  changes  as 
they  appeared  in  a recent  publication  of  the  U.  S. 
Department  of  Health,  Education,  and  Welfare. 

Methods  of  payment 

The  1967  amendments  authorize  payment  of 
supplemental  medical  insurance  benefits  to  the 
beneficiary-patient  upon  submission  of  an  itemized 
bill,  whether  paid  or  unpaid. 


Although  the  assignment  method  of  payment 
will  not  be  affected  by  this  amendment,  the  carrier 
must  pay  the  first  claim  received.  Thus,  if  the 
physician  accepts  assignment  but  the  beneficiary 
also  submits  a Request  for  Payment,  payment  will 
be  made  on  whichever  claim  is  received  first.  The 
only  exception  is  if  both  claims  are  pending  with 
the  carrier  at  the  same  time,  in  which  case  pay- 
ment will  be  made  to  the  physician. 

Physicians  certification 

The  first  certification  for  inpatient  services  in 
a general  hospital  will  now  be  required  as  of  the 
14th  day  of  services.  Initial  certification  is  still 
required  for  admissions  to  psychiatric  and  tuber- 
culosis hospitals  and  to  extended  care  facilities. 

Refractive  procedures 

All  procedures,  performed  on  or  after  January 
2nd,  to  determine  the  refractive  state  of  the  eyes 
are  excluded  from  coverage.  This  exclusion  applies 
whether  such  services  are  performed  by  ophthal- 
mologists, other  physicians,  or  optometrists  and 
whether  the  total  examination  is  for  treatment  or 
diagnosis  of  eye  disease  or  injury.  This  includes 
procedures  in  connection  with  furnishing  pros- 
thetic lenses. 

Podiatrists  services 

Services  of  doctors  of  podiatry  or  surgical 
chiropody  are  covered  under  medical  insurance 
program  as  physicians  services,  but  only  with  re- 
spect to  functions  which  they  are  authorized  to 
perform  by  the  state  where  they  practice. 

Certain  specified  foot  care  services  will  now  be 
excluded  whether  performed  by  a podiatrist  or 
medical  doctor.  These  exclusions  include  treatment 
of  flat  foot  conditions,  the  prescription  of  suppor- 
tive devices  for  such  conditions,  and  routine  foot 
care  that  includes  the  cutting  or  removal  of  corns, 
warts  or  callouses,  trimming  of  nails  and  other 
routine  hygienic  care. 

Radiology  and  pathology 

Effective  April  1,  1968,  payment  of  the  full 
reasonable  charges  may  be  made  under  medical 
insurance  for  radiology  and  pathology  services 
furnished  by  physicians  to  inpatients  of  participat- 
ing hospitals.  In  these  cases  the  $50  annual  deducti- 
ble does  not  have  to  be  met. 

Where  the  hospital  customarily  bills  for  both 
the  hospital  services  and  the  services  of  the 
pathologist  and  radiologist,  the  absence  of  the 
medical  insurance  deductible  and  coinsurance  will 
now  make  it  unnecessary  to  break  down  the  bill 
on  a patient  by  patient  basis  into  the  parts  covered 
under  the  hospital  insurance  and  medical  insurance 
programs.  This  amendment  will  allow  a hospital 
to  use  a more  simplified  billing  procedure. 
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possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  card 
arrhythmias  have  occurred  in  hy 
thyroid  patients  and  in  patients  r 
ceiving  thyroid  medication  wher 
Tofranil  was  added  to  the  regim( 
Imipramine  may  block  the  pharn 
cologic  activity  of  guanethidine 
other  related  adrenergic  neuron 
blocking  agents. 

The  drug  is  not  recommended  a 
present  time  in  patients  under  1 
of  age. 

Adverse  Reactions:  Dryness  of  t 
mouth,  tachycardia,  constipatio 
turbances  of  accommodation,  s 
ing,  dizziness,  weight  gain,  urin 
frequency  or  retention,  nausea  i 
vomiting,  peripheral  neuritis,  mi 
parkinson-like  syndrome,  tremo 
rare  cases  of  falling  in  elderly  p 
tienfs,  confusional  states  (with! 
symptoms  as  hallucinations  an< 
orientation),  activation  of  psycf 
schizophrenics  and  agitation  (i 


/nd/caf/ons;  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


When 
a milestone  in  life 
is  marred 


■ 


pomanic  and  manic  episodes) 
may  require  dosage  reduction 
r addition  of  a tranquiiizer  or 
rary  discontinuation  of  the  drug, 
tiform  seizures,  orthostatic 
insion  and  substantiai  btood 
jre  faii  in  hypertensive  patients, 
ra,  transient  jaundice,  bone  mar- 
jpression  inciuding  agranuiocy- 
sensitization  and  skin  rash 
ing  photosensitization,  eosino- 
lil  and  mild  withdrawai  symptoms 

iliden  discontinuation  after  pro- 
1 treatment  with  high  doses, 
ional  hormonai  effects  (im- 
:e,  decreased  libido,  and  estro- 
effects)  may  be  observed, 
ne-like  effects  ma>;  be  more 
iHJnced  (e.g.  paralytic  ileus)  in 
iC(3tible  patients  and  in  those 
hianticholinergic  agents  (includ- 
htiparkinsonism  drugs), 
i'/enf  Adult  Dosage:  Initially, 

K daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 

Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter. ..she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


-1-  £ — ■ I®  imiprsmin© 

Tofranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


‘EWIPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning-May  be  habit 
forming),  Phenacetin  gr.  2Vi,  Aspirin  gr.  S'/a,  Caffeine  gr.  /a. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  Empirin 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  O.OSnig.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


I 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL*!  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives : nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight! 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretior 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects  ; 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changed 
in  libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervousne^ 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  node 
sum,  hemorrhagic  eruption,  itching! 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship! 
has  been  neither  established  nor  disl 
proved) : thrombophlebitis,  puimona| 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  an| 
decrease  in  T®  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 
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Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spifin- 
barkeit  of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  Sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 
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new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery^  with 
Spinnbarkeit  {stretchability)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  active/  freemoving. 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCR!B!NG  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u,  nystalin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  "edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  {'U  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2V2  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  'U  gr.  (No.  2),  ’A  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  /|  IJ  riOPIIVIC 
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THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.''^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  “If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


^®thocarba^^H 


'fi  cod*  rshlct 


OBoard 


Boards  should  be  ordered  under 


©Heat  “A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
'.  i.  hot  bath...' 


the  mattress. . .these  boards  act 
by  immobilizing  the  spine. . . 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8;950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33.-91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2, -21 9,  1960. 

(4).  Cozen,  L.;  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  ef  aL  New  York  J.  Med.  62:1 985, 1 962. 


^Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement.”^  And  there 
is  little  likelihood  of  sedation.* 


yi  u tH.  ROBINS  COMPANY 
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A simplified  approach"^ 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa^ 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiuj 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo' 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day 

ENDURON 

MElHyClOlHIAZlOE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


I Once  a day,  every  day 

ENDURONYL* 


lIHycmiAZID[5nig.with 

l)E»lDINE0,25mg.or(F0RTE)0,5iiig. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PmLINEHyDROCHLOlE^Smg. 

witMUElHyCLOlHIUZlOESmg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYl! 


METHtCLOIHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  In  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness',  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage,  in  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  If  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 


TM-TRADEMARK 


She  doesn’t  feel 
she  “suffers” 
from  hypertension 


Butiserpazide®  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure^ ...  at  times  to  levels  below 
those  attained  with  previous  therapy^;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness^;  plus 

You  have  a choice  of  2 strengths: 


(3)  “. . . lowered  incidence  of  drug  side  effects.”^ 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
without  need  for  supplementary  therapy. 
(Butiserpazide  provides  not  only  hypotensive 
and  diuretic  action,  but  a mildly  sedative  effect  as 
well.)  Isn’t  this  the  way  to  take  the  suffering  out  of 
hypertension? 


Ill  Butisol©  (butabarbital)  30  mg.  Wi  gr.)t; 

Hydrochlorothiazide  25  mg.  (yg  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets  ® 

in  mild  to  moderate  cases,  often  effective  at  half  the  usual  thiazide  or  thiazide/ reserpine  dosage. 

[jII  I ISPl  I Butisol®  (butabarbital)  30  mg.  (1/2  gr.)t; 

Hydrochlorothiazide  50  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets  ® 

controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 


*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for 
delayed  action,  to  approximately  equalize  duration  of  action  for  all 
components. 

Contraindicated  in  presence  of  renal  impairment,  peptic  ulcer, 
ulcerative  colitis,  or  mental  depression,  and  in  patients  with  por- 
phyria or  those  sensitive  to  any  component.  Warning:  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with  anti- 
hypertensive therapy,  may  be  associated  with  small  bowel  lesions 
which  have  led  to  obstruction  hemorrhage,  and  perforation.  Surgery 
has  been  required  and  deaths  have  occurred.  Such  tablets  should  be 
used  only  when  indicated  and  when  adequate  dietary  supplementa- 
tion is  not  practical.  They  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastrointestinal 
bleeding  occur.  Precautions:  Exercise  caution  in  hepatic  disease, 
diabetes,  surgery,  coronary  artery  disease,  epilepsy,  E.S.T.,  and  in 
patients  receiving  digitalis.  Side  Effects;  Electrolyte  imbalance, 
hyponatremia,  hypochloremic  alkalosis  and/or  hypokalemia,  hyper- 


uricemia and  gout,  bradycardia,  drowsiness,  skin  rashes,  hangover, 
systemic  disturbances,  weakness,  leg  cramps,  diarrhea,  epistaxis, 
dizziness,  urticaria,  dry  itching  skin,  nausea,  vomiting,  palpitation, 
superficial  skin  bruises,  headache,  dehydration,  paresthesias,  photo- 
sensitivity, pancreatitis,  jaundice,  xanthopsia,  thrombocytopenia, 
leukopenia,  agranulocytosis,  aplastic  anemia,  nasal  congestion,  hy- 
potension, lassitude,  loose  stools,  anorexia,  bizarre  dreams,  peptic 
ulcer,  ulcerative  colitis,  mental  depression.  (Ammonium  chloride, 
which  may  be  administered  to  reverse  hypochloremic  alkalosis, 
should  not  be  given  to  patients  with  hepatic  disease.)  Before  pre- 
scribing or  administering,  see  package  insert.  tWarning;  May  be 
habit  forming.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiser- 
pazide®-50:  1 tablet  daily  or  b.i.d.  References:  i.  Johnson.  H.  J.,  Jr.r 
Penna.  M.J.:  67:35,1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460, 1962, 
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Now. . .twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-CiUin  K*,  Pediatric,  250  mg 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest, Eli  Lilly  and  Company,  Indianapolis.  Indiana  46206, 
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EDITORIALS 


(Constant  changes  are  presently  taking 
place  in  the  field  of  education  just  as  they 
are  in  the  field  of  medicine.  These  are  partly 
due  to  changing  external  pressures  and  new 
additions  to  particular  bodies  of  knowledge. 

Health  Education  is  such 
a subject  and  is  now  be- 
ing viewed  with  greater 
interest  by  both  edu- 
cators and  physicians. 
Why?  Is  there  an  indication  of  need  for  more 
Health  Education  in  our  schools,  or  a change 
in  our  methods  in  teaching  it?  It  would  seem 
so. 

Consider  the  following  examples:  (1)  The 
recent  publicity  given  to  the  correlation  be- 
tween cigarette  smoking,  lung  cancer,  heart 
disease  and  emphysema  and,  in  q)ite  of  it, 
the  increasing  sales  and  usage  of  cigarettes; 
(2)  The  pleas  for  additional  local  mental 
health  facilities,  only  to  have  well-meaning 
but  otherwise  poorly  informed  legislative 
bodies  turn  them  down  because  of  an  imag- 
ined lack  of  funds.  Then  we  have  more  youth 
unnecessarily  drift  off  into  degenerate  ways 
of  life  with  the  hazards  of  crime,  drugs  and 
poor  health  often  leading  to  more  expensive 
public  health  rehabilitation  programs;  (3)  The 
U.  S.  spends  $1.5  billion  on  medical  research 
yearly.  An  equal  amount  is  spent  on  medical 
quackery  and  at  least  twice  that  figure  on 
patent  medicines  of  questionable  value.  These 
three  examples  are  only  isolated  instances 
where  our  present  system  of  Health  Educa- 
tion seems  to  have  failed. 

It  is  obvious  that  if  we  are  to  train  indi- 
viduals to  work  at  or  near  capacity  through- 
out their  adult  lives,  we  must  educate  them 


*This  most  constructive,  positive,  practical  and  workable 
message  is  the  best  of  its  kind  that  has  crossed  our  desk 
in  years.  We  believe  that,  if  implemented,  it  will  dispell 
ignorance,  combat  quackery,  recruit  workers  into  the 
health  fields,  and  help  rescue  our  tottering  public  image. 
Read  it  and  see  if  you  agree!  — Ed. 


to  care  for  themselves  both  mentally  and 
physically.  A person  who  is  partially  inca- 
pacitated, mentally  or  physically,  by  a pre- 
ventable illness  such  as  coronary  artery 
disease,  obesity,  emphysema  or  lung  cancer, 
cannot  work  to  his  capacity  as  well  as  he 
could  have  if  he  were  healthy,  nor  can  he 
enjoy  himself  to  as  great  an  extent. 

We,  as  physicians,  are  being  both  directly 
and  indirectly  chastised  for  the  fact  that  the 
life  expectancy  in  the  U.  S.  has  not  continued 
to  increase.  Certainly  part  of  this  is  due  to 
the  fact  that  Americans  are  not  utilizing  the 
knowledge  now  available  in  the  health  field. 
Is  it  not  plausible  to  think  that  by  improving 
the  health  and  health  knowledge  of  our 
youth  we  would  be  directly  helping  to  im- 
prove our  country’s  life  expectancy? 

Can  we  do  a better  job  educating  the 
American  people  regarding  health?  If  so, 
how,  when  and  who  will  do  it?  With  our  new 
interest  in  Health  Education,  the  new  meth- 
ods of  teaching  and  the  increasing  knowledge 
of  the  subject  now  available,  this  should 
be  possible.  We  could  accomplish  this  better 
by  developing  coordinated  health  education 
programs  beginning  in  kindergarten  and  ex- 
tending through  the  twelfth  grade. 

Our  colleges  and  universities  are  be- 
ginning to  graduate  individuals  with  degrees 
in  Health  Education  who  are  trained  to 
develop  and  teach  such  programs.  These  peo- 
ple are  being  taught  to  utilize  all  the  health 
facilities  available  in  a community  in  their 
teaching — something  that  is  not  always  done 
today. 

As  individual  physicians  we  do  influence 
the  relatively  small  overall  group  of  people 
that  we  see  in  our  practices,  but  how  much 
time  do  we  really  have  to  give  to  them  indi- 
vidually for  comprehensive  health  education? 
Not  enough!  Public  health  agencies  do  some 
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teaching,  but  they  do  not  generally  reach  the 
youth,  the  most  teachable  group  of  all.  They 
do  not  have  a large  enough  staff  to  spend 
the  time  required  teaching  enough  facts  to 
enough  people.  This  leaves  the  school  as  the 
most  likely  place  to  bring  about  meaningful 
comprehensive  changes  in  our  Health  Educa- 
tion program. 

Does  this  mean  that  we  as  physicians  have 
no  place  in  Health  Education?  Of  course  not. 
We  should  take  the  lead  in  promoting  Health 
Education.  Physicians  and  medical  societies 
have  both  the  responsibility  and  the  oppor- 
tunity to  upgrade  school  health  programs  by 
their  special  knowledge  and  interest  of  the 
involved  subjects.  In  a good  program  this 
long  list  of  subjects  should  include:  (1)  Sex 
and  family  living  education;  (2)  mental 
health;  (3)  personal  health  and  sanitation; 
(4)  accident  prevention,  including  bus  and 
traffic  safety;  (5)  driver  education;  (6)  con- 
sumer health;  (7)  venereal  disease;  (8)  edu- 
cation of  the  facts  on  habituating  type  drugs 
— heroin  and  related  drugs,  marijuana,  to- 
bacco, alcohol,  LSD  and  glue  sniffing.  Physi- 
cians are  being  and  will  continue  to  be  asked 
by  the  schools  to  teach  parts  or  all  of  many  of 
these  subjects. 

Can  we  as  individual  physicians  or  medi- 
cal societies  do  anything  to  help  develop 
school  health  education  programs?  In  almost 
every  community  in  the  country  where  good 
school  health  programs  have  evolved,  a 
physician  or  group  of  physicians  have  been 
instrumental  in  starting  and  developing  it. 

Many  more  communities  are  ready  for 
new  school  health  programs  but  need  physi- 
cians’ help  and  support  to  begin  them.  Is  your 
community  one  such  as  this?  If  it  is,  what  are 
the  steps  you  might  take?  First,  acquaint 
yourself  with  what  your  local  school  district 
is  doing  with  health  education.  Do  they  have 


a planned  comprehensive  program  from  kin- 
dergarten through  the  twelfth  grade?  Does  it 
involve  more  than  just  health  services?  Who 
is  in  charge  of  it?  Do  they  have  in-service 
training  programs  for  their  teachers  involved? 
Are  they  utilizing  outside  community  re- 
sources in  their  programs?  These  are  just  a 
few  of  the  pertinent  questions  you  will  need 
to  ask.  The  least  effect  such  a group  of  in- 
quiries can  have  on  an  administrator  is  to 
point  out  the  deficiencies  in  his  program.  At 
best,  the  administrators  might  decide  to  make 
improvements  and  ask  you  for  help.  Local 
P.T.A.  groups  are  usually  quite  interested  in 
their  schools’  health  education  programs. 
Their  interest  and  vocal  support  is  often  help- 
ful in  bringing  about  changes  where  a dis- 
trict’s administration  is  not  interested  in  pro- 
viding or  improving  their  health  education 
program. 

We  physicians  do  have  a vital  interest  and 
a definite  part  to  play  in  all  aspects  of  com- 
munity health,  whether  or  not  it  takes  place 
in  our  own  offices  or  clinics.  Our  interest  has 
to  be  not  only  for  the  well  being  of  our  own 
patients  but  for  that  of  the  present  and  future 
health  of  the  entire  community,  for  we  cannot 
separate  ourselves  and  our  patients  from  the 
surrounding  community. 

It  is  time  for  us  to  be  doing,  and  time 
to  stop  criticizing  the  efforts  of  others  in 
these  fields.  We  now  have  the  opportunity  to 
lend  a helping  hand  to  a cause  that  needs 
our  help.  It  will  involve  considerable  effort 
and  much  time  but  the  potential  benefits  to 
our  communities  and  nation  are  more  than 
worth  it.  However,  the  biggest  question  of 
all,  the  one  remaining  to  be  answered  is,  “Are 
we  up  to  it?”  I hope  so! 

Donald  E.  Cook,  MD 

Chairman,  School  Health 

Committee,  Colo.  Med.  Soc. 

Greeley,  Colorado. 


Michael  Reese  Hospital  Staff  Alumni  Association 

The  alximni  reunion  luncheon  and  banquet  will  be  held  Wednesday,  May  29,  1968.  The 
annual  reunion  program  will  include  morning  tour  and  lunch  at  the  Michael  Reese  Hospital 
and  Medical  Center.  The  alumni  reunion  banquet  will  be  held  at  the  Furniture  Club  of 
America.  The  cocktail  party  will  start  at  6:30  p.m. 

Former  house  staff  and  present  attending  staff  members  are  urged  to  make  their  reserva- 
tions at  once.  Michael  Reese  Hospital  Alumni  Association,  29th  St.  and  Ellis  Ave.,  Chicago,  111. 
60616. 
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Ureteral  obstruction  with 

hydronephrosis 


Following  ingestion  of  Methysergide  Maleate  (Sansert). 


H.  B.  Miles,  MD,  and  W.  M.  Tappan,  MD,  Reno,  Nevada 


An  interesting  case  report  and  commentary 
upon  bilateral  reversible  ureteral  obstruction 
from  a potentially  dangerous  drug. 


Clinical  usage  of  and  experience  with  any 
new  drug  substantiates  the  fact  that  physi- 
cians must  remain  alert  for  evidence  of  any 
imusual  or  adverse  reactions  or  side  effects. 
Recent  studies  suggest  that  some  cases  of 
idiopathic  retroperitoneal  fibrosis  may  be 
produced  by  the  chronic  ingestion  of  methy- 
sergide maleate  (Sansert).  The  present  report 
concerns  a case  in  which  this  drug  apparently 
produced  a reversible  vasculitis  involving  the 
iliac  vessels  with  secondary  ureteral  obstruc- 
tion, bilateral  hydronephrosis,  diminution  of 
renal  function,  with  symptoms  of  abdominal, 
back,  and  flank  pain,  anginal-like  pain,  and 
edema  of  the  lower  extremities. 

CASE  REPORT 

I.  H.,  a 43-year-old  Caucasian  female,  first 
saw  one  of  us  on  June  9,  1966,  for  a nontraumatic, 
painful  swelling  of  the  left  foot  and  ankle.  This 
had  been  present  for  approximately  five  weeks, 
and  had  not  responded  to  conservative  treatment 
by  another  physician;  x-rays  were  negative,  and 
examination  revealed  no  other  abnormalities  at 
that  time.  During  the  next  several  weeks,  the 
patient  developed  progressive  symptoms  of  inter- 
mittent chest  and  left  arm  pain,  similar  to  angina, 
intermittent  abdominal  and  back  discomfort  and, 
finally,  urinary  symptoms  of  urgency,  frequency, 
dysuria,  tenesmus,  and  noctoria  accompanied  with 
definite  left  flank  pain. 


She  had  also  developed  low-grade  fever  and 
slight  tachycardia  with  slight  elevation  of  blood 
pressure.  During  the  development  of  this  illness, 
the  patient  had  failed  to  respond  to  mild  anal- 
gesics, antispasmodics,  tranquilizers,  and  diuretics. 
X-rays  of  the  ankle  and  abdomen  had  been  nega- 
tive. An  electrocardiogram  had  been  normal.  Urin- 
alyses had  been  negative  on  two  occasions. 

Past  history  indicated  that  the  patient  had  had 
a hysterectomy  in  January,  1964,  for  benign  dis- 
ease, and  had  had  some  cystitis  in  the  postopera- 
tive period  of  convalescence.  History  in  regard 
to  the  ingestion  of  drugs  revealed  that  the  patient 
had  taken  Hydro-Diuril  on  an  intermittent  basis 
for  fluid  retention,  Premarin  regularly  as  estrogen 
replacement,  and  for  a period  of  some  22  months, 
she  had  taken  methysergide  maleate  (Sansert)  for 
the  prevention  of  headaches  in  doses  of  8 mgm  or 
four  tablets  per  day. 

An  intravenous  pyelogram  obtained  on  August 
3,  1966,  revealed  hydro-ureter  and  hydronephrosis 
on  the  right  side  and  complete  nonfunction  of  the 
left  kidney.  With  some  concern  that  the  left  ureter 
might  have  been  compromised  at  time  of  the 
hysterectomy,  we  admitted  the  patient  to  Washoe 
Medical  Center  on  August  4,  1966,  for  cystoscopy 
and  retrograde  pyelography.  Upon  admission  to 
the  hospital,  we  ordered  immediate  cessation  of 
the  Sansert. 

Laboratory  data  obtained  at  the  time  of  this 
admission  included  a normal  blood  count  and 
normal  urinalysis;  the  serology  was  negative.  Ret- 
rograde pyelography  confirmed  bilateral  hydro- 
ureter and  hydronephrosis  with  poor  function  on 
the  left,  and  extrinsic  ureteral  obstruction  bilater- 
ally, at  the  level  of  the  iliac  crossing.  There  was 
no  evidence  of  bladder  neck  or  uretheral  obstruc- 
tion. 

Ureteral  catheters  were  left  indwelling  for  six 
days  to  improve  renal  function  and  drainage. 
Recovery  and  convalescence  was  uneventful  and 
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she  was  discharged  from  the  hospital  on  August 
14,  1966.  Abdominal  swelling,  the  lower  extremity 
edema,  the  anginal  pains,  and  the  left  flank  tender- 
ness had  all  substantially  subsided. 

A subsequent  excretory  urogram  obtained  on 
October  20,  1966,  revealed  striking  improvement 
in  the  excretory  function  and  in  the  appearance 
of  the  calyceal  systems  bilaterally.  During  the 
following  six  months,  she  had  complete  subsidence 
of  all  subjective  symptoms  in  regard  to  chest, 
abdomen,  and  flank,  and  there  was  no  further 
evidence  of  edema.  She  resumed  her  normal  activi- 
ties. A second  follow-up  intravenous  pyelogram 
obtained  on  April  13,  1967,  revealed  essentially 
normal  function  and  normal  collecting  systems 
bilaterally. 

Discussion 

n 1966,  Graham,  Suby,  et  al.,  reported  a 
total  of  27  patients  who  developed  retro- 
peritoneal fibrosis  following  ingestion  of 
methysergide  maleate  for  the  prevention  of 
migraine  headache.  Weiss  and  Hinman  subse- 
quently reported  a case  of  reversible  ureteral 
obstruction,  associated  with  Sansert  inges- 
tion, with  a discussion  of  the  probable  mech- 
anisms involved.  Conley,  Boulanger  and 
Mendelhoff  have  reported  aortic  obstruction 
by  methysergide  maleate.  Recently,  abdomi- 
nal pain  as  a complication  of  methysergide 
maleate  therapy  was  reported  by  Katz  and 
Vogel. 

In  view  of  the  reversibility  of  this  process 
and  its  undoubted  relationship  to  the  rela- 


tively longterm  ingestion  of  methysergide 
maleate  (Sansert),  it  is  our  opinion  that  this 
represents  a mechanism  similar  to  that  postu- 
lated in  the  report  of  Weiss  and  Hinman.  Cer- 
tainly, in  both  of  these  cases,  the  multiplicity 
of  symptoms  can  be  logically  explained  on 
the  basis  of  vascuhtis,  secondary  to  a sensi- 
tivity reaction  intiated  by  the  drug. 

Earlier  reporters  have  noted  that  vasculi- 
tis has  frequently  been  observed  in  cases  of 
retroperitoneal  fibrosis,  and  in  this  case  as 
well  as  others  observed,  the  ureteral  obstruc- 
tion was  localized  at  the  iliac  arterial  cross- 
ing. We  would  concur  with  Weiss  and  Hin- 
man that  a cause-and-effect  relationship  must 
be  present  whereby  a sensitivity  reaction, 
initiated  by  the  methysergide  maleate  inges- 
tion produced  vasculitis  and  subsequent  retro- 
peritoneal changes,  resulting  in  a reversible 
ureteral  obstruction. 

Summary 

An  additional  case  of  reversible  ureteral 
obstruction  is  reported,  apparently  produced 
by  the  chronic  ingestion  of  methysergide 
maleate  (Sansert) . The  purpose  of  this  report 
is  to  alert  all  physicians  using  and  prescribing 
this  drug  to  this  complication.  The  process  is 
reversible  without  surgical  intervention, 
merely  by  stopping  the  drug.  • 
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Phlegmasia  cerulea  dolens* 


Early  recognition  and  treatment 


Joseph  F.  X.  McGarvey,  MD,  Edward  W.  Ehrlich,  MD,  and 

Daniel  Mason,  MD,  Reno,  Nevada 


A strident  reminder  that  all  that  is 
pulseless  is  not  of  arterial  origin. 

Gangrene  of  the  extremities  of  venous  origin 
was  first  described  by  Fabricus  Hildanus  in 
1593.^  A complete  historical  study  of  the  sub- 
ject was  published  by  Haimovici  in  1950.^ 
The  clinical  feature  of  massive  venous  throm- 
bosis consist  of  the  sudden  onset  of  a painful, 
swollen,  cool  and  cyanotic  extremity,  arterial 
pulsations  are  reduced  or  absent,  and  the 
superficial  veins  may  be  distended.^  The  on- 
set of  phlegmasia  cerulea  dolens  usually  fol- 
lows a milder  form  of  ileofemoral  thrombo- 
phlebitis. It  is  also  common  to  have  some 
antecedent  or  associated  condition  (Table  1). 
Gangrene  of  part  of  the  limb  develops  in 
about  one-half  of  the  patients,  and  the  overall 
mortality  is  reported  to  be  25  to  40  per  cent. 
The  frequency  of  associated  pulmonary  em- 
bolism in  reported  cases  varies  from  12  to 
40  per  cent.  Boyd  stressed  the  gravity  of  the 
disease,  the  need  for  prompt  therapy,  and  the 
confusion  in  diagnosis  with  arterial  embolism 
i based  upon  a collective  review  of  149  patients 
and  experiences  with  six  patients  of  his  own.® 
Table  2 shows  the  complications  associated 
with  phlegmasis  cerulea  dolens  in  a collected 

j/ 

’ series  of  patients  who  were  treated  medically. 

Phillips  performed  venograms  to  discover  the 
I state  of  the  deep  veins  in  legs  previously  the 
I'  seat  of  deep  venous  thrombosis.  He  concluded 
|;  that  almost  50  per  cent  of  such  patients  will 
in  time  develop  the  stasis  ulcer  syndrome.® 

t ‘From  the  Department  of  Medicine,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  Pennsylvania,  and  the 
Department  of  Surgery,  Veterans  Administration  Center, 
i Reno,  Nevada. 
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TABLE  1 

Pathologic  conditions  associated  with 
phlegmasia  cerulea  dolens  in 
42  cases® 

Number 


Condition  of  times 


Carcinoma  21 

Postoperative  state  18 

Postpartum  state  15 

Undetermined  13 

Infection  11 

Chronic  Ulcerative  Colitis 6 

Secondary  to  sclerosing  solutions  4 

Trauma  3 


TABLE  2 

Complications  associated  with  phlegmasia 
cerulea  dolens  with  medical  management 
(in  a collected  series  of  155  cases)® 


Complications  No.  Percent 


Death  42  27.7 

Gangrene 81  52.3 

Surgical  amputation  38  24.5 

Spontaneous  amputation  7 4.5 

Pulmonary  embolism 20  12.9 

Venous  sequelae  24  15.5 


Mahorner  in  1957  suggested  that  throm- 
bectomy is  useful  to  prevent  postphlebetic 
complications  in  patients  with  acute  venous 
thrombosis  whether  of  the  phlegmasia  alba 
or  phlegmasia  cerulea  dolens  type.  Both  Ma- 
horner and  Fontaine  emphasized  that  the 
surgeon’s  goal  should  be  restoration  of  the 
vein  lumen,  and  interruption  of  the  vein 
proximal  to  the  area  of  the  thrombosis  was 
not  recommended.'^’®  Fogarty  has  reported  six 
cases  of  phlegmasia  cerulea  dolens  treated 
with  thrombectomy  and  ligation  of  the  vein 
proximal  to  the  area  of  involvement  with 
four  perfect  results,  one  with  slight  sequelae 
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and  one  death.'-'  In  Haller’s  series  of  throm- 
bectomies for  phlegmasia  alba  and  cerulea 
dolens,  there  were  two  patients  with  the 
latter,  both  of  whom  died.‘° 

In  this  paper  we  present  a discussion  of 
the  pathophysiology  of  phlegmasia  cerulea 
dolens  and  the  management  of  five  cases  with 
emphasis  on  early  diagnosis,  surgical  technic, 
findings  at  surgery,  and  value  of  using  hep- 
arin postoperatively. 

Pathophysiology 

Preoperative  phlebograms  have  shown 
that  in  phlegmasis  alba  dolens  the  internal 
iliac  vein  system  is  not  completely  obstruct- 
ed.'® Thus,  there  is  no  back  pressure  and 
no  diminution  in  the  arterial  pulses  of  the 
extremity.  However,  if  the  thrombotic  process 
is  propagated  into  the  common  iliac  vein  and 
thereby  occludes  the  final  avenue  for  egress 
of  blood,  that  is,  the  internal  iliac  system,  the 
arterial  flow  is  likewise  stopped  and  the 
warm  limb  suddenly  becomes  cyanotic  and 
cold. 

In  the  experimental  animal,  the  patho- 
physiology of  phlegmasia  cerulea  dolens  has 
been  shown  to  be  related  to  occlusion  of  all 
veins  draining  the  extremity.  It  was  demon- 
strated that  sclerosing  one  or  several  seg- 
ments of  the  venous  system  in  dogs  resulted 
in  only  temporary  edema,  not  exceeding  three 
to  four  weeks  in  duration.  On  the  other  hand, 
dogs  that  had  complete  occlusion  to  venous 
return  from  an  extremity  developed  gangrene 
of  part  of  the  extremity,  or  had  chronic 
edema  of  the  entire  extremity."  From  their 
experiments  on  dogs,  Haller  and  Maye  con- 
cluded that  venous  occlusion  alone  could  not 
account  for  the  massive  edema,  and  they 
postulated  that  the  associated  inflammatory 
reaction  associated  with  the  thrombosis  of 
the  ileofemoral  veins  produced  lymphatic 
obstruction  and  subsequent  edema.  These 
conclusions  were  reached  experimentally 
when  bilateral  ligation  of  the  iliac  venous 
system  or  the  total  excision  of  the  iliac  venous 
systems  in  dogs  did  not  lead  to  edema  in 
either  case.  Edema  was  produced,  however, 
when  the  entire  iliac  system  was  experimen- 
tally thrombosed.'^ 

Bradham  and  Randolph  demonstrated  the 
value  of  postoperative  heparinization  in  dogs. 


Thrombectomy  alone  always  resulted  in  re- 
thrombosis, but  heparin  prevented  recurrent 
venous  occlusion.'-'' 

In  another  experiment  on  dogs,'^  total 
venous  occlusion  of  the  lower  extremity  was 
produced  by  intravenous  barium  injection. 
The  common  and  internal  iliac  veins  and  all 
femoral  venous  tributaries  were  ligated  and 
15  to  20  cc  of  thick  barium  sulphate  were 
injected  into  the  dorsal  paw  vein,  effectively 
occluding  the  entire  venous  return.  One 
group  of  dogs  developed  hypovolemic  shock 
and  died  within  18  hours.  In  a second  group, 
the  intravenous  administration  of  blood  and 
saline  in  an  amount  approximately  twice  the 
estimated  blood  volume  was  required  for  sur- 
vival. These  dogs  developed  massive  edema 
and  gangrene  although  arteriogram  revealed 
arterial  patency.  In  hemodynamic  studies  in 
a third  group,  it  was  shown  that  the  loss  of 
arterial  pulsation  was  due  to  mechanical  fac- 
tors, that  is,  occlusion  of  the  femoral  artery 
due  to  increased  pressure  on  the  tissues 
around  the  artery  and  that  vasospasm  did  not 
contribute  to  such  loss  of  arterial  pulsation. 
Lumbar  sympathectomy  failed  to  increase 
the  arterial  flow. 

There  is  still  debate  as  to  the  role  of 
arterial  spasm  in  the  pathogenesis  of  the 
gangrene.  This  is  apparent  from  the  many 
recommendations  for  therapy  which  have 
been  made.  A review  of  the  American  litera- 
ture on  the  management  of  cerulea  dolens 
from  1951  to  1960  revealed  that  eleven  differ- 
ent therapies  were  recommended.®  Recently, 
remarkable  clinical  improvement  was  ob- 
served with  the  use  of  thrombolysis  in  venous 
occlusion.'®  Venograms  performed  after  the 
treatment,  however,  did  not  show  patency  of 
the  previously  obstructed  vessel.  In  that  re- 
view of  62  cases,  there  was  associated  shock 
in  30  per  cent  of  patients  which  was  attrib- 
uted to  pooling  of  the  blood  in  the  affected 
extremity.  It  is  believed  by  most  that  the 
occlusion  of  the  majority  of  the  venous  chan- 
nels results  in  circulatory  stasis  with  subse- 
quent capillary  damage,  edema,  and  slowing 
of  the  arterial  flow  by  back  pressure.'® 

Anlyan  and  Hart  in  1957  discussed  19  cases 
of  phlegmasia  cerulea  dolens  among  453  pa- 
tients with  venous  thromboembolism.'^  They 
found  that  heparin  and  slight  elevation  of 
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the  limb  relieved  the  syndrome  within  two 
hours  unless  gangrene  had  developed  prior 
to  the  initiation  of  treatment.  They  postulated 
that  serotonin  released  from  the  platelets  in 
the  thrombi  in  the  venous  system  may  cause 
the  arterial  spasm. 

The  p>athologic  features  associated  with 
phlegmasia  cerules  dolens  include  inflamma- 
tory changes  in  the  wall  of  occluded  veins 
compatible  with  phlebitis;  the  arterial  system 
is  found  to  be  intact  whether  visualized  by 
arteriogram,  in  the  jxjstmortem  dissection,  or 
by  injection  of  amputated  specimens.^ 

Case  reports 

Case  1:  A 38-year-old  white  male,  12  days  after 
an  appendectomy,  developed  pain  and  swelling  of 
the  left  leg.  Examination  revealed  that  the  leg  was 
cool  and  cyanotic,  and  femoral  pulsations  were 
diminished  to  approximately  half  the  intensity  of 
those  of  the  normal  leg.  The  diagnosis  of  phleg- 
masis  cerulea  dolens  was  confirmed  by  venog- 
raphy. At  operation  the  vein  was  hard,  deep  blue- 
purple,  enlarged  to  twice  normal  size  and  the 
adventitial  vessels  were  markedly  congested. 
Eighteen  months  following  thrombectomy,  the  pa- 
tient had  returned  to  work  as  a policeman  and 
the  limb  was  edema  free. 

Comment:  In  this  instance,  the  diagnosis  of 
phlegmasia  cerulea  dolens  was  made  quickly  and 
thrombectomy  was  performed  with  a good  late 
result. 

Case  2:  A 52-year-old  white  female  was  admit- 
ted with  complaint  of  sudden  onset  of  dull,  aching 
pain  in  the  right  groin  and  thigh  of  24  hours 
duration,  and  swelling  which  had  progressed  over- 
night to  increase  the  limb  to  approximately  twice 
its  normal  size.  Physical  examination  disclosed 
that  the  patient  had  a mid-late  diastolic  murmur 
of  mitral  stenosis  with  atrial  fibrillation.  The  in- 
volved leg  was  swollen  to  about  twice  the  size 
of  the  non-edematous  leg  and  was  cyanotic;  fe- 
moral pulsation  was  absent.  Operation  confirmed 
the  diagnosis  of  ileofemoral  thrombophlebitis,  and 
following  thrombectomy,  the  patient  made  a satis- 
factory recovery.  Postoperative  anticoagulation 
was  maintained  by  subcutaneous  administration 
of  aqueous  heparin.  Six  months  follow-up  dis- 
closed the  patient  to  be  free  of  edema. 

Comment:  Some  observers  questioned  the  diag- 
nosis because  of  the  absence  of  femoral  pulsation 
and  raised  the  issue  of  arterial  embolization  due 
to  atrial  fibrillation.  Differential  diagnosis  in  this 
patient  depended  upon  the  presence  of  swelling 
of  the  limb,  which  would  not  be  expected  with 
arterial  embolization.3 

Case  3:  A 62-year-old  white  male  was  read- 
mitted to  the  hospital  five  months  after  having 
a left  upper  lobectomy  for  bronchogenic  carcinoma, 
complaining  of  pain  and  swelling  in  the  left  lower 
extremity.  Physical  examination  disclosed  a mod- 


erately edematous,  cyanotic  left  leg,  with  increase 
in  the  pattern  of  the  superficial  venous  system  and 
diminished  arterial  pulsation.  The  diagnosis  of 
phlegmasis  cerulea  dolens  was  made,  and  ileo- 
femoral thrombectomy  was  achieved  without  dif- 
ficulty. On  the  first  postoperative  day,  the  patient 
had  an  episode  of  pulmonary  edema,  which  was 
controlled  by  standard  measures.  On  the  second 
postoperative  day,  the  patient  had  a pleuritic-type 
right  lower  chest  pain,  and  chest  film  suggested 
possibility  of  a small  pulmonary  infarction.  Anti- 
coagulation was  then  begun  with  subcutaneous 
heparin,  and  the  patient  made  an  uneventful 
recovery. 

Comment:  Pulmonary  embolism  following 
thrombectomy  has  not  been  previously  recorded 
by  others. 

Case  4:  An  82-year-old  white  female,  with 
known  hypertensive  cardiovascular  disease,  was 
admitted  to  the  hospital  for  treatment  of  a right 
hemiplegia  and  dysphagia.  On  the  17th  hospital 
day,  the  right  calf  was  noted  to  be  swollen  and 
tender,  and  a diagnosis  of  deep  thrombophlebitis 
of  the  popliteal  veins  was  made.  Five  days  later 
the  right  leg  was  cool  and  cyanotic  with  a barely 
palpable  femoral  pulse.  Thrombectomy  was  diffi- 
cult due  to  an  adherent  organized  thrombus.  No 
femoral  pulse  was  palpable  at  operation.  Post- 
operatively,  the  patient  did  poorly  with  inability 
to  maintain  blood  pressure.  She  developed  convul- 
sive seizures  and  coma,  and  died  18  hours  after 
operation. 

Comment:  The  deep  venous  thrombosis  prog- 
ressed over  a five-day  period  to  give  the  clinical 
findings  of  phlegmasia  cerulea  dolens.  Thrombec- 
tomy was  difficult  since  the  clot  had  been  present 
for  six  days  prior  to  thrombectomy. 

Case  5:  A 65-year-old  white  female  was  admit- 
ted to  the  hospital  for  acute  basilar  artery  insuffi- 
ciency and  diabetes.  Thirteen  days  later,  the  left 
leg  was  noted  to  be  cyanotic  and  extremely  edema- 
tous. There  was  associated  left  lower  abdominal 
pain  and  cyanosis  of  the  lips.  Four  hours  later,  the 
patient  was  dyspneic,  had  tachycardia  and  the 
neck  veins  were  distended.  Chest  x-ray  and  EKG 
did  not  indicate  a pulmonary  infarction,  but  this 
was  the  clinical  impression.  Twelve  hours  after 
the  onset  of  the  pain,  the  left  leg  was  violaceous, 
warm,  and  pulseless,  and  her  general  condition 
had  deteriorated.  A common  femoral  vein  throm- 
bectomy was  performed  under  local  anesthesia. 
Although  large  clots  were  removed  from  the 
femoral  vein,  blood  flow  from  the  iliac  vein  was 
poor.  The  patient  developed  cardiac  arrest  unre- 
sponsive to  resuscitative  measures.  At  autopsy, 
massive  pulmonary  embolism  was  found. 

Comment:  Thrombectomy  was  performed  in  a 
desperate  effort  to  prevent  further  pulmonary 
emboli.  In  retrospect,  it  is  doubtful  whether  this 
should  have  been  attempted  rather  than  caval 
ligation  or  pulmonary  embolectomy.  The  clinical 
course  confirms  that  phlegmasia  cerulea  dolens  is 
a progressive  disease. 
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Surgical  treatment  of 
ileofemoral  thrombophlebitis 

The  operative  findings  of  ileofemoral 
thrombophlebitis  are  striking.  The  common 
femoral  vein  and  deep  femoral  vein  are  usu- 
ally enlarged  two  to  three  times  normal  size. 
The  veins  appear  dark  blue  or  purple,  and 
the  adventitial  vessels  are  congested.  Palpa- 
tion of  the  vein  discloses  intraluminal  clot. 
The  clot  at  times  may  extend  into  the  junc- 
tion of  the  greater  saphenous  vein  with  the 
common  femoral  vein  and  into  the  small  trib- 
utaries of  the  greater  saphenous  vein  in  the 
groin.  When  the  vein  is  opened,  clot  usually 
oozes  from  the  venous  lumen  with  no  diffi- 
culty. Increasing  pressure  over  the  lower  leg 
will  enable  one  to  force  clot  from  the  distal 
venous  tree  into  the  venotomy.  Pressure  on 
the  lower  abdomen  may  cause  the  proximal 
or  cardiac  end  of  the  thrombus  to  be  extruded 
from  the  venotomy.  Glass  tip  suction  cathe- 
ters are  then  introduced  distally  and  proxi- 
mally  and  advanced  up  into  the  iliac  system 
as  far  as  practicable.  In  the  last  two  patients, 
Bardex  plastic  catheters  were  useful  for  this 
purpose.  Fogarty  has  recently  developed  a 
balloon  catheter  for  venous  thrombectomy 
similar  to  those  which  he  devised  for  arterial 
embolectomy.  Alex  Haller  has  pointed  out 
that  proximal  advance  and  suctioning  of  the 
iliac  system  is  impeded  by  the  “tethering 
action”  of  the  hypogastric  artery  as  it  crosses 
the  common  iliac  deep  in  the  pelvis.  In  conse- 
quence, the  catheter  is  not  forced  past  this 
point  when  introduced  through  the  venot- 
omy. The  vein  is  closed  with  a running  suture 
of  fine  cardiovascular  silk  and  the  wound  is 
closed  without  drainage. 

The  patients  are  given  subcutaneous  hep- 
arin postoperatively,  and  the  limb  is  elevated 
by  raising  the  foot  of  the  bed  on  shock  blocks 
for  approximately  three  days.  At  the  end  of 
this  time,  the  patient  is  allowed  full  ambula- 
tion with  elastic  support.  The  patients  should 
use  elastic  support  for  at  least  three  months. 
All  patients  have  been  able  to  return  to 
former  occupations,  remaining  edema  free 
without  support.  The  question  of  postopera- 
tive and  ambulant  anticoagulation  therapy 
is  unsettled.  All  patients  have  been  main- 
tained empirically  on  Coumarin  derivatives 
at  therapeutic  levels  for  at  least  six  months. 


Timing  of  operation  has  been  of  impor- 
tance. How  long  following  the  onset  of  the 
attack  of  ileofemoral  thrombophlebitis  is  the 
operation  no  longer  of  value?  The  limiting 
factors  are  adherence  of  the  thrombus  to  the 
venous  intimal  surface  and  distal  propagation 
of  clot.  Haller  found  clot  removal  impossible 
10  to  14  days  following  clinical  recognition 
of  thrombus  formation. 

Most  observers  believe  that  phlegmasia 
cerulea  dolens  is  a surgical  emergency  and 
that  immediate  thrombectomy  should  be  done 
to  relieve  the  increased  pressure  in  the  ex- 
tremity. Because  of  the  10  to  40  per  cent  inci- 
dence of  pulmonary  emboli  in  cerulea  dolens 
some  recommend  proximal  ligation  of  the 
involved  venous  segment.  We  recommend 
thrombectomy  alone,  followed  by  postopera- 
tive anticoagulation  as  the  treatment  of 
choice. 

Discussion 

Five  cases  of  phlegmasia  cerulea  dolens 
are  presented  with  special  emphasis  on  early 
diagnosis  and  early  surgical  intervention. 
Three  of  our  cases  (Cases  1,  2,  and  3)  were 
successfully  managed  by  early  thrombectomy 
with  no  postoperative  sequelae.  In  the  other 
two  cases  (Cases  4 and  5)  diagnosis  of  phleg- 
masia cerulea  dolens  was  made  after  a pul- 
monary embolus  had  occurred  in  one,  and 
after  symptoms  were  present  for  six  days  in 
the  other.  Both  of  these  patients  came  to  sur- 
gery late  in  the  course  of  their  disease  and 
died,  demonstrating,  we  believe,  the  need  for 
early  surgical  intervention.  Tlie  safety  of  pre- 
operative venograms  has  been  confirmed  by 
Fontaine  and  Tuchmann  in  their  experience 
with  191  emergency  venograms  in  which 
there  was  no  morbidity.^®  However,  we  would 
agree  with  Bradham  and  his  associates  that 
routine  venograms  are  not  necessary  when 
there  is  the  classical  clinical  presentation  of 
phlegmasia  cerulea  dolens.^® 

Haller,  discussing  thrombectomy  in  ve- 
nous thrombosis,^®  recommended  an  aggres- 
sive therapeutic  regimen.  There  is  prolonged 
morbidity  following  an  episode  of  phlegmasia 
alba  dolens  and  a high  incidence  of  post- 
phlebitic  limb  which  results  from  extensive 
deep  thrombophlebitis.  Haller  performed 
thrombectomy  on  45  cases  of  venous  occlu- 
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sion,  of  which  three  were  two  cases  of  cerulea 
dolens.  Both  of  these  patients  died  and  at 
postmortem  there  was  complete  occlusion  of 
the  common,  external  and  internal  iliac  veins 
with  extension  of  the  thrombus  into  the  vena 
cava  in  one  patient,  and  thrombosis  of  the 
inferior  vena  cava  with  involvement  of  one 
of  the  renal  veins  in  the  other.  The  high 
mortality  in  cerulea  dolens  as  shown  in  Table 
2 calls  for  an  aggressive  approach.  Gangrene 
is  a poor  prognostic  sign.  In  a review  of  73 
cases  of  cerulea  dolens  from  1949  to  1960, 
28  per  cent  of  those  with  associated  gangrene 
expired.  Pulmonary  embolus  is  also  more 
frequent  in  those  with  gangrene.^®  The  pre- 
ponderance of  the  left  lower  extremity  in- 
volvement (Table  3)  may  be  explained  by 
the  anatomical  fact  that  the  right  common 
iliac  artery  crosses  the  left  common  iliac  vein 
shortly  after  the  origin  of  the  artery  from 
the  abdominal  aorta. 

Stone  in  his  discussion  of  the  management 
of  the  massive  venous  thrombosis  drew  at- 
tention to  the  difficulty  in  differentiating 
shock  due  to  hypovolemia  from  that  of  pul- 
monary embolism. In  pulmonary  embolism. 


TABLE  3 

Location  of  phlegmasia  cerulea  dolens  in 
102  cases^° 


Left  lower  extremity  68% 

Right  lower  extremity  26% 

Left  upper  extremity  3% 

Right  upper  extremity  2% 


there  are  usually  characteristic  ECG  findings 
of  SiQs  with  inversion  of  the  T wave  in  the 
right  precordial  leads  and  right  ventricular 
preponderance.  Usually  there  will  be  disten- 
sion of  the  jugular  venous  pulse  which  is  not 
seen  in  hypovolemic  shock.  Also,  commonly 
noted  are  tachycardia,  and  dilatation  of  the 
main  pulmonary  artery  on  chest  x-ray. 

Summary 

A discussion  of  the  pathophysiology  of 
phlegmasia  cerulea  dolens  is  followed  by  the 
presentation  of  the  management  of  five  cases 
that  were  diagnosed  with  this  condition.  Our 
review  stresses  the  importance  of  early  diag- 
nosis and  early  thrombectomy  in  an  effort  to 
reduce  the  mortality  and  morbidity  associ- 
ated with  this  disease.  • 
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How  much  does 

the  anticostive* 
heniatinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a*day  provides: 

# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7-6064 


CHANGES 
IN  MEDICARE 

The  passage  of  the  1967  amenciments)  to  the 
Social  Security  Act  provides  for  an  expansion 
in  Medicare  benefits. 

The  amendments  now  make  it  easier  to  claim 
Medicare  benefits  covering  doctor  bills  and  other 
medical  services.  Medicare  beneficiaries  have  two 
ways  to  collect  medical  insurance  benefits.  The 
first  is  to  let  the  doctor,  if  he  agrees,  collect  the 
payment  from  Medicare.  If  he  agrees  to  do  so,  he 
accepts  the  reasonable  charge  as  determined  by 
the  Medicare  carrier  as  his  full  charge. 

The  second  way  is  for  the  beneficiary  to  apply 
for  the  Medicare  payment  on  the  basis  of  an  item- 
ized bill.  This  is  one  of  the  most  significant 
changes  in  the  law.  Under  the  old  law,  if  the 
doctor  did  not  wish  to  submit  a bill  on  behalf 
of  a Medicare  beneficiary,  the  beneficiary  had 
to  pay  the  doctor  and  obtain  an  itemized  receipt 
which  the  beneficiary  then  presented  to  the  Medi- 
care carrier  for  payment.  Now  the  Medicare 
beneficiary  may  present  only  the  itemized  bill 
with  a request  for  payment  to  the  Medicare 
carrier  and  payment  will  be  made  to  the  bene- 
ficiary. It  is  no  longer  necessary  for  the  Medicare 
beneficiary  to  have  paid  his  bill  before  making 
his  claim  to  the  Medicare  carrier.  This  provision 
in  the  law  will  ease  the  financial  burden  which 
has  worked  a hardship  on  the  Medicare  bene- 
ficiary with  limited  finances. 

As  before,  the  Medicare  beneficiary  is  still  re- 
sponsible for  payment  of  the  first  $50  of  medical 
expenses  in  a calendar  year  and  20  percent  of  the 
remaining  reasonable  charges.  Claims  for  medical 
insurance  for  services  furnished  in  July,  August, 
or  September  1966  will  have  to  be  filed  by  March 
31,  1968. 

Another  important  change  in  the  law  makes 
available  a 60  day  lifetime  reserve  hospital  bene- 
fit which  may  be  used  in  any  spell  of  illness 
after  the  first  90  days  have  been  used. 

Further  information  on  the  changes  in  Medi- 
care may  be  obtained  by  contacting  the  nearest 
Social  Security  office  or  by  writing  (Mrs.) 
Martha  A.  McSteen,  Regional  Representative,  Bu- 
reau of  Health  Insurance,  Room  301,  Equitable 
Building,  17th  and  Stout  Streets,  Denver,  Colo- 
rado 80202;  or  by  calling  area  code  303 — ^297-3305. 
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To  practice  solely  for  cure 


C.  Barber  Mueller,  MD,  Hamilton,  Ontario,  Canada 


Dr.  Mueller  was  professor  and  chairman  of 
the  Department  of  Surgery  at  the  State 
University  of  ISew  York  Upstate  Medical 
Center.  This  was  the  commencement  address 
on  May  28, 1967.  The  copy  was  submitted 
to  us  by  Dr.  Harry  McKinnon,  Jr.,  Editor 
of  our  Nevada  section,  who  states  that  this 
fine  pertinent  message  should  receive 
wider  attention. 


It  is  an  unusual  privilege  to  present  to  you 
a few  thoughts  regarding  the  current  state  of 
the  art  and  science  known  as  the  practice  of 
medicine.  You  graduates  of  the  class  of  ’67 
have  completed  most  of  your  formal  school- 
ing, approximately  20  years  for  each  of  you, 
and  are  now  prepared  to  embark  upon  a 
period  of  informal  education  of  some  three  to 
seven  years  in  length  which  will  ultimately 
qualify  you  for  entrance  into  the  practice  of 
your  chosen  specialty.  During  these  coming 
years  as  you  engage  in  responsible  facets  of 
patient  care,  you  will  gain  confidence  and 
i competence  in  the  sphere  of  your  interest  and 
while  engaged  in  this  activity  you  must  also 
gain  some  understanding  of  the  unwritten 
rules  which  create  a code  of  behavior  and 
the  ethical  framework  in  which  medicine  is 
practiced.  It  is  this  ethic  and  the  changing 
; times  which  I will  discuss  at  this  time. 

: Precepts  not  sufficient 

\ 

For  the  past  2,500  years,  the  traditional 
i precepts  which  have  guided  the  practice  of 
' medicine  have  been  embodied  in  the  Hippo- 
cratic Oath.  This  Oath,  with  its  many  ver- 
sions, reflects  traditional  morals  and  formu- 
, lates  ethics  which  govern  medical  practice. 

i for  March  1968 


These  precepts  have  proved  satisfactory 
throughout  the  development  of  western  civil- 
ization and  they  have  become  rooted  in  tradi- 
tion and  law;  yet  I would  propose  to  you,  that 
we  in  the  United  States  today,  are  at  a point 
in  time  in  which  it  is  appropriate  to  question 
whether  or  not  these  ethical  principles  and 
these  moral  precepts  are  sufficient. 

Times  have  changed 

Ours  is  a nation  which  has  developed 
from  Christian  traditions.  Our  moral  beliefs 
have  been  handed  down  to  us  by  our  Puritan 
forefathers  and  have  generated  certain  codes 
of  conduct,  attitudes  and  moral  positions 
which  have  a foundation  in  firm  religious 
belief.  The.se  codes  were  inspired  by  the  Holy 
Works  and  served  to  form  a moral  basis  upon 
which  proper  ethical  conduct  could  be  de- 
fined. Today,  however,  there  are  powerful 
forces  that  are  consciously  concerned  with 
changing  many  of  these  precepts  and  which 
have  resulted  in  a marked  limitation  of  the 
influence  of  church-based  mores.  In  the 
newer  democratic  and  secular  educational 
systems,  there  is  no  religious  upbringing  in 
the  true  sense  of  the  term.  Instruction  con- 
sists in  providing  an  objective  account  of 
various  religious  approaches  to  the  meaning 
of  life,  with  the  purpose  of  helping  the  indi- 
vidual form  his  own  opinion.  Most  ethical 
questions  are  discussed  without  set  premises 
and  the  correctness  of  old  standards  and  prin- 
ciples of  human  conduct  is  questioned.  The 
upbringing  of  our  children  has  lost  much  of 
its  stability  since  we  ourselves  are  frequently 
socially  and  personally  irresolute,  uncertain, 
and  therefore  unable  to  agree  on  basic  funda- 
mental moral  precepts.  A large  part  of  our 
generation  lacks  an  inspiring  authority  and 
the  United  States  Constitution,  though  a re- 
markable political  document,  cannot  define 
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moral  and  ethical  standards  sufficient  to  en- 
dow life  with  ethical  color  and  meaning. 

When  one  looks  to  the  tenets  embodied  in 
the  Hippocratic  Oath,  there  are  two  chief 
principles  which  have  been  the  foundation 
stones  for  the  many  ethical  precepts  that  have 
guided  medical  procedures  throughout  this 
western  civilization.  The  first  of  these,  to 
which  we  adhere,  is  the  idea  of  unconditional 
human  dignity  and  the  inviolate  character  of 
human  life.  This  is  a principle  which  I call 
the  “Ethic  of  Life.”  This  unconditional  prem- 
ise of  the  inviolate — indeed  sacred — nature 
of  human  life  is  based  upon  the  belief  that 
the  existence  of  every  human  being,  even  the 
most  wretched,  has  meaning.  Without  the 
belief  that  human  life  has  value,  it  is  difficult 
to  construct  a premise  upon  which  any  so- 
ciety, much  less  a democracy,  may  reasonably 
be  founded. 

The  second  concept  which  runs  through 
the  Hippocratic  tradition  and  all  concepts  of 
medical  professional  activity  concerns  itself 
with  the  inviolate  character  of  the  “Physi- 
cian’s Act.”  I call  this  the  one-to-one  relation- 
ship in  which  the  obligation  of  the  physician, 
his  efforts,  his  skill  and  his  entire  concern 
shall  be  devoted  to  the  care  and  cure  of  the 
patient.  This  is  reflected  in  the  portion  of  the 
Hippocratic  Oath  from  which  I have  taken 
the  title  of  this  speech — “To  exercise  my  pro- 
fession solely  for  the  cure  of  my  patient.” 
This  one-to-one  relationship  and  its  confiden- 
tial character  have  been  upheld  by  many 
court  decisions.  By  common  tradition  it  is 
understood  that  the  physician-patient  rela- 
tionship is  a sacred  trust  which  need  not  be 
unnecessarily  exposed  to  public  scrutiny  nor 
to  community,  legal,  or  other  social  and  pub- 
lic pressures. 

I will  develop  the  thesis  that  these  two 
premises  are  perhaps  inadequate  to  the  times 
in  which  you  young  men  and  women  find 
yourselves.  I would  propose  that  in  the  past 
quarter  century — your  educational  lifetime — 
these  premises  have  become  somewhat  out- 
moded and  will  fail  to  meet  all  of  the  de- 
mands which  are  imposed  upon  them. 

In  the  next  quarter  century — your  produc- 
tive lifetime — you  will  need  to  redefine  some 
portions  of  these  two  facets  of  the  medical 


tradition  to  fit  a changing  medical  world.  As 
professionals  in  this  medical  world,  your 
voice  must  be  heard  and  the  creation  of  new 
ethics  which  will  supplant  these  two  tradi- 
tions must  be  partly  of  your  making.  There 
are  such  huge  social  problems  already  created 
by  medical  technology  that  no  longer  can  the 
one-to-one  relationship  be  considered  suffi- 
cient, and  there  must  now  be  some  considera- 
tion of  the  social  effects  resulting  from  the 
patient  care  situation,  particularly  as  it  re- 
lates to  a redefinition  of  the  beginnings  and 
of  the  ending  of  life.  You  belong  to  the  gener- 
ation that  must  pioneer  in  creating  these 
solutions.  You  cannot  divorce  yourself  from 
these  concerns  and  assume  that  Society-at- 
Large  will  provide  adequate  leadership  to 
redefine  the  ethical  and  moral  questions  and 
this  give  you  guidance.  As  a medical  profes- 
sional, and  an  intellectual,  you  must  yourself 
create  that  leadership.  You  must  do  this  by 
understanding  the  medical-technological  ad- 
vances which  have  occurred  and  at  the  same 
time  be  sensitive  to  the  social  schemes  and 
the  mores  of  this  country. 

Morality  not  sufficient 

I hereby  propose  that  traditional  morality, 
in  its  strict  definition,  will  be  of  insufficient 
help  to  you  in  some  of  the  moral  problems 
which  you  will  face.  Morality  is  a body  of 
rules  and  a mode  of  conduct  which  is  con- 
sidered unconditionally  valid.  But  in  the  case 
of  the  physicians  there  are  constant  demands 
of  choice  between  competing  values  which 
are  not  measurable  and  no  single  mode  of 
conduct  may  be  imconditionally  valid.  To 
choose  between  the  risks  incurred  by  mother 
versus  child,  or  donor  versus  recipient,  or 
one  family  versus  another,  is  difficult  or  im- 
possible for  the  moralist  and  in  this  sense  is 
not  a moral  choice.  Morality  concerned  with 
positive  values  cannot  resolve  problems  of 
the  relative.  It  can  only  affirm  that  the  value 
of  human  life  is  infinite  and  its  worth  is 
unconditional,  even  when  presented  with  the 
difficult  choices  inherent  in  any  specific  case. 
Problems  involving  the  medical  conscience 
are  nearly  always  of  such  nature  that  moral 
principles  are  insufficient  to  indicate  the 
course  of  action.  Morality  for  the  doctor  is 
like  a stage  setting,  it  defines  his  field  of 


38 


Rocky  Mountain  Medical  Journal 


action  but  it  cannot  prompt  that  action  or 
prescribe  specific  conduct.  The  physician, 
however,  must  act  and  he  must  define  those 
principles  which  guide  his  choices. 

I would  liken  our  current  condition  to  that 
of  the  atomic  physicists  of  twenty  years  ago. 
Following  the  creation  of  the  atomic  bomb, 
these  men  claimed  that  since  they  had  made 
the  bomb,  someone  else  must  determine  its 
use.  The  political,  international,  and  military 
philosophy  regarding  its  use  and  by  whom, 
was  a problem  to  be  argued  and  determined 
by  the  military  politicians  and  the  public  at 
large.  History  shows  that  tke  physicists  were 
unable  to  hide  behind  their  particular  prem- 
ise. They  were  forced  to  engage  in  a public 
dialogue  and  through  multiple  conversations, 
partly  of  their  making,  the  code  of  mores 
relating  to  the  dropping  of  the  bomb  became 
of  them  and  by  them.  So  must  you  and  I,  as 
physicians,  participate  in  the  creation  of  solu- 
tions to  current  ethical  and  moral  problems, 
some  of  which  I would  here  like  to  discuss. 

Ethic  of  life 

I go  now  to  some  of  the  problems  and  I 
pose  them,  not  to  give  solutions  but  to  define 
them  as  areas  of  concern.  Let  us  look  for  a 
moment  at  the  “Ethic  of  Life.”  It  now  re- 
quires legal  definition;  and  the  simplest  ques- 
tion which  may  be  asked  is,  “When  does  it 
begin?”  Is  it  at  conception,  is  it  at  some  par- 
ticular stage  of  gestation,  or  is  it  at  birth? 
Does  it  have  unconditional  human  worth,  or 
are  there  relative  values  to  the  bom  or  un- 
born life?  We  readily  acknowledge  that  to 
take  life  one  day  after  birth  is  called  murder 
and  our  social  scheme  fails  to  justify  this  act 
under  any  circumstances,  regardless  of  the 
deformity  of  the  newborn  child.  However,  if 
one  takes  this  life  a few  hours,  days,  or 
weeks  prior  to  birth  it  is  called  abortion,  and 
there  are  strong  social  pressures  that  such 
should  be  legalized.  Is  this  truly  any  different 
than  the  taking  of  life  following  the  passage 
of  that  life  through  the  birth  canal?  At  what 
precise  point  does  the  concept  of  legal  de- 
struction of  life  end  and  illegal  destruction  of 
life  begin?  It  takes  no  clairvoyant  to  see  that 
in  the  near  future  it  will  be  possible  to  create 
abortion  by  the  use  of  a pill  rather  than  by 
a manipulative  surgical  act,  and  when  this 


finally  comes  about,  shall  the  giving  of  this 
pill  constitute  murder,  or  shall  it  fall  within 
the  confines  of  the  one-to-one  arrangement 
and  be  considered  as  a method  of  treating 
one  patient — the  mother?  Shall  the  purposes 
of  this  act  be  “solely  for  the  cure  of  the 
patient”  or  for  the  cure  of  a social  scheme  to 
prevent  it  from  being  overpopulated,  or  flood- 
ed with  children  bom  out  of  wedlock  or  to 
impoverished  families?  How  is  it  possible  to 
create  a moral  position  without  some  re- 
nouncement of  that  respect  for  human  life 
which  seems  to  be  a fundamental  part  of  our 
culture?  Is  this  premise  of  human  worth  so 
fundamental  that  it  should  perhaps  never  be 
disturbed?  Or,  is  it  possible  to  suppose  that 
human  worth  is  contingent  upon  certain  con- 
ditions; that  some  life  is  worth  more  than 
others;  that  some  is  so  poverty  stricken  in 
every  sense  of  the  word,  that  for  social  bene- 
fit and  social  betterment  one  can  say  there  is 
no  value,  regardless  of  circumstances,  to  the 
maintenance  of  that  life? 

But  difficult  as  it  is  to  define  when  life 
begins,  it  is  equally  difficult  to  say  when  it 
ends.  We  have  now  reached  a technological 
point  with  situations  wherein  it  is  essential 
to  create  a workable  definition  regarding  its 
termination.  Many  technics  and  machines  are 
now  available  to  prolong  life  and  they  so 
obscure  the  circiunstances  of  death  that  on 
occasion  it  is  impossible  to  specifically  define 
the  instant  of  death.  We  now  have  the  med- 
ical technology  to  create  cardiac  rhythm,  to 
provide  artificial  breathing,  to  provide  arti- 
ficial kidney  action,  to  provide  feeding  with- 
out the  intestinal  tract,  and  on  rare  occasion 
to  provide  cardiac  assistance.  There  is  trans- 
plantation of  organs  and  the  infusion  of  bor- 
rowed blood.  All  of  which  creates  situations 
in  which  some  portions  of  meaningful  and 
purposeful  living  may  persist  by  being  main- 
tained with  a set  of  machines  controlled  by  a 
switch.  Under  these  circumstances  in  extreme 
situations,  the  time  of  death  is  difficult,  if  not 
impossible  to  determine.  I think  it  can  reason- 
ably be  asked,  does  he  who  timns  off  the 
switch  now  commit  murder  and  does  the 
patient  who  elects  to  have  the  switch  turned 
off,  as  a voluntary  act,  commit  suicide? 

The  era  of  organ  transplantation  brings 
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US  to  circumstances  in  which  the  cadaver 
donor  is  provided  with  artificial  circulation 
in  order  to  keep  the  organ  alive,  while  this 
very  perfusion  provides  that  other  portions 
of  the  donor  may  also  remain  alive.  The  ques- 
tion may  reasonably  be  asked  in  the  desire 
for  transplantable  organs,  is  there  a state  of 
non-life,  or  pre-death  which  permits  living 
organs  to  come  from  a dead  man?  Can  this 
state  be  defined  in  a fashion  sufficiently 
moral  to  provide  a society  with  a supply  of 
organs  without  permitting  that  society  to 
legalize  murder,  or  a la  Huxley,  keep  a herd 
of  non-people  people  who  will  supply  the 
needed  organs?  Must  there  be  conditions 
placed  upon  the  value  of  human  life  in  times 
other  than  war? 

The  “oree-to-one” 

I turn  lastly  to  the  social  consequences  of 
the  many  successful  one-to-one  physician- 
patient  relationships.  When  one  deals  with 
the  reasonably  well  and  self-sufficient  mid- 
dle-aged individual  we  rarely  ask  the  social 
consequences  of  the  preservation  of  life  or 
the  adequate  treatment  of  disease.  When  one 
treats  a diabetic  with  insulin  it  is  rarely  asked 
whether  or  not  the  successful  management 
of  this  patient  creates  a social  side  effect — in 
that  the  procreation  of  diabetic  children  adds 
to  the  gene  pool  of  our  society  in  a favorable 
or  unfavorable  way.  When  one  considers  the 
contraceptive  pills,  used  as  a one-to-one  ar- 
rangement between  doctor  and  patient,  are 
there  side  effects  of  this  drug  which  have 
nothing  to  do  with  a rash,  a fever,  or  anaphy- 
laxis, but  rather  with  social  and  sexual  moral 
consequences  that  are  above  and  beyond  the 
management  of  this  single  patient? 

We  have  briefly  discussed  the  social  mores 
relative  to  abortion  and  to  the  prolongation 
of  life,  but  similar  considerations  enter  into 
many  other  facets  of  the  doctor-patient  rela- 
tionship and  one  only  has  to  see  how  families 


or  small  community  groups  are  disrupted 
with  the  consequences  of  prolonged  illness 
and  prolonged  care.  This  is  not  a plea  for 
formalization  of  euthanasia,  it  is  merely  an 
attempt  to  consider  this  as  one  of  many  prob- 
lems and  to  recognize  that  the  answers  relate 
to  human  worth  and  human  values.  You  as 
physicians  must  play  a part  in  creating  those 
answers  which  suffice  for  your  lifetime. 

I return  for  a last  look  at  the  nuclear 
physicist.  His  problem  was  easier  than  yours. 
He  was  permitted  to  make  the  bomb  and  to 
discuss  with  the  droppers  of  the  bomb  some 
of  the  circumstances  and  the  consequences 
of  the  particular  act.  As  physicians  caught  in 
a similar  set  of  moral  and  ethical  problems, 
we  are  in  the  less  fortunate  position  of  not 
only  making  the  bomb  but  being  the  droppers 
thereof.  For  it  is  we  who,  having  created  the 
technology  of  today,  must  also  administer  the 
technology  of  today,  and  the  leadership  which 
guides  our  moral  ship  can  hardly  be  the 
legislator,  the  businessman  or  some  other 
non-medical  person.  Leadership  must  come 
from  within  us,  for  it  is  we  who,  as  makers 
of  the  bomb  and  as  droppers,  must  have  a 
dialogue  with  ourselves  which  presents  rea- 
sonable approaches  to  these  moral  and  ethical 
problems.  We  must  be  prepared  to  have  them 
formulated  so  clearly  that  they  may  ulti- 
mately be  codified  as  a law.  Social  interests 
and  social  expectations,  if  they  are  at  all  justi- 
fied, can  be  expected  eventually  to  be  re- 
flected in  the  laws  of  our  land. 

And  now  in  formulating  these  answers,  let 
us  remember  from  whence  we  came.  Continu- 
ity with  the  past  is  not  a duty;  it  is  a neces- 
sity. Our  precepts  must  reflect  our  heritage 
and  must  embody  a recognition  of  that  heri- 
tage which  says  that  “into  whatsoever  house 
I enter,  it  shall  be  for  the  good  of  the  sick,” 
and  that  “I  shall  exercise  my  profession 
solely  for  the  cure  of  my  patients.  • 


Medical  Reference  Works,  1679-1966 

A selected  bibliography  of  more  than  2,700  titles  has  just  been  published  by  the  Medical 
Library  Association,  919  North  Michigan  Ave.,  Chicago,  Illinois  60611.  This  international  list, 
which  was  compiled  by  Dr.  John  B.  Blake  and  Mr.  Charles  Roos  of  the  National  Library 
of  Medicine,  has  annotated  entries,  is  arranged  by  over  50  medical  specialties  and  related 
fields,  dentistry,  nursing,  pharmacy,  etc.,  and  is  indexed  in  detail.  Titles  for  the  small  library 
are  starred.  The  price  is  $10  net. 


40 


Rocky  Mountain  Medical  Journal 


Surgery  of  aneurysms  of  the 
great  vein  of  Galen* 


Robert  J.  Morelli,  MD,  Reno,  Nevada 


A comprehensive  study  of  a rare 
problem  possibly  amenable  to 
early  surgical  treatment. 


Aneurysms  of  the  Great  vein  of  Galen  are 
relatively  rare.  Only  5 cases  -were  listed 
in  the  recent  cooperative  study  of  intra- 
cranial aneurysms  and  subarachnoid  hemor- 
rhages.®® Russell  and  Newton,®®  in  reporting 
a case  in  1964,  collected  37  cases  in  a review 
of  the  world  literature.  Others  have  reported 
similar  totals.^®  It  is  probable  that  at  least 
an  equal  number  which  have  come  to  neuro- 
surgical attention  have  gone  unreported. 

Clinically,  patients  harboring  a n an- 
eurysm of  the  vein  of  Galen  fall  into  three 
major  categories:^®  (1)  The  symptomatic 
neonates  present  in  congestive  failure.®’’’’^®’®® 
This  is  usually  fulminant  and  fatal,  the  pres- 
ence of  an  arteriovenous  shunt  being  dis- 
closed at  autopsy.  (2)  Surviving  infants  pres- 
j ent  with  hydrocephalus  which  may  or  may 
j not  be  accompanied  by  scalp  and  facial 
venous  engorgement,  exophthalmos,  intra- 
cranial bruit,  retardation,  subarachnoid  hem- 
' orrhage,  seizures  and  cardiomegaly.®  (3) 
Individuals  becoming  symptomatic  in  adult- 
hood usually  complain  of  headache.  Retarda- 
tion may  be  present,  and  skull  films  reveal 
a crescentic,  curvilinear  calcification  in  the 
appropriate  area.  The  clinical  features  have 
been  well  delineated  in  a number  of  publi- 
cations.^®’^^’^® 


*From  the  Washoe  Medical  Center,  Reno.  This  manuscript 
and  the  case  therein  described  was  prepared  while  the 
author  was  on  active  duty  with  the  U.  S.  Army  Medical 
Corp.  At  Fort  Sam  Houston,  Brooke  General  Hospital,  San 
Antonio,  Texas. 


Although  the  present  case  will  add  to  the 
list  of  those  reported,  the  intention  of  this 
communication  is  to  detail  the  evolution  of 
the  surgical  management  of  these  lesions. 
In  reporting  two  cases,  Boldrey  and  Miller® 
concluded,  “the  rarity  of  today  becomes  com- 
monplace tomorrow  by  virtue  of  new  methods 
of  study  and  of  learning  what  to  look  for.” 
The  statement  was  made  in  regard  to  angio- 
graphic diagnosis  of  these  lesions  which  at 
that  time  (1949)  was  not  a universally  adopt- 
ed method  for  investigation  of  intracranial 
problems.  With  angiography  firmly  estab- 
lished in  present  day  diagnosis  of  intracranial 
disease,  it  is  with  similar  intent  that  the 
evolution  of  the  surgical  therapy  for  this 
lesion  is  presented.  Since  no  one  neurosur- 
geon has  yet  been  able  to  report  more  than 
a few  such  cases  from  his  personal  exper- 
ience, the  evolution  of  the  standard  approach 
remains  in  the  process  of  formulation. 

Aneurysmal  dilatation  of  the  great  cere- 
bral vein  of  Galen  is  a congenital  disorder 
usually  brought  to  medical  attention  in  in- 
fancy because  of  rapidly  increasing  head 
size.  Carroll  and  Jakoby,®  adding  the  most 
recent  case  report  to  the  literature,  have 
emphasized  neonatal  congestive  heart  failure 
as  a presenting  symptom  and  have  found  in 
the  literature  11  additional  cases  presenting 
in  this  manner.  The  majority  of  patients 
have  been  first  seen  under  the  age  of  2 
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years,  although  the  oldest  reported  is  an  in- 
dividual 49.^®  In  those  instances  with  diag- 
nosis in  late  childhood  or  after,  there  is 
curvilinear  calcification  outlining  the  wall 
of  the  aneurysm  on  plain  roentgenograms  of 
the  skull. 

The  first  reported  instance  of  this  malfor- 
mation was  that  of  Jaeger,  Forbes  and  Dandy 
in  1937.^-  Postmortem  examinations  of  two 
male  infants  by  Russell  and  Nevin,®"  in  1950, 
served  as  a foundation  upon  which  future 
descriptions  were  based.  Each  had  an  en- 
larged head  with  distended  scalp  veins, 
exophthalmos,  and  an  intracranial  bruit.  The 
venous  drainage  was  described  as  occurring 
by  way  of  the  cavernous  sinus  to  the  ptery- 
goid plexus  of  veins,  and  there  was  no  com- 
munication of  an  underdeveloped  transverse 
and  sigmoid  sinus  with  the  jugular  foramen. 
The  majority  of  subsequent  authors,  how- 
ever, reported  drainage  into  the  straight 
sinus,  as  was  the  situation  in  the  present  case. 
The  left  posterior  cerebral  artery  was  estab- 
lished as  the  main  feeding  artery  in  the  first 
case;  the  actual  vessels  were  not  identified 
in  the  second,  but  it  was  thought  that  it  was 
fed  by  the  anterior  cerebral  artery  in  its 
terminal  branches.  It  was  also  recognized 
that  the  aqueduct  was  compressed  by  the 
mass  of  the  aneurysmal  dilatation  and  was 
functionally  occluded  without  gliosis.  It  was 
their  conclusion,  therefore,  that  hydroceph- 
alus was  secondary  to  this  obstructive  situa- 
tion. Because  direct  arterial  input  into  these 
aneurysms  raises  the  pressure  within  the 
system,  the  vein  of  Galen  might  be  thought 
of  as  being  functionally  occluded,  at  least 
as  far  as  venous  drainage  of  the  brain  is  con- 
cerned. Hydrocephalus  resulting  from  occlu- 
sion of  the  vein  of  Galen,  as  described  by 
Dandy,®’’ “ has  been  conclusively  repudiated 
by  the  careful  researches  of  Bedford.®’^  Such 
an  explanation  for  the  hydrocephalus  usually 
accompanying  this  lesion  is,  therefore,  not 
tenable. 

Russell  and  Nevin®'  also  established  the 
existence  of  cardiac  hypertrophy  secondary 
to  an  intracerebral,  arteriovenous  communi- 
cation. Cardiomegaly  and  “Corrigan’s  pulse” 
were  noted  by  Ray®®  in  one  of  his  6 patients 
with  supratentorial  arteriovenous  malforma- 
tions reported  in  1941,  and  this  situation  re- 
verted to  normal  following  right  carotid  li- 


gation. Exclusive  of  these  two  papers,  car- 
diac complication  had  not  previously  been 
encountered  in  intracerebral  arteriovenous 
communications  of  the  racemose  type  as 
emphasized  by  Dandy®  and  Olivecrona  and 
Riives,^®  the  latter  reporting  a large  series 
of  arteriovenous  malformations  in  1948.  By 
the  mid  1950’s,  cardiac  complications  sec- 
ondary to  cerebral  arteriovenous  malforma- 
tions had  been  reported  a number  of  times 
and  the  relationship  was  well  established.®®’®® 

CASE  REPORT 

A 20-month-old,  white  male  infant,  was  ad- 
mitted with  history  of  progressive  deterioration, 
progressive  hydrocephalus,  cortical  blindness,  se- 
vere mental  and  neurologic  deficit  secondary  to 
an  aneurysm  of  the  vein  of  Galen.  He  was  ini- 
tially seen  at  3 months  of  age  because  of  general 
slowness  of  development,  and  at  that  time  a car- 
diac murmur  and  cardiomegaly  were  noted.  Short- 
ly thereafter,  rapid  increase  in  head  size  occurred 
and  extraocular  imbalance  was  noted.  An  air 
study  revealed  ventricular  enlargement  and  a 
smooth  mass  in  the  midline  which  was  felt  to  be 
an  aneurysm  of  the  vein  of  Galen  (Fig.  1).  This 
diagnosis  was  firmly  established  on  cerebral  an- 
giography, and  it  was  noted  that  the  main  con- 
tributors of  arterial  blood  were  the  posterior 


Fig.  1.  Air  study  demonstrating  smooth  globular 
mass  obstructing  the  posterior  third  ventricle. 
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Fig.  2.  At  3 months  of  age  angiography  following 
ventriculopleural  shunt  reveals  a large  aneurysm 
of  the  vein  of  Galen,  supplied  chiefly  by  the  pos- 
terior cerebral  arteries.  A dilated  torcula  Herophili 
is  noted. 

cerebral  arteries  bilaterally  (Fig.  2).  Also  noted 
was  an  exceptionally  large  torcular  Herophilli 
which  seemed  to  balloon  out  from  a very  short,  nar- 
rowed, waist-hke  straight  sinus.  At  initial  evalua- 
tion direct  surgical  intervention  was  not  enter- 
tained and  a ventriculo-pleural  shunt,  using  a 
Holter  valve,  was  placed  in  September  1963.  With 
the  shunting  of  cerebrospinal  fluid,  the  rapidly 
progressive  increase  in  head  circumference  was 
arrested,  but  no  significant  development  took 
place.  He  was  admitted  for  evaluation  for  de- 
finitive surgical  intervention. 

Physical  examination  revealed  an  imderde- 
veloped  male  infant,  bedridden,  and  apparently 
not  aware  of  visual  surroundings.  A loud  systolic 
bruit  was  heard  over  the  entire  head,  and  prom- 
inent carotid  pulsations  were  noted  in  the  neck. 
The  previously  placed  Holter  valve  seemed  to 
have  remained  fimctional.  Auscultation  of  the 
heart  revealed  a Grade  IV  systolic  murmur 
throughout  the  precordium,  which  radiated  into 
the  left  neck  but  was  heard  maximally  at  Erb’s 
point.  The  left  cardiac  border  was  percussible  at 
the  anterior,  axillary  line  with  the  point  of  maxi- 
mal intensity  at  the  6th  interspace.  Neurologically, 
the  mental  status  was  felt  to  be  markedly  ob- 
tunded  for  a 20-month-old  child;  no  perceptible 
evidence  of  vision  was  detected;  all  extremities 
were  maintained  in  a state  of  spasticity  with 
flexion  in  the  upper  and  extension  in  the  lower 
extremities;  reflexes  were  active  and  no  patho- 
logic responses  were  obtained;  nonspecific  reaction 
was  produced  by  painful  stimuli  throughout. 

Laboratory  studies  throughout  the  hospital 
course  were  not  remarkable.  Chest  x-ray  revealed 
the  presence  of  a ventriculo-pleural  shimt  in  the 
right  hemithorax  and  a cardiac  shadow  which 
was  reported  within  the  upper  limits  of  normal 

The  patient  was  prepared  for  diagnostic  evalua- 
tion preparatory  to  intracranial  surgery.  Cardi- 
ologic consultation  confirmed  the  impression  of 
cardiomegaly  but  no  intrinsic  cardiac  disease  was 
felt  to  be  present.  Ophthalmologic  consvdtation 
corroborated  the  impression  of  proptosis  with 
periorbital  venous  engorgement.  Retrograde 


Fig.  3.  Vertebral  angiogram  at  20  months  of  age. 
The  lesion  is  seen  to  have  increased  in  size, 
migrated  anteriorly  and  the  torcula  has  become 
enormous. 

brachial  angiography  revealed  a large  aneurysm 
of  the  vein  of  Galen.  This  was  noted  to  have  in- 
creased markedly  in  size  and  it  gave  the  appear- 
ance of  having  migrated  forward  when  compared 
with  the  initial  angiograms  performed  in  the  4th 
month  of  Life  (Fig.  3).  Also,  the  torcular  Herophil- 
li has  expanded  considerably  so  that  one  might 
presuppose  compromise  of  the  medial  aspects  of 
the  occipital  lobes.  Several  major  arterial  feed- 
ers entered  the  aneurysm  from  its  inferolateral 
surface  and  these  all  appeared  to  be  emanating 
from  the  posterior  cerebral  circulation.  A ven- 
triculogram was  performed  through  a twist  drill 
hole  in  the  left  frontal  area  to  ascertain  the 
amoimt  of  brain  substance  for  prognosticating 
mental  development  should  surgical  excision  be 
successful.  A cortical  thickness  of  2 cm  was  re- 


Fig.  4.  Ventriculogram  at  age  20  months.  A cortical 
mantel  of  at  least  2 cms  was  present  throughout. 


vealed  (Fig.  4)  and  subsequent  surgical  inter- 
vention was  planned.  It  was  elected  to  first  clip 
the  feeding  vessels  and  finally  excise  the  lesion 
when  the  major  arterial  input  had  been  removed. 

First  operation — 1 April  1965:  Right,  fronto- 
temporal craniotomy  was  fashioned  and  two  large 
feeding  vessels  were  identified,  clipped  and  di- 
vided. Posoperative  course  was  uneventful. 
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Second  operation — 15  April  1965;  Left,  fronto- 
temporal craniotomy  was  similarly  carried  out 
and  the  feeding  vessels  from  the  posterior  cerebral 
circulation  on  this  side  were  also  clipped  and 
divided.  Diminution  in  the  left  ocular  proptosis 
and  conjunctival  injection  were  noted  following 
this  surgery.  Repeat  angiography  demonstrated 
that  a number  of  major  contributing  vessels  still 
remained,  the  lesion  was  not  diminished  in  size, 
and  both  posterior  cerebral  arteries  remained 
patent. 

Third  operation — 6 May  1965:  The  right  fronto- 
temporal craniotomy  was  reopened,  and  at  this 
time  the  right  posterior  cerebral  artery  was 
clipped  at  its  tentorial  edge.  Postoperative  course 
was  uneventful. 

Fourth  operation — 27  May  1965:  The  left 
frontotemporal  craniotomy  was  likewise  reopened 
and  the  left  posterior  cerebral  artery  was  clipped. 
Prior  to  surgical  excision  from  above,  a repeat 
retrograde  brachial  arteriogram  was  performed 
and  the  clips  on  the  occluded  vessel  were  seen  in 
place.  However,  the  lesion  still  filled,  although 
more  slowly,  from  additional  vessels  which  com- 
municated with  both  the  carotid  and  vertebral 
circulations  (Fig.  5).  Excisional  approach  was  now 
planned,  since  it  was  felt  that  in  the  event  of  an 
importune  rupture  of  the  lesion  at  surgery,  the 
bleeding  would  not  be  catastrophic  and  could  be 
controlled  while  all  contributing  vessels  were 
identified  and  occluded. 


Fig.  5.  Angiogram  after  four  intracranial  “clip- 
ping” procedures.  Delayed,  yet  persistent  filling 
of  the  lesion  is  readily  demonstrated.  There  has 
been  no  reduction  in  the  size  of  the  aneurysm. 


Fifth  operation — 8 July  1965:  A coronal  incision 
was  fashioned  and  a biparietal  flap  reflected. 
After  the  dura  was  opened,  there  was  noted  the 
membranous  sacs  of  bilateral,  chronic,  subdural 
hematomata.  These  subdural  hematomata  amount- 
ed to  an  estimated  50  cc  volume  each.  They  were 
evacuated  and  the  membranes  excised.  The  falx 
was  divided  anteriorly  and  brought  posteriorly 
at  an  acute  angle  so  as  to  be  out  of  the  operative 
field.  The  corpus  callosum  was  divided  and  the 
aneurysm  identified.  The  aneurysm  was  retracted 
laterally,  alternately,  so  that  feeding  vessels  from 
each  side  could  be  identified,  clipped  and  divided. 
As  the  last  major  arterial  feeder  was  clipped,  the 
aneurysm  sac  collapsed  allowing  for  ready  mobili- 
zation out  of  its  bed  over  the  mid-brain.  The  sac 
was  divided  from  its  attachment  to  the  straight 
sinus  by  suture  ligature.  Postoperative  course  was 
complicated  by  the  formation  of  a subgaleal  hema- 
toma of  the  operative  site  which  subsided  with 
repeated  aspirations.  Also,  seizure  activity  was 
present  but  this  was  controlled  with  anticonvul- 
sants. Cerebrospinal  fluid  dynamics  were  im- 
paired as  reflected  by  bulging  at  the  sites  of  both 
frontotemporal  craniotomies.  Repeated  aspirations 
of  spinal  fluid  resulted  in  cessation  of  this  com- 
plication after  several  days.  Postoperatively,  it 
was  noted  also  that  ocular  proptosis  and  con- 
junctival injection  disappeared  and  improvement 
in  the  general  health  and  nutritional  status  of 
the  patient  occurred.  A late  postoperative  com- 
plication developed;  namely,  a wound  infection  at 
the  site  of  the  biparietal  craniotomy  which  earlier 
had  given  every  indication  of  healing  per  primum. 
It  became  apparent  that  osteomyelitis  of  the 
parietal  bone  flaps  had  occurred. 

Sixth  operation — 30  September  1965:  The  cor- 
onal incision  was  reopened  and  the  bone  flap  with 
its  staphylococcal  osteomyelitic  focus  was  re- 
moved. The  dura  was  seen  to  be  intact  and  ap- 
peared normal.  The  wound  closure  healed  pri- 
marily following  this  procedure. 

At  time  of  discharge,  the  patient  was  responsive 
to  painful  stimuli  and  some  pupillary  response 
was  present.  Optic  atrophy  remained  and  the  pa- 
tient did  maintain  auditory  response.  The  Holter 
valve  was  patent  and  apparently  functioning. 
Mental  status  was  still  considerably  obtimded  for 
a 2-year-old  child,  and  the  extremities  were  main- 
tained in  a state  of  spasticity  with  flexion  of  the 
upper  extremities  and  extension  of  the  lower 
extremities.  Communication  with  the  parents  late 
in  1966  revealed  that  the  infant  had  been  placed 
in  a home  where  his  weight  had  increased  to  over 
30  pounds.  He  apparently  smiles  freely  and  holds 
objects  purposely  in  his  right  hand.  He  had  also 
grown  to  a height  of  36  inches.  Mental  status  is 
retarded  but  definitely  felt  to  be  improved  over 
his  preoperative  level.  The  child  weighed  35 
pounds  and  was  39  Vz  inches  tall  at  the  age  of 
3 2/12  years,  and  it  was  reported  that  the  right 
extremities  moved  well  and  purposely  while  the 
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Fig.  6.  The  patient  at  3-1/6  years  of  age,  approxi- 
mately 14  months  after  excisional  repair  of  his 
aneurysm  of  the  vein  of  Galen. 


left  moved  but  not  so  well.  The  patient  is  de- 
I scribed  as  being  able  to  laugh,  squeal  and  make 
jabbering  sounds  appropriately  (Fig.  6). 

i 

Discussion 

I In  the  majority  of  reported  cases,  the  prin- 
cipal arterial  input  into  the  sacular  aneurysm 
; of  the  great  vein  of  Galen  arises  from  the 
posterior  cerebral  circulation,  specifically, 
from  the  posterior  communicating,  posterior 
cerebral  and  superior  cerebellar  arter- 
ies.im3.i3.i6'i7.2o,:ii,24,34,38,42  '(^hlle  coutributlng 

, vessels  from  the  anterior  cerebral  artery  have 
been  noted,’®-®'  these  appear  to  be  of  secon- 
dary importance  and  may  even  be  of  secon- 
dary developmental  origin.  Embry ologically, 
the  posterior  cerebral  artery  is  relatively  late 
to  develop,  and  in  the  early  embryo  its  place 
I of  origin  is  occupied  by  large  numbers  of 
branches  to  the  midbrain.’®-’^  This  places 
multiple,  arterial  channels  on  the  surface  of 
the  quadrigeminal  plate  and,  therefore,  in 
the  direct  proximity  to  the  great  vein  of 
Galen.  The  analage  of  this  latter  structure 
I originates  in  capillaries  of  the  brain,  having 
1 formed  a “primary  head  vein”’®  which  begins 
[ in  the  region  of  the  midbrain  and  ends  in  the 
[ 
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duct  of  Cuvier.  This  primary  head  vein  is  of 
composite  origin  from  which  anastomozing 
venous  loops  gradually  form  a major  cerebral 
tributary.  The  outlines  of  the  dura  mater 
and  the  arachnoidal  spaces  appear  while 
these  plexuses  are  forming.  Thus,  the  cere- 
bral veins  become  separated  from  the  dural 
system  and  the  adjustment  of  the  venous 
drainage  with  fetal  development  of  the  brain 
and  head  is  accompanied  by  plexuses  and 
anastomoses  until  the  final  form,  as  we  know 
it,  is  assumed.  It  is  not  difficult  to  imagine 
this  mechanism  going  awry  at  this  point.  In 
fact,  it  is  a seeming  wonder  that  it  doesn’t 
happen  more  often.  Of  the  five  cases  of 
arteriovenous  malformation  in  the  pineal 
region  reported  by  French  and  Payton,” 
only  one  was  an  aneurysm  of  the  vein  of 
Galen,  while  the  other  four  were  of  the 
racemous  type  but  which  did  drain  into  the 
Galenic  venous  system.  Filling  of  these  lesions 
occurred  via  the  carotid  and  the  basilar  cir- 
culation. This  series  of  cases  substantiates 
the  multiplicity  of  arteriovenous  malforma- 
tions which  can  occur  in  this  area. 

If  a single,  primitive  arterial  systerh  were 
to  be  implicated,  the  primitive  lateral  basilar- 
vertebral  anastomosis,  first  well  defined  in 
the  5-6  mm  embryo,  would  be  highly  suspect. 
In  the  normal  course  of  events,  this  artery  has 
disappeared  by  the  time  the  posterior  cere- 
bral artery  is  unequivocally  represented  in 
the  16-18  mm  embryo.’®-’^  Therefore,  aca- 
demic accuracy  must  give  way  to  speculation 
on  this  point,  according  to  available  informa- 
tion. 

The  size  of  these  aneurysmal  dilatations 
of  the  vein  of  Galen  is  variable.  The  smallest 
measurement  recorded,  in  the  least  dimen- 
sion, has  been  that  of  a 1.5  cm  lesion  in  a 
newborn  infant  dying  in  congestive  failure.’® 
In  an  anatomic  study  reported  by  Gagnon 
and  Boileau,^’  in  a 2-day-old  infant,  there 
was  revealed  a large  aneurysm  replacing  the 
vein  of  Galen  which  extended  as  far  forward 
as  the  genu  of  the  corpus  callosum.  This 
lesion,  as  is  usually  the  case,  was  fed  by  a 
number  of  direct  arterial  channels  arising 
from  the  posterior  cerebral  circulation.  In 
this  case,  the  aneurysm  continued  posterior- 
ly so  that  the  straight  sinus  and  the  torcula 
as  such  were  not  to  be  found.  This  deviates 
from  the  situation  usually  seen,  including 
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the  case  herein  reported,  in  that  waist-like 
constricting  connection  with  the  straight 
sinus  is  seen.  Interestingly,  hydrocephalus 
was  not  found  in  this  instance  and  yet  with 
the  forward  extent  of  the  aneurysm,  obstruc- 
tion could  have  occurred  either  at  the  fo- 
ramina of  Monro  or  by  compression  of  the 
aqueduct  more  posteriorly. 

In  the  relatively  few  instances  in  which 
adulthood  is  reached,  the  aneurysmal  dilata- 
tion usually  becomes  mineralized;  presum- 
ably calcifying  so  that  on  plain  roentgeno- 
grams of  the  skull,  one  sees  a crecentric  line 
of  increased  density  in  the  pineal  region  cir- 
cumferentially outlining  the  lesion.^®’^^’^“'^^ 

Although  the  presence  of  an  aneurysm  of 
the  vein  of  Galen  may  result  in  a situation 
in  which  the  reserve  of  tolerance  to  com- 
pressive obstruction  of  the  cerebrospinal 
fluid  pathway  is  not  exceeded;  it,  neverthe- 
less, cannot  be  regarded  as  a static  process. 
In  Alper’s  and  Forster’s  case,^  hydrocephalus 
was  noted  in  an  18-year-old  in  which  there 
was  no  evidence  of  increased  cerebrospinal 
pressure  as  reflected  by  papilledema.  Vision 
was  20/20  bilaterally.  Yet  plain  films  of  the 
skull  showed  convolutional  indentation  and 
destruction  of  the  posterior  clinoids.  How- 
ever, his  I.Q.  at  the  age  of  18  was  reported 
at  64  (Stanford-Binet) . A similar  test  per- 
formed at  age  11  revealed  an  I.Q.  of  73.  The 
inference  from  these  findings  indicates  that 
progression  is  merely  slowed  but  neverthe- 
less in  effect. 

Histologic  study  of  these  aneurysmal 
dilatations  of  the  vein  of  Galen  unquestion- 
ably confirmed  their  venous  nature.  The 
wall  of  the  gross  specimen  has  been  noted  to 
vary  from  0.5  mm^^  up  to  3 mm^  in  thickness. 
A globlular  shaped  lesion  is  the  most  com- 
mon form.  The  case  reported  by  Gagnon  and 
Boileau^®  in  which  the  lesion  extended  from 
the  genu  of  the  corpus  callosum  to  become 
continuous  with  the  straight  sinus  is  the 
exception  rather  than  the  rule.  Microscopi- 
cally, initial  degeneration  is  usually  seen 
with  fibrous  tissue  elements  present  in  all 
layers.  The  media  has  been  described^^  as 
thickened  and  composed  of  loosely  arranged 
fibrous  tissue  in  concentric  array  with  very 
few  smooth  muscle  and  elastic  fibers.  In 
at  least  one  instance  the  microscopic  picture 
was  said  to  resemble  “dura  mater.”^*  Mucoid 


Fig.  7.  Photomicrograph  of  the  wall  of  the  excised 
aneurysm  of  the  vein  of  Galen.  (X  80). 

degeneration  is  also  recorded.^®  The  photo- 
micrograph of  a lesion  excised  in  the  present 
case  is  depicted  in  Fig.  7.  Intimal  prolifera- 
tion, unusual  in  a vein,  is  fully  demonstrated, 
and  degeneration  is  prevalent.  Mucoid  de- 
generation of  a thickened  media  is  accom- 
panied by  a fragmentation  of  elastic  fibers 
and  increased  amounts  of  fibrous  tissue.  Mus- 
cle cells  are  sparse.  The  gross  thickness  of 
the  wall  of  the  sac  measured  1.8  mm.  Russell 
and  Nevin®^  reported  that  the  media  in  the 
aneurysmal  wall  was  4 times  thicker  than 
that  normally  seen  and  the  muscle  and  elas- 
tic fibers  noted  were  more  closely  packed 
than  is  usually  seen.  When  calcification  has 
been  present  it  was  noted  to  occur  in  the 
media. 

The  surgical  approach  to  an  aneurysm  of 
the  vein  of  Galen  began  with  the  first  re- 
ported case.®®  It  also  began  at  the  perihery 
of  the  problem  and  was  manifestly  unsucess- 
ful.  It,  therefore,  seemed  appropriate  to  follow 
the  surgical  attacks  on  this  lesion  through 
the  literature  in  an  attempt  to  justify  the 
conclusions  to  be  herein  set  forth. 

In  the  first  reported  case  of  an  aneurysm 
of  the  vein  of  Galen  by  Jaeger  et  al.,  in  1937,®® 
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the  diagnosis  was  not  established  angio- 
graphically  but  the  left  internal  carotid  ar- 
tery was  ligated  empirically.  Death  ensued 
some  6 weeks  postoperatively  and  a typical 
vein  of  Galen  aneurysm  was  reported  at  post- 
mortem examination.  Its  arterial  supply  was 
derived  from  both  posterior  cerebral  arter- 
ies. In  1945,  Alpers  and  Forster^  described 
an  18-year-old  male  in  whom  tumor  diagnosis 
was  made  after  viewing  a crescent  shaped 
rim  of  calcification  on  routine  skull  films. 
Subsequent  air  studies  revealed  a smooth 
mass  projecting  into  the  right  occipital  horn 
of  the  lateral  ventricle.  At  surgery,  via  a 
transventricular  approach  in  the  parietal 
area,  the  lesion  was  recognized  for  what  it 
was.  It  was  seen  to  receive  its  arterial  input, 
at  least  in  part,  from  the  posterior  cerebral 
circulation  on  that  side.  No  further  treat- 
ment was  attempted.  The  wound  was  closed 
and  the  patient  succumbed  two  days  post- 
operatively. Another  adult  case  was  described 
by  Oscherwitz  and  Davidoff  in  1947.^®  A 27- 
year-old  woman  with  a complaint  of  head- 
ache was  found  to  have  a midline  mass  on 
subsequent  air  study.  Upon  exposing  this 
lesion  at  surgery,  its  true  nature  was  not 
appreciated  until  the  wall  of  the  aneurysm 
was  incised  with  a scalpel  in  an  attempt  to 
either  biopsy  the  lesion  or  perform  an  intra- 
capsular  enucleation.  The  brisk  flow  of  ar- 
terial blood  from  this  incision  was  controlled 
by  packing  with  muscle  obtained  from  the 
patient’s  own  calf.  This  patient  recovered 
and  was  relieved  of  preoperative  complaint 
of  headache.  Such  a serendipitous  outcome 
of  a near  catastrophe  is  not  usual  in  neuro- 
surgery. Nevertheless,  it  served  to  test  the 
tensile  strength  of  the  wall  of  the  sac,  a 
point  substantiated  in  the  present  experience 
and  upon  which  subsequent  conclusions  are 
j partially  made. 

I Boldrey  and  Miller®  reported  their  sur- 
gical experiences  in  1949.  Their  first  case  was 
that  of  a 16-month-old  male  who  underwent 
ligation  of  the  right  common  carotid  artery, 

I followed  two  weeks  later  by  ligation  of  both 
j the  internal  and  external  carotid  arteries  on 
] the  same  side.  “Some  improvement”  was 
|I  described,  but  the  bruit  persisted.  Interest- 
ingly, the  aneurysm  failed  to  fill  by  way  of 
a left  carotid  angiogram  six  weeks  later, 
I “probably  because  of  interfering  blood  sup- 


ply by  way  of  the  basilar  artery.”  At  a third 
operation,  the  right  posterior,  communicat- 
ing and  posterior  cerebral  arteries  were  clip- 
ped intracranially  and  the  bruit  disappeared 
only  to  have  a “faint  swish”  appear  later. 
In  attempting  to  treat  a second  case  in  a 
15-year-old,  ligation  of  the  vessels  intra- 
cranially had  to  be  abandoned  because  of 
vascularity  in  the  field;  the  preoperative 
bruit  remained  imchanged. 

In  reporting  surgical  management  of  5 
patients  with  arteriovenous  malformation  in 
the  region  of  the  pineal,  French  and  Peyton^^ 
had  as  their  first  case  a typical  aneurysm  of 
the  vein  of  Galen.  In  this  21-month-old  male 
hydrocephalic,  diagnosis  of  mass  lesion  was 
established  by  air  studies  and  subsequently 
exposed  by  right  parieto-occipital  approach. 
Pulsatile  arterial  blood  flow  was  returned 
through  a probing  needle  and  after  achiev- 
ing hemostasis  following  withdrawal  of  the 
needle,  the  wound  was  closed  and  the  patient 
subsequently  studied  angiographically.  This 
revealed  a typical  aneurysm  of  the  vein  of 
Galen  and  subsequent  surgeries  included  a 
right  temporoparietal  and  a left  temporopar- 
ietal craniotomy,  at  which  times  occlusion 
of  the  feeding  vessels  arising  from  the  pos- 
terior cerebral  circulation  was  carried  out. 
At  last  follow-up  this  patient  had  a mental 
development  of  8 months  at  a chronologic 
age  of  5V2  years.  Hydrocephalus  was  arrested 
and  these  authors  concluded  in  reporting  this 
and  other  cases  of  arteriovenous  malforma- 
tion that  clipping  of  the  arterial  feeding  ves- 
sels appeared  to  be  adequate  treatment.  Pop- 
pin  and  Avman®*  excised  a calcified  an- 
eurysm of  the  vein  of  Galen  in  a 16-year-old 
boy  by  way  of  a right  posterior  approach.  To 
facilitate  exposure  a right  occipital  lobec- 
tomy was  carried  out.  The  result  was  quite 
satisfactory,  save  for  the  expected  permanent 
homonymous  hemianopsia.  These  authors 
concluded  that  excision  was  the  procedure  of 
choice.  After  air  study  revealed  a midline 
mass  lesion.  Lemon  and  Schneider^®  recog- 
nized an  aneurysm  of  the  vein  of  Galen  at 
surgery.  They  were  able  to  control  bleeding 
at  the  time  and  subsequently  confirmed  their 
operative  findings  by  angiography.  This  8- 
month-old  hydrocephalic  male  succumbed 
following  a third  ventriculostomy. 

Litvak  et  al.,®^  in  1960,  were  the  first  to 
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bring  order  into  the  surgery  of  this  lesion. 
In  their  two  cases  of  aneurysm  of  the  vein 
of  Galen,  arterial  supply  was  occluded  intra- 
cranially  followed  by  excision  of  the  lesion 
at  a subsequent  craniotomy.  The  progression 
of  symptomatology  was  halted  in  a 7-month- 
old  female,  and,  in  the  second,  a 9-year-old 
female,  death  followed  a probable  air  em- 
bolus at  time  of  surgery,  air  presumably  en- 
tering the  sagittal  sinus. 

In  adding  8 cases  to  the  35  recorded  at 
that  time.  Gold  et  al.^®  described  4 operative 
cases.  The  first  was  that  of  an  11-month-old 
male  hydrocephalic  with  diagnosis  estab- 
lished by  air  study  and  confirmed  by  angi- 
ography. Through  a left  parietal  craniotomy, 
the  feeding  vessels  were  clipped  and  the 
aneurysm  plicated.  No  bleeding  was  de- 
scribed. In  spite  of  the  postoperative  course 
being  complicated  by  subdural  hematoma 
which  had  to  be  evacuated,  the  overall  re- 
sult was  quite  satisfactory.  A second  patient, 
a 10-week-old  male,  the  lesion  was  ap- 
proached directly,  the  feeding  vessels  clip- 
ped and  the  aneurysm  of  the  vein  of  Galen 
resected;  sudden  cardiac  decompensation  de- 
veloped after  7 uneventful  postoperative 
hours  and  the  child  expired.  In  a 6-month- 
old  female,  a transventricular  approach  was 
employed  and  the  feeding  vessels  clipped. 
Loss  of  turgescence  of  the  aneurysm  was 
described.  Decerebration  resulted  from  post- 
operative subdural  hematoma,  subsequent 
excision  of  which,  in  addition  to  complete 
excision  of  the  aneurysm,  failed  to  effect 
reversal,  and  the  child  died  unchanged  at 
age  2 years.  Their  last  operative  case  was 
that  of  a 9-month-old  female  whose  right 
posterior  cerebral  artery  was  clipped  intra- 
cranially  following  by  a similar  procedure 
on  the  left  some  2 months  later.  One  year 
later  both  feeding  vessels  were  clipped  as 
they  entered  the  aneurysm.  The  child  died 
within  24  hours,  presumably  from  air  em- 
bolus. From  these  surgical  experiences,  these 
authors  believed  that  one  stage  surgical  at- 
tack was  the  procedure  of  choice.  A plicated 
aneurysmal  sac  left  in  situ  was  thought  to 
be  as  efficacious  as  one  excised  if  the  flow 
of  cerebrospinal  fluid  was  not  obstructed. 
They  also  recognized  the  complication  of 
hypervolemia  following  closure  of  this  shunt 
and  recommended  careful  attention  to  blood 
volume  and  post  operative  fluid  balance. 


In  a paper  correlating  cerebral  arterio- 
venous fistula  with  congenital  heart  disease, 
Hernandez  et  al.’®  described  case  of  an  11- 
month-old  male  in  whom  right-sided  arterial 
feeders  were  clipped  by  way  of  a subtem- 
poral approach  and  at  a second,  left  parietal 
craniotomy  the  aneurysm  was  retracted 
medially  and  the  right-sided  feeders  clipped. 
The  aneurysm  was  described  as  collapsing 
at  time  of  surgery;  however,  at  subsequent 
angiography  it  was  noted  to  fill.  This  child 
succumbed  following  repair  of  an  atrial  septal 
defect  and  at  autopsy  a feeding  artery  to  the 
aneurysm  of  the  vein  of  Galen  was  identi- 
fied as  arising  from  the  posterior  choroidal 
vessels  on  the  left  side. 

The  fact  that  clipping  of  the  arterial 
feeders  alone  is  inadequate  is  attested  radio- 
graphically in  the  case  herein  reported  (Fig. 
5).  This  has  been  the  almost  universal  ex- 
perience of  other  authors.®*^®-^®  Pathologic 
support  is  also  supported  by  Hirano  and  Ter- 
They  describe  antemortem  thrombosis 
of  arterial  feeders  in  which  complete  occlu- 
sion by  a mesh  of  fibrous  tissue  has  been 
verified  histologically,  and  concluded  that  li- 
gation of  feeding  vessels  was  neither  of  cura- 
tive value  nor  effective  for  existing  hydro- 
cephalus. Plication  after  obliterating  feeding 
vessels  would  seem  to  be  curative  although 
the  possibility  of  recanulization  and  “re- 
growth” would  remain.  Angiographic  fol- 
low-up of  the  aneurysm  inadvertently  incised 
by  Oscherwitz  and  Davidoff^®  would  pos- 
sibly reveal  that  opening  the  sac  and  creating 
a tamponading  of  arterial  flow  with  auto- 
genous muscle  implants  is  a method  of  cure. 
However,  it  seems  unlikely.  In  any  case,  it 
appears  not  to  be  the  approach  of  choice  in 
the  surgical  management  of  this  lesion. 

The  ideal  surgical  management  of  the  an- 
eurysm of  the  vein  would  appear  to  be  ex- 
cision of  the  lesion  after  clipping  the  feeding 
vessels  intracranially  at  a one  stage  pro- 
cedure (Fig.  8) . The  sac  is  not  adherent  to 
adjacent  brain  components  and  is  easily  dis- 
sected without  violation  of  tissue  planes.  The 
sac  wall  is  sufficiently  thick  and  of  adequate 
strength  so  that  it  can  be  mobilized  medially 
with  an  ordinary  malleable  retractor  as  the 
feeding  vessels  of  one  side  are  being  occluded. 
As  the  number  of  arterial  feeders  is  de- 
creased during  the  course  of  surgery,  the 
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Fig.  8.  Drawings  I through  VI  show  the  advocated  stepwise  removal  of  an  aneurysm  of  the  vein  of  Galen. 
The  lesion  is  exposed,  its  arterial  input  occluded  and  finally  excised  following  ligation  of  its  venous 
pedicle  attached  to  the  straight  sinus. 


turgescence  is  lessened  and  mobility  is  fur- 
ther facilitated.  When  all  arterial  input  has 
been  removed,  elevation  of  the  sac  and  liga- 
tion at  its  jtmction  with  the  straight  sinus  or 
other  venous  connections  presents  no  prob- 
lem. If  persistent  lesser  veins  of  Galen  or 
Rosenthal  veins  are  identified,  these  also 
are  clipped  and/or  cauterized  and  divided. 
These  structures  as  such  were  not  identified 
in  the  case  reported.  Accompanying  hydro- 
cephalus is  invariably  present  in  children, 
although  not  always  in  adults.  Therefore, 
transventricular  approaches  will  not  always 
be  feasible  and  these  lesions  can  be  excised 
without  major  sacrifice  of  cerebral  substance. 
Whether  the  patient  be  prone  or  supine 
would  relate  to  the  anterior-posterior  loca- 
tion of  the  center  of  the  lesion.  In  the  case 
reported,  the  aneurysm  had  actually  mi- 
grated forward,  so  the  supine  position  was 
selected.  More  commonly  the  lesion  will  be 
analagous  in  size  and  location  to  a pineal 
tumor.  Hence,  the  prone  position  would  ap- 
pear to  be  one  of  choice  in  most  instances. 
The  lateral  decubitus  position  is  to  be  avoid- 
ed as  this  would  impair  visualization  while 
clipping  arterial  feeders  on  the  down  side. 
A biparietal  craniotomy  with  division  of  the 
falx  provides  ample  exposure  after  the  di- 
vided falx  has  been  folded  back.  The  anterior 
cerebral  arteries  can  be  identified  and  avoid- 
ed prior  to  exposing  the  aneurysmal  sac.  Any 
arterial  contribution  to  the  aneurysm  from 
this  source  can  be  readily  handled  at  this 
time.  Upon  dividing  the  corpus  callosum,  the 
dome  of  the  aneurysm  is  readily  brought  into 
view.  If  hydrocephalus  is  present  additional 
exposure  is  obtained  as  the  lateral  ventricles 
are  entered  and  evacuated  of  cerebrospinal 
fluid.  Since  the  feeding  vessels  usually  arise 
from  the  posterior  circulation,  they  are  best 
brought  into  view  by  retracting  the  sac 
medially.  They  are  then  seen  to  enter  on 
the  anterio-inferior  aspect  and  can  be  readily 
clipped  and  divided  as  they  are  visualized. 
Mobilization  in  the  opposite  direction  is  even 
more  easily  accomplished  since  turgescence 
is  lessened  as  each  vessel  is  clipped  and  the 
sac  eventually  collapses.  Any  remaining 
feeding  vessels  can  thereafter  be  easily 
reached  on  the  undersurface  of  the  sac.  Su- 
ture-ligature of  its  junction  with  the  straight 
sinus  presents  no  problem.  The  falx  is  re- 


sutured in  place  and  the  wound  closed  in 
customary  fashion. 

Fluid  therapy  should  be  carefully  bal- 
anced postoperatively  against  the  patient’s 
needs  as  closure  of  the  shunt  results  in  a 
transient  overload  of  the  left  heart.  This 
occurs  on  a heart  already  compromised  due 
to  the  original  problem  or  to  often  associated 
cardiac  defect.^^  Digitalis  may  have  to  be 
employed. 

The  placement  of  a ventricular  venous 
shunt  may  be  necessary  in  those  instances 
in  which  hydrocephalus  progresses  after  ex- 
cision of  the  lesion.  In  the  case  reported, 
tapping  the  subarachnoid  space  at  the  site 
of  craniotomy  sufficed  to  maintain  equilib- 
rium until  cerebrospinal  fluid  dynamics  were 
restored  within  a few  days.  It  was  further 
felt  that  the  shunt  previously  placed  in  this 
patient  contributed  further  to  his  disease  in 
that  it  decreased  the  pressure  of  one  com- 
partment (CSF)  within  the  craniospinal  en- 
closure and  thereby  allowed  the  aneurysmal 
sac  to  increase  in  size  and  to  migrate  for- 
ward at  the  expense  of  cerebral  substance. 
Furthermore,  the  sac  wall  in  all  probability 
was  attenuated,  making  it  more  susceptible 
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to  rupture.  Third  ventriculostomy  for  relief 
of  hydrocephalus  has  also  been  shown  to  ex- 
ceed the  reserve  of  an  already  compromised 
cerebralvascular-cerebrospinal  fluid  bal- 
ance.^® In  a 6-month-old  female/'*  diagnosis 
of  aqueductal  stenosis  was  made  following 
air  study  and  a spinal  subarachnoid-  peri- 
toneal shunt  was  established.  This  child 
remained  well  until  the  age  of  4%  years 
when  she  died  48  hours  after  closed  cranio- 
cerebral trauma  incurred  in  a fall.  At  post- 
mortem examination  an  aneurysm  of  the 
vein  of  Galen,  fed  by  the  posterior  cerebral 
arteries,  was  found  to  compress  the  aque- 
duct. The  shunt  in  this  instance  might  be 
conceived  as  being  significant  in  lowering 
cerebrospinal  fluid  distal  to  the  obstruction. 
Therefore  an  acute  and  fatal  hydrocephalus 
was  superimposed  on  a delicately  balanced 
chronic  state  of  hydrocephalus  by  the  cranio- 
cerebral trauma.  A Torkildson  ventriculo- 
cisternal  shunt  has  also  been  employed  with 
ultimate  fatality.'*^  In  these  instances  in 
which  shunting  procedures  were  aimed  at 


relief  of  hydrocephalus,  it  appears  that  the 
overall  results  are  detrimental  rather  than 
beneficial  and,  therefore,  probably  should 
not  be  employed.  All  authors^®-^**^^  studying 
postmortem  specimens  feel  that  the  hydro- 
cephalus is  due  to  mechanical  obstruction 
of  the  aqueduct  by  this  lesion  without  gliosis 
and,  therefore,  re-establishment  of  cerebro- 
spinal fluid  dynamics  should  follow  excision 
of  the  lesion  within  a relatively  short  time. 
The  present  case  report  substantiates  this 
opinion. 

Summary 

A case  of  an  aneurysm  of  the  great  vein 
of  Galen  has  been  presented.  The  literature 
dealing  with  the  surgical  approach  to  this 
lesion  has  been  reviewed.  The  experiences 
gained  in  the  management  of  this  case  have 
been  set  forth.  It  is  concluded  that  after 
diagnosis  has  been  confirmed  angiographi- 
cally,  a one  stage  excision  by  way  of  a 
trans-callosal  approach  is  the  procedure  of 
choice.  • 
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Closed  chest  vs  open  chest 
cardiopulmonary  resuscitation 


Robert  J.  Barnet,  MD,  Reno,  Nevada* 


Resuscitation  re-visited 

The  entire  concept  of  cardiopulmonary  re- 
suscitation has  received  a revitalization,  and 
there  has  been  a nationwide  resurgence  in 
its  use  in  the  past  few  years.  With  this  re- 
newed interest  has  come  the  question  of 
whether  to  utilize  closed  chest  or  open  chest 
cardiac  resuscitation.  Although  the  debate  be- 
tween the  use  of  these  two  methods  has,  in 
general,  been  laid  at  rest,  there  are  vital 
points  to  be  made  in  the  consideration  and 
defense  of  each. 

Dr.  C.  Walton  Lillehei,*  reporting  in  the 
JAMA  in  August,  1965,  on  attempts  at  resus- 
citation in  his  surgical  service  at  the  Univer- 
sity of  Minnesota  in  a ten-year  period  from 
1950  to  1960,  stated  that  there  was  only  one 
successful  resuscitation  outside  of  the  post- 
anesthesia and  operating  room  area  using 
open  chest  technics.  During  the  four-year 
j period  reported  on  from  December,  1959,  to 
November,  1963,  this  time  using  closed  chest 
i massage,  thirty-three  patients  were  success- 
fully resuscitated.  By  “success”  is  meant  pa- 
il tients  who  recovered  and,  following  resusci- 

I tation,  were  subsequently  discharged  from 

I I the  hospital.  Of  these  thirty- three  patients, 
i only  three  had  central  nervous  system  se- 
i;  quelae. 

In  spite  of  what  seems  a strong  consensus 
in  favor  of  closed  chest  massage  as  the  initial 
t method,  there  continues  to  be  some  debate 
about  the  advisability  and  effectiveness  of 
• closed  chest  when  compared  with  open  chest. 

*Dr.  Barnet  is  the  Director,  Cardiac  Care  Unit,  Washoe 
Medical  Center,  Reno,  Nevada;  Member  Core  Faculty, 
Intermountain  Regional  Medical  Program;  and  Associate 
i!  Clinical  Professor  of  Cardiology,  Desert  Research  Institute, 
> University  of  Nevada,  Reno,  Nevada. 
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Dr.  John  A.  Pierce,-  describing  his  experi- 
ences at  the  Hospital  of  Saint  Raphael  in  New 
Haven,  Connecticut,  reported  twenty-two 
successive  failures  using  the  closed  chest 
method  in  post-anesthesia  patients.  I am  at  a 
loss  to  explain  such  discouraging  results.  Dr. 
Pierce  eludes  to  certain  factors  that  may 
have  been  an  element  in  this  failure.  Appar- 
ently some  of  the  men  administering  anes- 
thesia were  “relatively  inexperienced.”  It  is 
also  to  be  noted  that  in  only  three  of  these 
instances  was  an  oscilloscope  being  used  at 
the  time,  and  one  wonders  about  the  delay 
in  initiating  therapy.  However,  Dr.  Pierce 
points  out  that  these  same  individuals  had 
“experienced  success  in  non-surgical,  non- 
anesthetized  patients”  and  that  “lack  of  suc- 
cess could  not  be  attributed  to  slowness,  in- 
efficiency, or  inaccuracy  of  diagnosis.”  Dr. 
Pierce  asks  for  a critical  re-evaluation  of  the 
method.  One  wonders  if  a re-evaluation  of 
the  anesthesia  or  patient  selection  might  not 
have  been  more  an  appropriate  plea.  Certain- 
ly his  experience  is  at  wide  variance  from 
others. 

Pierce  mentions  that  these  patients  who 
succumbed  were  generally  high  risk  patients. 
In  spite  of  these  factors,  when  one  considers 
the  salvage  rate  in  coronary  care  units  where 
patients  have  often  severely  diseased  hearts 
and  where  with  proper  resuscitation  some 
patients  are  salvaged,  I am  unable  to  explain 
the  fact  that  over  the  two-year  period  there 
was  a 100  per  cent  failure  in  twenty-two  con- 
secutive patients.  Dr.  Pierce  attempts  to 
explain  this  failure  by  some  work  done  by 
Del  Guercio®  and  his  co-workers,  who  pointed 
out  in  Circulation  in  1965  that  in  using  the 
open  chest  method,  there  was  a better  cardiac 
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index  and  stroke  index,  although  “adequate 
oxygenation  of  what  little  blood  was  flowing 
was  difficult.” 

Pappelbaum^  and  others  at  the  University 
of  California  in  Los  Angeles,  in  an  attempt 
to  clarify  relative  effectiveness  of  the  two 
methods,  did  controlled  experiments  using 
direct  blood  flows,  arterial  and  venous  pres- 
sure, cerebral  oxygen  extraction,  and  the 
electroencephalogram.  With  these  studies, 
they  found  that  the  carotid  blood  flow  using 
the  open  method  was  approximately  10  per 
cent  greater  than  using  the  closed  method. 
There  was  no  significant  difference  in  venous 
pressure  and  the  electroencephalogram.  How- 
ever, when  oxygen  saturation  was  measured 
in  the  carotid  artery,  there  was  90  per  cent 
oxygen  saturation  using  the  closed  method 
and  only  77  per  cent  using  the  open  method. 
Since  it  is  the  oxygen  transport  to  the  tissue 
or  available  oxygen  to  the  tissue,  especially 
in  the  central  nervous  system  itself,  that  we 
are  most  vitally  concerned  about,  we  are  left 
the  conclusion,  on  the  basis  of  this  work,  that 
closed  chest  massage  should  be  the  first 
method  of  choice.  With  it,  adequate  oxygen 
can  be  delivered  to  the  central  nervous  sys- 
tem and  to  the  heart  through  the  coronary 
arteries  under  adequate  pressure  without  sig- 
nificant rise  in  venous  pressure.  Further  sup- 
port of  adequate  central  nervous  system 
oxygenation  is  reflected  in  the  electroen- 
cephalogram. 

The  debate  continues  about  whether  ade- 
quate blood  flow  or  whether  the  best  possible 
blood  flow  should  be  the  determinate.  Weale,® 
writing  in  Lancet,  raised  the  question  of 
whether  arterial  pressures  were  an  adequate 
measure  of  adequate  flow.  MacKenzie®  and 
others,  reporting  in  the  Lancet  again,  showed 
that  there,  in  fact,  were  adequate  blood  flows 
with  the  closed  chest  method,  but  concluded: 
“If,  for  any  reason,  cardiac  massage  has  to 
be  continued  for  more  than  a brief  period, 
and  if  circumstances  and  personnel  permit  a 
choice  of  method,  internal  massage  would 
seem  to  be,  by  far,  the  most  effective  method 
of  producing  a forward  flow  of  blood  and 
might  well  be  less  damaging  to  an  already 
ailing  myocardium.” 

Shocket  and  Rosenblum’’  pointed  out  re- 
cently in  the  JAMA  that  it  may  be  necessary 
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to  open  the  chest.  The  point  should  also  be 
made  that  closed  chest  massage,  when  prop- 
erly done,  will  adequately  maintain  circula- 
tion and  adequate  tissue  oxygenation  for  re- 
markably long  periods  of  time.  These  authors 
reported  a patient  in  whom,  after  75  minutes 
of  closed  chest  massage,  there  was  not  spon- 
taneous return  of  normal  electrical  activity. 
Following  opening  of  the  chest  and  the  insti- 
tution of  open  chest  massage,  the  patient 
recovered.  This  patient  was  a 35-year-old 
lawyer,  who  was  able  to  return  to  normal 
fimctioning.  Certainly,  if  competent  person- 
nel is  available  to  undertake  the  necessary 
steps  for  internal  massage,  then,  in  the  pres- 
ence of  failure  of  response  with  closed  chest 
massage,  the  open  method  should  be  at- 
tempted. 

Sykes,®  reporting  in  the  Lancet,  encour- 
aged the  adoption  of  external  cardiac  com- 
pression as  the  initial  method  of  treatment 
under  the  following  conditions:  “1.  All  pa- 
tients with  cardiac  arrest  resulting  from  any 
medical  or  surgical  procedure.  This  includes 
injections,  operations,  and  treatment  with 
drugs  such  as  quinidine.  2.  All  patients  col- 
lapsing in  the  out-patient  or  casualty  depart- 
ment. 3.  All  postoperative  patients.  4.  All 
patients  thought  to  have  a myocardial  infarct 
or  a Stokes- Adams  attack.  5.  Other  patients 
designated  as  being  special  risks  by  the  con- 
sultant in  charge.”  It  is  to  be  noted  that  this 
is  qualified  with  the  phrase  “the  initial  meth- 

I od  of  treatment. 

i' 
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Conclusion 

Closed  chest  resuscitation  is  the  method 
that  should  be  attempted  initially.  Paramedi- 
cal and  rescue  personnel,  who  are  so  fre- 
quently the  first  people  on  the  scene,  can  be 
properly  trained  to  perform  this  procedure. 
Closed  chest  is  also  favored  as  the  initial 
method  when  one  considers  the  delay  that 
may  be  necessary  in  order  to  open  the  chest. 
In  addition,  it  is  known  that  adequate  circu- 
lation and  ventilation  can  be  maintained 
using  external  massage,  although  it  may 
rarely  be  inadequate  to  completely  resusci- 
tate the  patient. 

If  the  closed  chest  resuscitation  has  failed, 
it  must  be  remembered  that  the  patient  may 
still  respond  to  open  chest  massage.  With  this 
method,  greater  blood  flow  can  be  obtained 
with  perhaps  some  diminution  in  oxygen  sat- 
uration. The  identification  of  the  exact  car- 
diac activity  and  the  condition  of  the  myo- 
cardium can  be  more  easily  ascertained,  and 
introduction  of  any  cardiac  medication  can 
more  easily  be  accomplished. 

However,  skilled  personnel  are  required 
to  perform  the  open  chest  method;  and  it  is 
generally  not  applicable  outside  of  the  surgi- 
cal amphitheater.  There  is  also  the  disadvan- 
tage of  possible  resultant  deleterious  effects 
on  respiratory  ventilation.  When  considering 
internal  resuscitation,  the  necessity  and  mor- 
bidity of  thoracotomy  and  possible  contam- 
ination must  be  kept  in  mind;  however,  in 
the  absence  of  effective  return  with  external 
compression,  these  complications  may  be  cal- 
culated risks.  • 
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Non-puerperal  galactorrhea 
following  hysterectomy 


Harrison  H.  Sheld,  MD,  Las  Vegas,  Nevada 


Report  of  three  cases  with  an  unusual 
complication  following  use  of  oral 
progestins. 


Non-puerperal  galactorrhea  following  hys- 
terectomy has  been  reported  previously, 

, however,  only  in  association  with  bilateral 
oophorectomy.  The  following  three  cases  of 
non-puerperal  galactorrhea  following  hyster- 
ectomy, without  extirpation  of  the  ovaries, 
are  of  particular  interest  in  view  of  the  recent 
I advances  in  neuro-endocrinology,  and  the 
widespread  use  of  oral  progestins. 

Case  reports 

Case  1:  B.  D.,  a 29-year-old  Negro  female,  para 
3-0-3-3,  presented  with  a three  month  history 
of  menorrhagia,  pelvic  pain,  and  abdominal  mass. 
Her  last  menstrual  period  had  been  from  April  20, 
1966,  to  May  13,  1966.  Her  last  pregnancy  was  one 
year  prior  to  admission,  and  since  then  she  used 
Norforms  (TM:  Norwich  Pharmacal  Co.)  for  con- 
traception. Her  past  medical  history  and  review 
of  systems  were  non-contributory.  She  attempted 
to  breast  feed  her  first  child  without  success  and, 

I therefore,  bottle  fed  all  three  children.  Cytological 
smear  of  the  cervix  was  reported  as  Class  I.  Physi- 
cal examination  at  the  time  of  admission  revealed 
i the  breasts  to  be  normal  size  and  shape  with  no 
expressible  secretion.  Pelvic  examination  revealed 
I the  uterus  to  be  enlarged  to  10  to  12  weeks  gesta- 
tional size.  The  initial  impression  was  leimyomata 
5 uteri,  with  secondary  menorrhagia.  On  June  3, 
1966,  under  Thiopental  Sodium-nitrous  oxide- 
Halothane-and  Succinylcholine  Chloride  anesthe- 
, sia,  the  patient  had  a total  abdominal  hysterec- 
1 tomy.  The  adnexae  appeared  normal.  On  the  fourth 
postoperative  day  the  patient  complained  about 
tender,  leaking  breasts  (Fig.  1).  She  was  dis- 
charged on  the  fifth  postoperative  day  on  no  treat- 
ment. The  pathology  report  was  proliferative 
endometrium  in  an  enlarged,  bulky  uterus  with 
i hypertrophy  of  the  large  and  medium  sized  ar- 
teries.  On  the  fifteenth  postoperative  day  the 

r; 
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patient  reported  that  secretions  could  no  longer  be 
expressed  from  her  breast.  Visual  field  and  neuro- 
logical examination  were  within  normal  limits. 


Fig.  1.  Patient  B.D.,  galactorrhea  following  hyster- 
ectomy without  extirpation  of  the  ovaries;  patient 
not  on  oral  progestins. 


Case  2:  C.  P.,  a 33-year-old  white  female,  para 
3-0-0-3,  who  last  delivered  four  and  one-half  years 
prior  to  admission,  presented  with  a one  and  one- 
half  year  history  of  symptomatic  uterine  prolapse 
and  cystocele.  Cytological  smear  of  the  cervix  was 
reported  as  Class  I.  Her  last  normal  menstrual 
period  was  on  April  20,  1966.  She  had  been  taking 
norethindrone  with  mestranol  (Ortho-Novum-TM; 
Ortho  Pharmaceutical  Corp.),  for  contraception 
for  one  year  prior  to  admission,  and  two  months 
prior  to  admission  had  a minor  episode  of  break- 
through bleeding.  She  had  attempted  to  breast 
feed  her  first  child  but  without  success.  All  three 
children  were  bottle  fed.  Physical  examination 
revealed  symmetrical  breasts  with  no  masses  and 
no  expressible  secretion.  Pelvic  examination  re- 
vealed a moderate  to  severe  cystorectocele  and 
second  degree  uterine  prolapse.  On  April  29,  1966, 
she  underwent  a vaginal  hysterectomy  and  an- 
terior and  posterior  colporrhaphy  under  nitrous 
oxide-Halothane-Thiopental  Sodium-and  Succi- 
nylcholine Chloride  anesthesia.  Her  postoperative 
course  was  uncomplicated,  and  she  was  discharged 
on  the  seventh  postoperative  day.  On  the  eleventh 
postoperative  day  she  called  and  reported  lactation 
which  had  begun  slowly  on  the  fifth  postoperative 
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day.  The  lactation  subsided  on  the  twelfth  post- 
operative day  without  medication.  The  pathology 
report  was  proliferative  endometrium  and  chronic 
cervicitis,  and  normal  uterus.  Neurological  exam- 
ination and  visual  fields  were  reported  as  normal. 

Case  3:  V.  G.,  a 27~year-old  white  female,  para 
3-1-0-3,  who  last  delivered  four  years  prior  to 
admission,  was  seen  in  November,  1965,  with  a 
two-month  history  of  post-coital  spotting  and 
menorrhagia.  She  had  been  taking  norethynodrel 
with  mestranol  (Enovid-TM:  G.  D.  Searle  and  Co.) 
5 mgm.  for  26  months  without  experiencing  side 
effects.  Examination  revealed  the  cervix  to  have 
old,  bilateral  lacerations  and  a large,  central  ero- 
sion. Cytological  smear  of  the  cervix  was  reported 
as  Class  III,  and  four  quadrant  biopsies  were  taken 
and  reported  as  atypical  squamous  metaplasia.  The 
patient  was  admitted  for  a cold  conization  of  the 
cervix.  Microscopic  examination  of  the  tissue  ob- 
tained revealed  atypical  squamous  metaplasia.  Her 
recovery  was  uncomplicated.  On  December  20, 

1965,  she  had  a Class  II  cytological  report,  devel- 
oped breakthrough  bleeding  and  was  placed  on 
norethynodrel  with  mestranol  (Enovid-E — TM:  G. 
D.  Searle  and  Co.).  On  February  10,  1966,  the 
breakthrough  bleeding  had  continued,  and  a cyto- 
logical smear  was  reported  as  Class  III.  She  was 
placed  on  norethindrone  with  mestranol  (Ortho- 
Novum — TM:  Ortho  Pharmaceutical  Corp.)  and 
treated  with  Triple  Sulpha  Cream  (Sultrin — TM: 
Ortho  Pharmaceutical  Corp.).  On  April  6,  1966, 
a cytological  smear  was  reported  as  Class  III,  and 
the  patient  was  admitted  for  a hysterectomy.  The 
patient  had  bottle  fed  all  her  children.  For  the 
two  weeks  prior  to  admission  she  had  been  placed 
on  tetracycline  for  a urinary  tract  infection.  Physi- 
cal examination  revealed  the  breasts  to  be  sym- 
metrical without  masses  or  expressible  secretion. 
The  cervix  was  hypertrophied  and  scarred.  The 
uterus  was  retro  verted,  retroflexed.  On  May  17, 

1966,  a total  abdominal  hysterectomy  with  wide 
excision  of  the  vaginal  cuff  was  performed  under 
nitrous  oxide-Halothane-Thiopental  Sodium-and 
Succinylcholine  Chloride  anesthesia.  The  adnexa 


Fig.  2.  Patient  V.G.,  galactorrhea  following  hyster- 
ectomy without  extirpation  of  the  ovaries;  patient 
had  been  taking  oral  progestins. 


appeared  to  be  normal.  On  the  third  postoperative 
day,  the  breasts  were  tender,  and  on  the  fourth 
postoperative  day  there  were  copious  amounts  of 
milk  flowing  from  both  breasts  (Fig.  2).  The 
galactorrhea  subsided  spontaneously  on  the  twen- 
ty-first postoperative  day.  The  pathology  report 
was  carcinoma-in-situ  of  the  uterine  cervix.  Neu- 
rological examination  and  visual  fields  were 
normal. 

Discussion 

The  causes  of  galactorrhea  have  recently 
been  reviewed  and  summarized  by  Relkin.^ 
He  emphasized  its  occurrence  following  use 
of  such  psychotherapeutic  drugs  as  pheno- 
thiazines,  rauwolfia  compounds,  also  certain 
systemic  diseases,  e.g.,  tabes  dorsalis,  syringo- 
myelia and  herpes  zoster,  cerebral  neoplasms, 
and  other  neoplasms,  and  thoracic  surgery. 

Greenblatt  cites  Greenbaum  as  having  re- 
ported 14  cases  of  galactorrhea  following 
oophorectomy®  although  the  exact  source  of 
the  report  is  not  cited.  Greenblatt,^  Sachs,^ 
and  Gentile^  have  each  reported  a case  of 
galactorrhea  following  hysterectomy  com- 
bined with  oophorectomy.  Haskins,  Mosz- 
kowski,  and  Cohen®  have  reported  on  the 
successful  use  of  medroxprogesterone  in  sup- 
pressing lactation  associated  with  the  Chiari 
Frommel  syndrome.  Gregg^  has  reported  lac- 
tation following  the  use  of  norethynodrel 
with  mestranol  in  large  doses. 

The  patient  who  had  hysterectomy  with- 
out extirpation  of  the  ovaries,  and  subsequent 
galactorrhea,  had  no  historical  or  clinical  evi- 
dence of  known  causes  of  galactorrhea.  The 
other  two  patients  had  been  on  progestins 
for  the  suppression  of  ovulation  until  the 
time  of  surgery. 

The  complicated  physiologic  process  of 
lactation  requires  the  integrity  of  the  central 
nervous  system,  the  endocrine  glands,  and 
the  end  organs.®  The  presence  of  sex  steroids, 
as  well  as  other  steroids,  is  known  to  be  nec- 
essary for  normal  lactation  to  occur.  From 
the  pituitary,  prolactin,  and  more  recently  in 
laboratory  animals,  a prolactin  inhibiting  fac- 
tor described  by  Meites,®  have  also  been 
shown  to  play  a part  in  the  mechanism  of 
lactation.  Whether  there  is  a quantitative  or 
qualitative  relationship  of  sex  steroid  levels  in 
the  blood  to  this  pituitary  activity  is  not  yet 
clear.  In  seeking  an  explanation  for  the  lacta- 
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tion  in  patients  who  were  taking  progestins 
until  the  time  of  surgery,  it  is  conjectured 
that  whatever  the  threshold  for  prolactin  or 
prolactin  inhibiting  factor  may  be,  sudden 
withdrawal  of  progestins  combined  with  hys- 
terectomy, may  have  in  some  way  enhanced 
the  effectiveness  of  prolactin,  probably  by 
removing  the  inhibition  of  the  pituitary.  With 
this  reasoning,  it  is  felt  that  there  is  some 
relationship  between  the  use  of  progestins, 
their  discontinuance  at  the  time  of  hyster- 
ectomy, and  subsequent  galactorrhea.  Indeed, 
Gregg’’  has  reported  a case  of  galactorrhea 
following  the  discontinuance  of  high  doses 
of  progestins,  unassociated  with  hysterecto- 
my. If  the  theory  is  to  be  acceptable,  there 
ought  to  be,  in  those  patients  on  progestins 
until  surgery,  an  increased  incidence  of  galac- 
torrhea following  hysterectomy.  With  this  in 
mind,  closer  observation  of  post-hysterectomy 
patients  who  had  been  taking  oral  progestins 
might  reveal  an  increased  occurrence  of  this 
phenomenon. 

The  patient  who  was  not  taking  oral  pro- 
gestins but  who  experienced  galactorrhea, 
falls  into  a pattern  established  by  three  pre- 
viously reported  cases  of  galactorrhea,  except 
for  the  fact  that  she  did  not  have  a bilateral 
salpingo-oophorectomy.  The  other  three  re- 
ported patients  were  also  Negro  and  had 
leiomyomata.  The  estrogenic  dependency  of 
leimyomata  for  growth  is  a frequently  ob- 
served phenomenon,  and  growing  myomata 
are  frequently  associated  with  hyperestrin- 
ism.  This  patient  may  have  had  hyperestrin- 
ism  as  was  reflected  by  abnormal  uterine 
growth,  dysfrmctional  uterine  bleeding,  and 
proliferative  endometrium.  To  explain  the 
initiating  factor  in  the  lactation  for  the  three 


previously  reported  cases,  it  may  be  postu- 
lated that  the  sudden  decrease  in  a higher 
than  normal  level  of  circulating  estrogens 
secondary  to  oophorectomy  was  a key  factor 
in  a situation  somewhat  similar  to  a decrease 
in  circulating  sex  steroids  secondary  to  the 
delivery  of  a mature  placenta.  Because  this 
patient  had  normal  ovaries  and  because  of 
her  age,  her  ovaries  were  not  removed.  One 
might  then  consider  the  presence  of  an  estro- 
gen dependent  growth  promoting  substance 
in  human  and  bovine  myometria  as  reported 
by  Ville’°  helpful  in  explaining  this  case  of 
abnormal  lactation.  It  may  be  that  the  pres- 
ence of  this  substance  which  is  similar  to,  but 
not  identical  with,  relaxin,  possibly  increased 
in  a hyperestrogenic  state  is  instrumental  in 
inhibiting  or  causing  the  inhibition  of  prolac- 
tin. Abrupt  removal  of  the  tissue  containing 
this  inhibitor  might  cause  a rebound  release 
of  prolactin  and  under  other  appropriate  con- 
ditions, subsequent  lactation. 

Whatever  the  caiises  of  endocrine  imbal- 
ance alluded  to  above,  these  cases  of  galactor- 
rhea have  been  self-limited.  Also,  while 
mechanisms  of  abnormal  lactation  have  been 
proposed  for  these  few  patients,  the  inhibition 
of  lactation  in  many  patients  of  similar  clin- 
ical status  is  not  readily  explicable. 

Summary 

There  cases  of  non-puerperal  galactorrhea 
following  hysterectomy  without  extirpation 
of  the  ovaries  are  reported.  Two  patients 
were  taking  oral  progestins  up  until  the  time 
of  surgery;  one  was  not.  The  possibility  that 
progestins  play  some  role  in  the  physiology 
of  lactation  and  possible  mechanisms  of  ab- 
normal lactation  are  discussed.  • 
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Abstract  of  Minutes,  House  of  Delegates 
of  Nevada  State  Medical  Association 
64th  Annual  Meeting — Stateline,  Nevada 
November  8-11,  1967 

Two  meetings  of  the  House  of  Delegates  were 
held  at  the  64th  Annual  Meeting,  with  President 
William  M.  Tappan  presiding  as  Speaker. 

FIRST  MEETING 
Wednesday,  November  8,  1967 

The  House  was  called  to  order  at  2:05  p.m.  in 
the  Cascade  Room  of  the  Sahara  Tahoe  Hotel, 
Stateline,  Lake  Tahoe,  Nevada.  The  invocation  was 
given  by  Dr.  John  W.  Callister. 

After  roll  call,  Mrs.  Lawrence  A.  Russell,  Presi- 
dent, NSMA  Auxiliary,  presented  her  report. 

Reports  of  officers  and  committees,  and  resolu- 
tions were  referred  to  appropriate  reference  com- 
mittees. 

Mr.  Robert  E.  Stewart,  Assistant  Secretary, 
Aetna  Life  and  Casualty,  gave  a report  on  Medi- 
care claims  administration,  and  Mr.  Quenten  E. 
Emery,  Administrator  Nevada  State  Welfare  Divi- 
sion, spoke  of  the  State  Assistance  to  the  Medically 
Indigent  (SAMI),  the  problems  encountered  and 
the  hope  that  all  participants  want  the  program 
to  continue  to  operate  as  efficiently  and  expedi- 
tiously as  possible. 

Mr.  Donald  G.  Derry,  Managing  Editor,  Rocky 
Mountain  Medical  Journal,  reported  that  the  Jour- 
nal is  in  excellent  financial  condition.  He  expressed 
pleasure  with  the  success  the  State  issues  have 
had  and  he  complimented  Dr.  Harry  McKinnon, 
his  predecessor,  Wesley  W.  Hall,  and  Nelson  Neff 
for  an  outstanding  job  in  producing  the  Nevada 
issues  of  the  Journal. 

Mr.  Jerry  Gould,  Field  Service  Division,  AMA, 
reported  on  the  current  state  of  legislation  at  the 
federal  level. 

Dr.  Tappan  read  correspondence  from  the  Reno 
Cancer  Center  which  had  established  a scholarship, 
in  the  amount  of  $1,000,  to  the  new  medical  school. 

The  Speaker  adjourned  the  House  until  8:00 
a.m.,  Saturday,  November  11,  1967. 

SECOND  MEETING 
Saturday,  November  11,  1967 

At  8:15  a.m.,  Speaker  William  M.  Tappan  called 
the  House  to  order  in  the  Cascade  Room,  Sahara- 
Tahoe  Hotel.  Secretary  V.  A.  Salvadorini  called 
the  roll.  A quorum  was  in  attendance. 

The  report  of  the  Secretary -Treasurer  was  read 
and  accepted. 

Speaker  Tappan  called  on  Joseph  C.  Sabatier, 
M.D.,  Chairman,  AMA  Committee  on  Quackery,  to 
address  the  House.  Dr.  Sabatier  spoke  of  chiro- 


practic— the  unscientific  cult — and  urged  the  Ne- 
vada State  Medical  Association  to  establish  active 
“Quackery”  committees  at  the  county  society  level. 

Dr.  Tappan  then  called  for  reference  committee 
reports. 

Reference  Committee  on  Nomination, 

Time  and  Place  of  Future  Meetings 

The  House  approved  unanimously  the  slate  of 
officers  for  1968  as  follows:  President,  Richard  A. 
Petty,  M.D.;  President-elect,  Harry  J.  McKinnon, 
Jr.,  M.D.;  Secretary-Treasurer,  V.  A.  Salvadorini, 
M.D. 

The  House  reaffirmed  the  selection  of  Las 
Vegas  as  site  for  the  1968  meeting,  Ely  in  1969, 
Reno  in  1970  and  the  reference  committee  recom- 
mendation that  Las  Vegas  host  the  1971  meeting. 

The  House  approved  re-election  of  officers 
of  Nevada  Medical  Care,  Inc.,  as  follows:  President, 
John  M.  Read,  M.D.;  First  Vice  President,  Jack  S. 
Hirsh,  M.D.;  Second  Vice  President,  Donald  D. 
Wicker,  M.D.;  Secretary-Treasurer,  Joseph  M. 
George,  Jr.,  M.D.;  Member  at  Large.  V.  E.  Elliott, 
M.D. 

Constitution  and  By-Laws 

The  House  approved  unanimously  an  amend- 
ment to  Chapter  VI,  Section  2 of  the  by-laws  deal- 
ing with  the  Executive  Committee  as  follows: 

"No  individual  proxies  will  be  allowed  in  the  Executive 
Committee.  If  a regular  representative  cannot  attend  a 
meeting,  a substitute  may  be  seated  as  approved  by  ap- 
propriate authorities  of  the  component  society.” 

Approved  an  addition  to  Chapter  VI,  Section  12 
of  the  by-laws: 

"A  past  president  of  the  Nevada  State  Medical  Associa- 
tion may  speak  before  the  executive  committee  if  he  so 
desires.” 

The  House  rejected  a Clark  County  Medical  So- 
ciety resolution: 

“.  . . That  the  Nevada  State  Medical  Association  should 
not  require  medical  school  donations  through  the  Nevada 
State  Medical  Association  or  the  American  Medical  Asso- 
ciation as  a requisite  for  membership.  . . .” 

Rejected  the  following  Clark  County  Medical 
Society  resolution: 

WHEREAS,  AMPAC  and  AMERF  make  their  own  com- 
puter solicitations  of  every  doctor  in  the  United  States, 

BE  IT  RESOLVED,  That  the  bills  of  the  AMA,  state 
and  county  organizations  carry  no  other  solicitations. 

Approved  unanimously  the  Executive  Commit- 
tee resolution  requesting  life  membership  for 
Donald  M.  MacCornack,  M.D.,  Clark  County  Med- 
ical Society;  and  J.  Park  Tuttle,  M.D.,  W’ashoe 
County  Medical  Society. 

Approved  unanimously  a change  in  the  Consti- 
tution, Article  IV,  Section  1,  paragraph  e,  which 
was  read  for  the  first  time  in  the  annual  meeting 
of  1966: 

“.  . . and  whose  name  has  been  placed  on  the  roll  of 
the  House  shall  remain  a delegate  until  adjournment  of 
that  day’s  session.” 

Approved  unanimously  the  following  addition 
to  the  Constitution,  Article  IV,  Section  3,  LIFE 
MEMBERS,  which  had  first  reading  and  approval 
in  1966: 
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"Life  membership  may  be  revoked  by  action  of  the 
House  of  Delegates  or  oi  the  Executive  Committee  if  the 
life  member  returns  to  active  practice  of  medicine.” 

Reference  Committee  on  Reports  of 
Officers,  Ways  and  Means 

The  House  approved  the  reports  of  the  Secre- 
tary-Treasurer, President  and  the  AMA  Delegate, 
and  the  recommendations  made  by  the  Reference 
Committee  pertaining  to  the  report  of  the  Finance, 
Budget  and  Building  Committee;  and  the  Execu- 
tive Committee  resolution  which  approved  in  prin- 
ciple the  Medico-Legal  Code  of  Cooperation  and 
continuing  efforts  of  existing  committees. 

Reference  Committee  on  Miscellaneous  Business 

Adopted  the  following  resolution; 

WHEREAS,  The  Max  C.  Fleischmann  State  Cancer  Reg- 
istry has  now  been  in  existence  nine  years,  and  has 
published  its  first  five-year  report,  and 

WHEREAS,  Private  funds  have  supported  and  will 
support  the  activities  and  expenses  of  the  Registry,  and 

WHEREAS,  The  value  of  continuing  the  Cancer  Registry 
is  readily  recognized  by  all  medical  organizations,  and 

WHEREAS,  The  State  of  Nevada  is  rapidly  advancing 
in  its  orientation  toward  medical  teaching,  and  it  is 
the  desire  of  the  Cancer  Registry  to  expand  its  facilities 
particularly  in  the  use  of  electronic  equipment  for  retrieval 
of  data,  therefore 

BE  IT  RESOLVED,  That  the  Nevada  State  Medical 
Association  encourage  and  support  activities  of  the  Max 
C.  Fleischmann  State  Cancer  Registry. 

The  House  approved  adoption  of  the  following 
Washoe  County  Medical  Society  resolution: 

WHEREAS,  Members  of  the  medical  profession  are 
aware  of  the  increasing  availability  and  uses  of  such 
substances  as  LSD,  STP,  amphetamines,  marijuana  and 
other  similar  agents,  and 

WHEREAS,  They  also  recognize  that  many  of  these 
may  be  dangerous  unless  used  in  a medically  controlled 
manner,  inducing  temporary  or  chronic  abnormal  and 
often  antisocial  behavior,  that  may  in  extreme  form  be 
or  resemble  psychosis,  and 

WHEREAS,  There  is  strong  evidence  of  habituation  with 
withdrawal  symptoms  with  some  of  these  drugs,  and  with 
some  there  is  also  the  possibility  of  permanent  brain 
damage,  and 

WHEREAS,  Recent  reports  have  indicated  that  there 
may  be  an  induction  or  causation  of  chromosomal  changes 
by  them  in  some  users  with  the  possibility  of  genetic 
defects  in  future  offspring,  and 

WHEREAS,  The  members  of  the  profession  believe  that 
a positive  approach  to  these  problems  through  information 
and  education  is  appropriate,  therefore 

BE  IT  RESOLVED,  That  the  NSMA  urge  its  members 
to  become  informed  regarding  the  consequences  of  drug 
abuse  and  urges  that  they  encourage  the  dissemination  of 
such  information  by  every  possible  means. 

The  House  accepted  with  approval  the  reports 
of  the  Cancer  Commission,  Insurance  Committee, 
Rocky  Mountain  Medical  Conference  Committee, 
and  the  Supplementary  Report  of  the  State  Health 
Officer. 

Accepted  the  Public  Health  Committee  Report 
with  the  Reference  Committee  recommendation 
that  those  portions  of  the  report  worthy  of  further 
study  be  referred  back  to  the  Public  Health  Com- 
mittee for  a report  to  the  House  in  1968. 

Adopted  the  Report  on  Maternal  Health,  North- 
ern Nevada,  with  the  Reference  Committee’s  defi- 
nition of  maternal  death  as  follows: 


Maternal  death  is  the  death  of  any  woman  dying  of 
any  cause  whatsoever  while  pregnant  or  within  ninety 
days  of  the  termination  of  the  pregnancy,  irrespective  of 
the  duration  of  the  pregnancy  at  the  time  of  termination 
or  the  method  by  which  it  was  terminated. 

Maternal  deaths  may  be  subdivided  into : 

1.  Direct  obstetric  cause  of  death,  a death  resulting 
from  complications  of  the  pregnancy  itself,  from  the 
intervention  elected  or  required  by  the  pregnancy,  or 
resulting  from  the  chain  of  events  initiated  by  the  compli- 
cation of  intervention. 

2.  Indirect  obstetric  cause  of  death,  a death  resulting 
from  previous  existing  disease  or  that  developed  during 
pregnancy,  which  was  not  due  to  the  direct  effect  of 
pregnancy  but  was  aggravated  by  its  physiologic  effects 
to  cause  death. 

3.  Nonobstetric  (nonrelated  cause  of  death),  a death 
occurring  during  pregnancy  or  within  ninety  days  of  its 
termination  from  causes  not  related  to  the  pregnancy  nor 
to  its  complications  or  management. 

In  all  cases  the  following  items  should  be  considered: 

a.  Factors  of  preventability. 

b.  Factors  of  responsibility. 

c.  Shortcomings  in  diagnosis,  judgment,  management 
and  technique. 

d.  Hospital  factors. 

e.  Undetermined  factors. 

Accepted  the  Reference  Committee’s  recom- 
mendation that  the  House  urge  the  Maternal 
Health  Committee  to  confer  with  the  Nevada  State 
Health  Division  in  an  effort  to  arrange  more  expe- 
ditious reporting  to  the  Maternal  Health  Commit- 
tee on  Maternal  Deaths. 

Reference  Committee  on  Legislative, 

Public  and  Professional  Relations 

The  House  accepted  the  reports  of  the  Crippled 
Children’s  Advisory  Committee  and  the  Historian 
and  Obituary  Committee  with  the  recommendation 
that  county  society  secretaries  report  to  the  NSMA 
deaths  of  member  physicians  during  the  year.  The 
members  of  the  House  observed  a moment  of 
silence  in  memory  of  Dr.  Silas  E.  Ross,  Jr. 

Adopted  the  Legislative  Committee  Report, 
with  commendation  to  the  chairman  for  dili- 
gence shown  in  serving  the  medical  profession 
during  the  last  legislative  session  and  called  atten- 
tion to  a quotation  from  the  Legislative  Committee 
report  as  follows: 

“We  in  medicine  must  take  an  active  part  in  politics 
and  should  encourage  our  members  to  participate,  espe- 
cially if  possible  to  be  elected  to  the  State  Legislature, 
either  in  the  Assembly  or  the  Senate;  and  I strongly  urge 
that  this  thought  be  transmitted  to  all  members  of  the 
Nevada  State  Medical  Association  and  to  NEMPAC  for 
their  consideration  and  implementation.” 

Accepted  the  reports  of  the  Nurse  Liaison  Com- 
mittee; and  the  Special  Report  of  the  Mountain 
States  Regional  Medical  Program  with  commenda- 
tion to  Drs.  David  L.  Roberts,  Hugh  Follmer, 
George  Smith  and  Jurgens  Bauer  for  interest  and 
time  expended. 

The  House  accepted  the  report  of  Professional 
Education,  Medical  Schools  and  Scholarships  Com- 
mittee and  the  supplemental  report  with  emphasis 
on  the  portion  dealing  with  gifts  to  the  proposed 
medical  school,  and  the  Reference  Committee’s 
recommendation  that  “physicians  who  wish  to  pre- 
sent gifts  to  other  physicians  who  have  rendered 
them  or  their  families  courtesy  medical  care,  might 
well  do  so  by  contributions  to  the  University  of 
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Nevada  Board  of  Regents,  earmarked  for  the  Medi- 
cal Science  program,  such  moneys  or  gifts  to  be 
held  in  trust  until  such  time  as  they  can  be  applied 
directly  to  the  medical  program.”  The  House  ac- 
cepted the  chairman’s  verbal  report:  “Anyone  who 
wished  to  make  contributions  to  the  University 
of  Nevada  School  of  Medicine  through  AMA-ERF 
could  do  so,  could  earmark  them  such,  but  they 
would  of  necessity  have  to  be  held  in  trust  until 
such  time  as  the  school  has  formal  approval,  so 
this  would  mean  that  your  funds  would  lie  there 
until  X date.” 

The  House  approved  identical  resolutions,  with 
minor  changes,  presented  by  both  Clark  and  Wa- 
shoe County  Medical  Societies  pertaining  to  the 
role  of  the  registered  nurse  in  acute  cardiac  care, 
with  the  recommendation  that  the  resolution  be 
forwarded  to  the  Legislative  Committee  for  any 
necessary  enabling  legislation  after  which  it  will 
be  referred  to  the  Nevada  State  Legislature.  The 
House  also  approved  presentation  of  the  amended 
resolution  by  the  Nevada  Delegate  to  AMA’s  House 
of  Delegates. 

Approved  the  following  resolution  for  study  by 
the  Legislative  Committee  and  appropriate  action: 

WHEREAS,  The  Washoe  County  Medical  Society  has 
taken  two  actions  recommending  that  the  Legislative  Com- 
mittee of  the  Nevada  State  Medical  Association  work 
jointly  with  representatives  of  the  University  of  Nevada 
and  members  of  the  Anatomical  Board  in  suitably  amend- 
ing the  Anatomical  Dissection  Law  governing  the  dissection 
of  cadaver  material  and  disposition  of  the  remains;  and 

WHEREAS,  The  NSMA  Legislative  Committee  should 
also  be  instructed  to  proceed  jointly  with  the  appropriate 
staff  members  of  the  University  of  Nevada  and  other 
appropriate  individuals  in  preparing  recommendations  for 
laws  to  cover  the  transplanting  of  animal  material  to 
humans  and  for  laws  concerning  the  bequest  for  transplant 
of  tissues  from  both  deceased  and  living  persons  to  other 
persons,  including  consent  of  patients,  donors  and  rela- 
tives, to  include  provision  for  obtaining  permission  of 
relatives  in  writing  before  the  death  of  patient  donors, 
now,  therefore, 

BE  IT  RESOLVED,  That  the  House  of  Delegates  of  the 
Nevada  State  Medical  Association  so  instruct  the  Legisla- 
tive Committee. 

The  House  accepted  with  approval  the  follow- 
ing resolution  from  the  Professional  Education, 
Medical  Schools  and  Scholarships  Committee: 

BE  IT  RESOLVED,  That  the  Nevada  State  Medical 
Association  support  operational  phases  of  the  Mountain 
States  Regional  Medical  Programs  in  the  field  of  continu- 
ing education  of  medical  and  allied  medical  personnel, 
with  the  understanding  that  projects  of  the  MSRMP  must 
have  the  approval  of  the  Nevada  State  Advisory  Commit- 
tee of  the  MSRMP  and  conform  to  other  requirements  of 
the  law. 

Approved  the  following  resolution  from  the 
Professional  Education,  Medical  Schools  and  Schol- 
arships Committee: 

BE  IT  RESOLVED,  That  the  Nevada  State  Medical 
Association  Professional  Education,  Medical  Schools  and 
Scholarships  Committee  be  instructed  to  pursue  coopera- 
tive means  of  establishing  graduate  (internship  and  resi- 
dency) programs  in  the  State  of  Nevada. 

The  House  approved  the  following  resolution: 

WHEREAS,  The  Nevada  State  Medical  Association  has 
long  supported  the  need  for  continuing  education  of  health 
personnel,  and 

WHEREAS,  The  Nevada  State  Medical  Association  has 
voted  to  further  support  the  concept  of  continuing  medical 


education  through  the  regional  medical  programs,  and 
WHEREAS,  The  Nevada  State  Medical  Association  has 
supported  the  concept  of  graduate  medical  education, 
therefore 

BE  IT  RESOLVED,  That  the  Nevada  State  Medical  Asso- 
ciation expresses  support  ot  an  undergraduate  medical 
facility  in  Nevada  (School  of  Medicine)  as  the  third  portion 
of  the  total  concept  of  medical  education,  and 

BE  IT  FURTHER  RESOLVED,  That  the  Nevada  State 
Medical  Association  recognize  the  development  of  such 
a facility  is  the  responsibility  of  the  Board  of  Regents  and 
the  University  of  Nevada  and  the  Legislature  of  the  State 
of  Nevada  for  organization  and  financial  support. 

Re-elected  the  Nevada  Blue  Shield  Plan  Board 
of  Directors:  President,  Harry  J.  McKinnon,  Jr., 
M.D.;  Vice  President,  Charles  D.  Banning,  M.D.; 
Secretary-Treasurer,  Mr.  Jordan  Crouch;  Execu- 
tive Director,  Mr.  Nelson  B.  Neff.  Members  of  the 
Board:  Mr.  Arthur  Smith,  Mr.  John  Morman,  Mr. 
Robert  McAdam,  Richard  D.  Grundy,  M.D.,  John 
W.  Callister,  M.D.,  William  M.  Tappan,  M.D., 
Arthur  E.  Scott,  M.D.,  John  M.  Read,  M.D.,  and 
Thomas  S.  White,  M.D. 

The  House  recessed  and  Donald  D.  Wicker, 
M.D.,  Second  Vice  President,  Nevada  Medical  Care, 
Inc.,  presented  nominations  for  officers  of  the  cor- 
poration. The  Board  was  re-elected:  President, 
John  M.  Read,  M.D.;  First  Vice  President,  Jack  S. 
Hirsh,  M.D.;  Second  Vice  President,  Donald  D. 
Wicker,  M.D.;  Secretary-Treasurer,  Joseph  M. 
George,  Jr.,  M.D.;  Member  at  Large,  V.  E.  Elliott, 
M.D. 

With  President  Arthur  E.  Scott,  M.D.,  presiding, 
1968  officers  of  Nevada  Physicians  Service,  Inc., 
were  elected  as  follows:  President,  Arthur  E.  Scott, 
M.D.;  Vice  President,  Richard  C.  Sheretz,  M.D.; 
Secretary-Treasurer,  William  M.  Tappan,  M.D.; 
Members,  Doctors  Reed  J.  Anderson,  Joseph  M. 
George,  Jr.,  Richard  D.  Grundy,  Charles  D.  Ban- 
ning, John  M.  Read,  and  Peter  Rowe. 


Richard  A.  Petty,  M.D.,  President,  is  congratulated 
hy  William  M.  Tappan,  M.D.,  outgoing  President. 

Speaker  Tappan  reconvened  the  NSMA  House 
of  Delegates  and  expressed  his  appreciation  for  its 
cooperation  and  astuteness  and  he  then  installed 
Richard  A.  Petty,  M.D.,  to  the  office  of  President 
for  the  coming  year.  Dr.  Petty  presented  the  past 
president’s  gavel  t©  Dr.  Tappan  and  expressed 
appreciation  for  the  guidance  and  leadership  dur- 
ing the  past  year. 

Adjournment  was  at  11:15  a.m. 
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USMA  News  Briefs 

Dr.  L.  George  Veasy,  Salt  Lake  City  children’s 
heart  specialist,  has  been  appointed  as  director  of 
pediatrics,  education  and  research  at  the  Primary 
Children’s  Hospital.  The  appointment,  a newly- 
created  one,  was  effective  January  1.  Dr.  Veasy 
will  also  receive  a faculty  appointment  with  the 
University  of  Utah  College  of  Medicine,  which  is 
affiliated  with  the  hospital.  His  assignment  will 
include  the  direction  of  training  for  the  hospital’s 
interns  and  residents,  maintaining  high-quality 
pediatric  care  for  patients,  and  developing  research 
facilities. 

Dr.  Veasy  is  a native  of  Idaho  Falls  and  com- 
pleted his  undergraduate  and  medical  school 
studies  at  the  University  of  Utah.  He  interned  at 
the  Wesley  Memorial  Hospital  in  Chicago  and 
completed  his  residency  in  pediatrics  at  the  Uni- 
versity of  Minnesota.  He  also  studied  cardiology 
there  on  a fellowship.  Before  entering  private 
practice,  he  taught  at  the  University  of  Utah 
College  of  Medicine  for  one  year.  He  is  certified 
by  the  American  Board  of  Pediatrics  and  the 
American  Board  of  Pediatric  Cardiology. 

* * * 

Dr.  Russell  M.  Nelson,  chairman  of  the  division 
of  cardiovascular  and  thoracic  surgery  at  L.D.S. 
Hospital,  and  director  of  training  for  the  same 
department  at  the  University  of  Utah  College  of 
Medicine,  was  a recent  speaker  in  Houston,  Texas. 
He  addressed  the  Houston  Surgical  Society  where 
he  reported  the  progress  on  the  application  of  med- 
ical computers  to  heart  surgery  at  the  L.D.S. 
Hospital.  He  also  participated  as  visiting  professor 
of  surgery  at  Baylor  University  College  of  Medi- 
cine and  Veterans  Administration  Hospitals  in 
Houston.  Dr.  Nelson  was  invited  for  this  tour  of 
duty  by  noted  heart  surgeon  Dr.  Michael  E.  De- 
Bakey  and  his  associates. 

* * * * 

Dr.  L.  P.  Matthei,  chief  radiologist  at  St.  Bene- 
dict’s Hospital  in  Ogden  since  it  opened  in  1946,  has 
accepted  a position  as  a staff  member  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  for  the 
American  Medical  Association.  In  addition  to  his 
St.  Benedict’s  responsibilities.  Dr.  Matthei  has 
served  as  consultant  radiologist  at  Hill  Air  Force 
Base  for  the  past  21  years.  He  has  also  been  asso- 
ciate clinical  professor  of  radiology  at  the  Univer- 
sity of  Utah  College  of  Medicine  for  20  years,  and 
consultant  radiologist  for  the  Department  of  In- 
terior of  Indian  Affairs  for  the  Intermountain 
School  at  Brigham  City. 

Dr.  Matthei  has  been  active  in  civic  affairs  of 
his  community,  and  also  in  the  Weber  County  and 
Utah  State  Medical  Association’s  activities.  He  is 


a past  president  of  the  Utah  Radiological  Society 
and  former  delegate  to  the  USMA  House  of  Dele- 
gates. We  commend  him  for  his  service  over  the 
many  years  and  extend  him  best  wishes  for  success 
in  his  new  responsibility. 

* * * * 

Dr.  Jerrold  C.  Smith,  practicing  physician  in 
Monticello,  was  recently  honored  in  a tribute  that 
stated  among  other  things,  “It  is  a benefit  to  all  of 
us  to  have  such  a remarkable  man  in  our  com- 
munity ...  a tremendous  asset  ...  a learned  man.” 

Dr.  Smith  has  practiced  in  Monticello  for  the 
past  seven  years.  He  is  associated  with  Dr.  Carroll 
D.  Goon.  In  addition  to  his  dedicated  medical  prac- 
tice, he  is  active  in  the  community  and  the  L.D.S. 
Church.  A graduate  of  the  University  of  Utah  Col- 
lege of  Medicine,  Dr.  Smith  interned  at  the  Dee 
Hospital  in  Ogden,  the  city  of  his  youth.  In  re- 
sponding to  the  recognition.  Dr.  Smith  stated, 
“There  are  many  things  I like  about  this  area, 
but  the  best  thing  about  Monticello  is  the  people 
who  live  here.” 

* * * * 

Dr.  S.  L.  Moskowitz,  Brigham  City  physician, 
was  recently  honored  by  the  government  of  Israel 
for  his  efforts  in  fund  raising  activities  for  the 
Jewish  nation.  In  token  of  the  recognition,  he 
was  presented  with  a silver  victory  coin  of  which 
only  a limited  number  were  minted.  He  was  chair- 
man of  the  Ogden  Jewish  Community’s  fund  rais- 
ing effort.  The  citation  read:  “You  are  one  of  those 
whose  inspired  leadership  and  personal  dedication 
as  chairman  contributed  so  significantly  to  the 
success  of  your  campaign.” 

* * ♦ * 

“When  a kid  has  a bullet  in  his  eye,  you  don’t 
stop  to  ask  his  politics.”  So  stated  Dr.  Mark  B. 
Jenson,  Provo  ophthalmologist  upon  his  return 
from  a two-month  tour  of  volunteer  duty  in  Viet- 
nam. His  work  was  with  the  civilian  population 
and  concerned  itself  mainly  with  repair  to  eyes 
damaged  by  bullets  and  shrapnel.  He  also  treated 
eye  diseases  and  indicated  that  trachoma,  which 
can  cause  blindness,  was  very  prevalent  in  Viet- 
nam. His  tour  was  part  of  an  American  Medical 
Association  program  for  aid  to  the  Vietnamese 
civilian  population. 

Dr.  Jenson  is  closing  his  Provo  practice  and  is 
leaving  for  Saudi  Arabia  where  he  will  work  as 
a company  ophthalmologist  for  the  American-Ara- 
bian  Oil  Company. 

Dr.  Robert  F.  Bitner,  Layton  physician,  has 
been  notified  of  his  appointment  as  a member  of 
the  Awards  Committee  of  the  American  Academy 
of  General  Practice.  He  will  serve  the  30,000  mem- 
ber Academy  for  a one-year  term.  The  six-member 
committee  is  responsible  for  selecting  the  winners 
of  award  programs  established  by  the  Academy. 
* * * * 

Effective  February  1,  1968,  Kanab  had  the 
services  of  a new  physician.  Dr.  Raymond  Ranes. 
He  has  been  in  active  practice  in  Baca  Raton, 
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Florida,  which  is  near  Ft.  Lauderdale.  Dr.  Ranes, 
his  wife  Donna,  and  their  five  daughters  have 
taken  residence  in  the  home  formerly  occupied  by 
Dr.  Joseph  J.  Sannella  who  recently  moved  to 
Salt  Lake  City  to  pursue  a residency  at  the  Uni- 
versity of  Utah  College  of  Medicine. 

IRMP  Sponsors  Coronary  Care  Course 

The  first  in  a series  of  “Acute  Coronary  Care 
Training”  courses  was  held  in  January  at  the 
University  of  Utah  Medical  Center.  It  was  spon- 
sored by  the  Intermountain  Regional  Medical  Pro- 
gram (IRMP).  The  newest  technics  in  acute  cor- 
onary care  were  presented  by  a carefully  selected 
group  of  coronary  care  specialists  from  throughout 
the  United  States. 

According  to  Dr.  Joseph  L.  Thome,  director  of 
the  training  course  project,  “This  course,  and  those 
which  are  planned  for  the  future,  will  provide 
intermountain  area  physicians  and  their  hospitals 
with  opportunities  to  incorporate  the  most  recent 
clinical  data  into  daily  patient  care.  It  is  hoped 
that  such  courses  will  become  Mf e-saving  adjuncts 
to  existing  coronary  care  training  programs  cur- 
rently under  way  in  the  region.” 

Roosevelt  Has  New  Physician 

Dr.  Gary  B.  White  has  recently  opened  his 
office  for  practice  in  Roosevelt  and  will  be  asso- 
ciated with  Dr.  Terry  Buxton  and  Dr.  G.  Frank 
Madsen.  He  is  moving  from  Spanish  Fork  where 
he  had  returned  following  a two-year  tour  of  duty 
with  the  armed  forces  in  Alaska. 


Colorado  Physician  in  Vietnam 
Under  AM  A Volunteer  Program 

Douglas  M.  Murray,  M.D.,  of  Fort  Collins,  Colo- 
rado, is  in  South  Vietnam  for  two  months,  serving 
the  civilian  population  with  the  American  Medical 
Association  Volunteer  Physicians  for  Vietnam. 

Dr.  Murray  graduated  from  Stanford  Univer- 
sity, Palo  Alto,  Calif.,  and  received  his  medical 
degree  from  that  school.  He  is  currently  an  ortho- 
pedic surgeon  with  affiliations  at  Poudre  Valley 
Memorial  Hospital,  Fort  Collins,  and  Queens  Hos- 
pital, Honolulu.  He  and  his  wife,  Kay,  have  seven 
children,  aged  4 to  20  years. 

AMA  Volunteer  Physicians  for  Vietnam  is 
administered  by  the  American  Medical  Associa- 
tion, under  contract,  for  the  United  States  Agency 
for  International  Development.  It  is  a program 
designed  to  use  the  volunteer  services  of  U.  S. 
physicians  to  assist  in  meeting  the  health  needs 
of  the  Vietnamese  civilian  population.  A continuing 
need  exists  for  volunteer  physicians. 

Interested  physicians  should  contact:  Director, 
AMA  Volunteer  Physicians  for  Vietnam,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Poison  Prevention  Week 

To  keep  us  reminded  of  the  seriousness  of  accidental  poisonings,  the  National 
Planning  Council  will  observe  its  7th  annual  National  Poison  Prevention  Week, 
March  17-23. 

This  year  an  estimated  500,000  children  will  be  victims  of  accidental  poisonings. 
Ninety  percent  of  all  cases  reported  involve  children  under  five  years  of  age. 

As  one  of  the  21  agencies  comprising  the  National  Planning  Council,  the  AMA 
strongly  urges  all  state  and  local  medical  societies  to  help  reduce  the  incidence 
of  poisonings  in  the  community  by  alerting  all  citizens  to  the  proper  use  and  stor- 
age of  potentially  hazardous  substances.  To  assist  the  medical  societies  in  implement- 
ing local  poison  prevention  campaigns,  a packet  of  materials  is  available,  free  of 
charge.  Write  Henry  L.  Verhulst,  Secretary,  National  Planning  Council,  US  Public 
Health  Service,  7915  Eastern  Ave.,  Silver  Spring,  Md.  20910. 
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Postgraduate  Calendar 

University  of  Colorado  School  of  Medicine 

Denver,  Colorado 

April  15-19,  1968  (Limited) 

High  Risk  Infant  Care 
April  17-19,  1968 

Respiratory  Insufficiency 
April  25-27,  1968  (Limited  to  32) 

Clinical  Dermatology 

June  17-19,  1968  (American  College  of  Physicians) 
Intensive  Care  Units 
June  17-20,  1968  (Estes  Park,  Colorado) 

Obstetrics  and  Gynecology 
July  8-11,  1968  (Estes  Park,  Colorado) 
Ophthalmology 

July  15-18,  1968  (Estes  Park,  Colorado) 

Medical  Record  Librarian  Conference 
July  21-27,  1968 

14th  Annual  General  Practice  Review 
August  1-3,  1968  (Aspen,  Colorado) 

Dermatology 

August  5-8,  1968  (Aspen,  Colorado) 

Pediatrics 

August  12-16,  1968  (Estes  Park,  Colorado) 

Internal  Medicine 

Sept.  30-Oct.  4,  1968  (Estes  Park,  Colorado) 

Hospital  Medical  Staff  Conference 
For  further  information  and  detailed  program, 
write  to;  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80220. 

Montana  Medical  Association 
Interim  Meeting 

The  21st  Interim  Session  of  the  Montana  Medi- 
cal Association  will  be  held  in  Helena  on  Friday 
and  Saturday,  March  22-23.  Among  the  more  im- 
portant reports  to  be  studied  by  the  reference 
committees  are  the  report  of  the  Ad  Hoc  Com- 
mittee for  the  Study  of  Prepaid  Health  Care,  the 
report  of  the  Legislative  Committee  upon  the  pro- 
posal to  amend  the  Medical  Practice  Act,  and  of 
the  Committee  on  Medical  Services  (Economic) 
upon  the  Relative  Value  Fee  Schedule. 

Plan  now  to  attend  the  interim  session  and  to 
participate  in  the  “planning”  discussions.  Write  to 
the  hotel  or  motel  of  your  choice  for  reservations. 
Plan,  too,  to  attend  the  interim  session  reception 
and  banquet  at  Jorgenson’s  Holiday  Inn  on  Friday 
evening,  March  22. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
PRE-CONGRESS  SEMINAR  AND 
24TH  ANNUAL  CONGRESS 

Denver  Hilton,  Denver,  Colorado 
March  25-29,  1968 


Combined  Meeting  of  Society  of 
Motion  Picture  and  Television 
Engineers  and  Institute  of  Electrical 
and  Electronic  Engineers 
Engineering  in  Medicine  and  Biology  Group 
University  of  Colorado  Medical  Center 
Friday,  March  15,  1968,  Sabin  Auditorium 
8:00  p.m. — Demonstrations 

Communications  in  Learning 

Time-lapse  cinephotomicrography  of  living  cells 

Dr.  W.  G.  Cooper 

Some  applications  of  electronics  in  medicine 
Dr.  C.  E.  Tucker 

9:15  p.m Tours  of  communications  and  labora- 

tory facilities 

Participating  staff  members  of  Unit  Teaching  Lab- 
oratories and  the  Office  of  Audio-Visual  Educa- 
tion in  the  Health  Sciences : 

Dr.  W.  G.  Cooper,  Director, 

Unit  Teaching  Laboratories 
Dr.  G.  E.  Tucker, 

Assistant  Professor  of  Physiology 
Robert  Heskett, 

Audio-Visual  Program  Coordinator 
Norman  Fringer,  Chief  Television  Engineer 
Frank  Castro,  Film  Production  Laboratory 
Barbara  Anderson,  Secretary 

Western  Colorado  Spring  Clinic 

Mesa  College  Student  Union 

Grand  Junction,  Colorado  March  22-23,  1968 

Friday,  March  22 

9:00  The  Office  Management  of  Emphysema 
Thomas  Petty,  M.D. 

9:30  Acute  Respiratory  Distress  in  Adults 
David  Ashbaugh,  M.D. 

10:30  Treatment  of  the  Acute  Phase  of  Alcoholism 
Joseph  Kendis,  M.D. 

11:00  Recognition  and  Treatment  of  Pre-renal 
Uremia 

Telfer  Reynolds,  M.D. 

Luncheon — Presentation  of  the  Charter  to  the 
Western  Colorado  Chapter  A.A.G.P. 

2:00  The  Medical  Examiner  in  the  Community 
Joseph  Jachimczyk,  M.D. 

2:30  New  Concepts  on  Modem  Immunology 
Henry  Clanan,  M.D. 

3:30  Practical  Pointers  in  the  Use  of  Diuretics 
Telfer  Reynolds 
Saturday,  March  23 

9:00  Tracheostomy — How  to  Avoid  Trouble 
David  Ashbaugh,  M.D. 

9:30  Immunological  Excesses  and  Deficiencies 
Henry  Claman,  M.D. 

10:30  Clinical  Evaluation  of  Pulmonary  Function 
Thomas  Petty,  M.D. 

11:00  Alcoholism — the  Role  of  the  Physician  in  the 
Community  (subject  to  change) 

Joseph  Kendis,  M.D. 

11:30  How  Many  Murders  Are  We  Missing? 

Joseph  Jachimczyk,  M.D. 

Luncheon — Therapy  of  the  Poisoned  Patient 
Daniel  T.  Tietelbaum,  M.D. 
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Management  and  Care  of 
Respiratory  Insufficiency 
University  of  Colorado  School  of  Medicine 
Humphreys  Postgraduate  Center 
Denison  Auditorium 
April  17-19,  1968 

This  three-day  postgraduate  course  is  an  inten- 
sive consideration  of  the  principles  and  technics 
of  care  for  patients  with  moderate  or  severe  res- 
piratory distress.  Methods  of  rehabilitation  and 
continued  care  are  also  presented.  Subject  matter 
includes  review  of  the  pathophysiology  of  respira- 
tory failure,  the  pathology  of  the  limgs  in  patients 
who  die  in  respiratory  failure,  and  the  principles 
of  ventilatory  assistance,  blood  gas  analysis,  meth- 
ods of  airway  care,  and  bedside  ventilatory  evalu- 
ation. In  addition  to  didactic  lecture  sessions,  there 
are  featured  video  tapes  and  colored  movies  of 
bedside  and  laboratory  procedures  specifically 
prepared  for  this  course.  Questions  and  discussion 
panels  are  also  featured. 

For  further  information  and  a detailed  program, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80220. 


NEVADA  HEART  ASSOCIATION  THIRD 
ANNUAL  CARDIOVASCULAR  CONFERENCE 

Frontier  Hotel,  Las  Vegas 
April  18,  19,  20,  1968 


THE  SOUTHWESTERN  SURGICAL 
CONGRESS  20TH  ANNUAL  MEETING 
Brown  Palace  Hotel 
Denver,  Colorado 
April  22-25,  1968 


NEVADA  DIVISION,  AMERICAN 
CANCER  SOCIETY 

Flamingo  Hotel,  Las  Vegas 
April  29-May  1,  1968 


NEVADA  ACADEMY  OF  GENERAL  PRACTICE 

Nugget  Convention  Center,  Sparks 
May  30  and  31,  1968 


NEVADA  ACADEMY  OF  GENERAL  PRACTICE 
ANNUAL  SCIENTIFIC  MEETING 
Riverside  Hotel,  Reno,  Nevada 
May  30-31,  1968 
12  hours  credit 

For  further  information  and  details  of  this 
meeting  contact  John  C.  Kelly,  M.D.,  1001  Pyramid 
Way,  Sparks,  Nevada. 


Medical  Library  Association 

The  67th  Annual  Meeting  of  the  Medical  Li- 
brary Association  will  be  held  at  the  Brown  Palace 
Hotel,  Denver,  Colorado,  June  9-13,  1968. 


Obstetrics  and  Gynecology 

The  University  of  Colorado  School  of  Medicine 
announces  a four-day  postgraduate  course  in  ob- 
stetrics and  gynecology,  to  be  held  at  the  Stanley 
Hotel  in  Estes  Park,  Colorado,  June  17  through  20, 
1968.  Topics  to  be  presented  include  fetal  distress, 
uterine  dysfunction,  treatment  of  ovarian  car- 
cinoma, chemotherapy,  management  of  ovarian 
masses,  and  the  role  of  radical  surgery  for  gyneco- 
logical malignancies.  Tuition  and  registration  fees 
are  $80.00. 

For  further  information  and  a detailed  program, 
write  to:  The  Office  of  Postgraduate  Medical  Edu- 
cation, University  of  Colorado  School  of  Medicine, 
4200  East  Ninth  Avenue,  Denver,  Colorado  80220. 


Children’s  Hospital  Summer  Clinics 

Children’s  Hospital,  Denver,  is  holding  its  Sum- 
mer Clinics  at  Vail  on  June  26,  27,  28,  1968.  Guest 
faculty:  Virginia  Apgar,  M.D.,  M.P.H.,  The  National 
Foundation;  Louis  K.  Diamond,  M.D.,  Harvard 
University;  Robert  G.  Frazier,  M.D.,  The  American 
Academy  of  Pediatrics;  Harry  Medovy,  M.D., 
F.R.C.P.(C),  University  of  Manitoba;  Paul  Wehrle, 
M.D.,  University  of  Southern  California.  Morning 
seminars  and  lectures.  Afternoons  of  leisure  in  the 
Rocky  Mormtains. 

Fee,  $40.00.  Guest  reservations  will  be  accepted 
in  order  of  receipt  of  registration  fee.  Registration 
will  be  limited.  Write:  Department  of  Continuing 
Education,  Children’s  Hospital,  Nineteenth  Avenue 
at  Downing,  Denver,  Colorado  80218. 


Ophthalmology 

Postgraduate  Medical  Education 
University  of  Colorado  School  of  Medicine 
July  8-11,  1968 

The  Stanley  Hotel,  Estes  Park,  Colorado 

The  54th  Annual  Postgraduate  Course  in  Oph- 
thalmology and  the  summer  convention  of  the 
Colorado  Ophthalmological  Society  will  be  held  at 
the  Stanley  Hotel  in  Estes  Park,  Colorado.  The 
scientific  program  will  be  presented  by  four  out- 
standing guest  speakers:  Robert  P.  Burns,  M.D., 
Portland,  Oregon;  Philip  Knapp,  M.D.,  New  York, 
New  York;  Harvey  A.  Lincoff,  M.D.,  New  York, 
New  York;  and  J.  Donald  Gass,  M.D.,  Miami, 
Florida.  Tuition  for  the  four  days  is  $80. 

The  detailed  program  will  be  available  May  1, 
1968.  Housing  information  for  accommodations 
other  than  the  Stanley  Hotel  will  be  sent  upon 
request. 

Cosponsored  by  the  Colorado  Ophthalmological 
Society,  The  Division  of  Ophthalmology  of  the 
Department  of  Surgery  and  the  Office  of  Postgrad- 
uate Medical  Education  of  the  University  of  Colo- 
rado School  of  Medicine,  4200  East  Ninth  Avenue, 
Denver,  Colorado  80220. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone  1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 
The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  G>mmonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 

for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 


fluocinolone  acetonide 


1#: 


For  everyday  topical  steroid  therapy 

S^^naw'o.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.01%— 15,  45  and  60  Cm.  tubes 
and  1 20  Cm.  jars.  Solution  0.0 1 % — 20  and  60  cc . 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar*  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  -5,15  and  60  Gm.  tubes. 


SYNTEXS 

LAeORATORIES  INC-.  PALO  ALTO.  CADE 


! 


m 

alcoholisin: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamjn  B|  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the. treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder'’ 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6-3942 


Colorado 

Dr.  Dean  W.  Hodges,  who  had  practiced  in 
Denver  for  several  years,  died  unexpectedly  on 
Saturday,  January  27,  at  his  home  in  Denver.  He 
was  66  years  old,  having  been  born  in  Speer, 
Illinois,  on  May  23,  1901. 

He  attended  public  schools  in  Toulon,  Illinois, 
and  received  his  bachelor’s  degree  from  the  Uni- 
versity of  Chicago  and  his  medical  degree  from 
Rush  Medical  School.  He  served  his  internship  at 
Denver  General  Hospital. 

Dean  and  Emily  T.  Hall  were  married  in  Toulon 
on  February  14,  1924.  They  moved  to  Denver  in 
1930.  During  World  War  II,  Doctor  Hodges  became 
a Colonel  in  the  Army  Medical  Corps.  He  was  a 
member  of  the  staffs  of  St.  Joseph’s  Hospital,  Chil- 
dren’s and  St.  Luke’s  Hospitals.  His  main  hospital 
affiliation  was  with  Presbyterian  Medical  Center, 
at  which  institution  he  served  on  many  important 
committees  through  the  years. 

He  was  a member  of  the  Denver  Medical  Society 
and  the  Colorado  Medical  Society.  His  member- 
ships also  included  the  American  Medical  Associa- 
tion, the  International  College  of  Surgeons,  and  he 
was  a diplomate  of  the  National  Board  of  Medical 
Examiners.  He  was  a member  of  the  Phi  Rho 
Sigma,  Acacia  Fraternity,  and  a long-time  member 
of  Emulation  Masonic  Lodge  No.  154. 

Besides  his  wife,  Emily,  Doctor  Hodges  is  sur- 
vived by  two  brothers,  Allan  of  Toulon  and 
Kenneth  of  Denver,  and  a sister,  Mrs.  Irene  Hen- 
derson of  Toulon. 

Interment  was  in  Fairmount  Cemetery  in  Den- 
ver. 

Thurman  “Tim”  Rogers,  a prominent  physician 
of  Sterling,  died  Monday,  February  5,  after  having 
suffered  a massive  stroke  on  Friday,  February  2, 
while  treating  a patient.  He  was  58  years  old. 

Doctor  Rogers  was  born  April  24,  1909,  in  Jack- 
son,  Michigan,  and  studied  at  Northwestern  Uni- 
versity, the  University  of  Michigan,  the  University 
of  Vienna  in  Vienna,  Austria,  and  the  University 
of  Colorado.  He  served  his  internship  at  Colorado 
General  Hospital,  and  began  practice  in  Sterling 
in  1935. 

Doctor  Rogers  worked  conscientiously  to  fur- 
ther the  cause  of  good  medicine,  and  could  always 
be  counted  on  to  do  his  best  when  called  upon. 
He  had  been  chief  of  staff  at  Logan  County  Hos- 
pital, president  of  Northeastern  Medical  Society, 
director  of  the  Colorado  Heart  Association,  and 
was  the  incoming  president  of  the  Northern  Pul- 
monary Disease  Association.  Other  memberships 


included  the  American  Heart  Association,  Ameri- 
can Thoracic  Society  and  World  Medical  Associa- 
tion. He  had  been  a long  time  member  of  the 
Colorado  Medical  Society. 

Among  the  honors  which  he  had  received  were 
awards  from  the  Junior  Chamber  of  Commerce, 
the  Colorado  Heart  Association,  the  International 
College  of  Surgeons  and  the  Pan-Pacific  Surgeons’ 
Association. 

On  April  21,  1945,  Tim  and  Phyllis  Powell  of 
Santa  Fe,  California,  were  married.  In  addition  to 
his  widow,  he  is  survived  by  his  mother,  Mrs.  T.  S. 
Rogers,  Jackson,  Michigan;  two  daughters,  Mrs. 
Herbert  L.  Wullschleger,  Denver,  and  Miss  Phyllis 
Diane  Rogers,  Sterling;  two  sons,  James  T.,  Pender, 
Nebraska,  and  John  P.,  Sterling;  a brother,  Edward 
F.  Rogers,  Jackson,  Michigan,  and  three  grandchil- 
dren. 

Dr.  Jack  D.  Bartholomew,  who  had  practiced 
many  years  in  Boulder,  and  who  had  been  forced 
to  abandon  his  practice  in  1964  because  of  ill 
health,  was  found  dead  in  his  home  in  Walnut 
Creek,  California,  where  he  had  lived  since  1966. 

Memorial  services  were  at  the  First  Congrega- 
tional Church  in  Boulder  on  February  10,  as  cre- 
mation was  done  in  CaMfomia. 

Dr.  Bartholomew  was  born  January  26,  1908, 
at  Greeley,  Colorado,  and  graduated  from  the 
local  high  school,  later  attending  Colorado  State 
University  in  Fort  Collins.  He  received  his  medical 
degree  in  1931  from  the  University  of  Colorado 
School  of  Medicine  and  remained  at  the  Colorado 
General  Hospital  as  intern,  followed  by  a year 
as  surgical  resident.  He  began  his  practice  in  1933 
at  Louisville,  Colorado,  and  moved  to  Boulder  in 
1938.  He  became  affiliated  with  the  29th  General 
Hospital  early  in  World  War  II,  later  transferring 
out  while  the  unit  was  stymied  at  Fort  Meade, 
Maryland.  He  later  became  a Lieutenant  Colonel 
in  the  Army  Medical  Corps.  Following  the  war 
he  returned  to  Boulder  in  1945  to  resume  his 
practice. 

In  May  1930,  he  and  Dorothy  Field  were  mar- 
ried, and  during  Jack’s  year  at  the  Colorado 
General  Hospital,  she  worked  in  the  Medical 
School  Book  Store. 

Survivors  include  his  widow;  a daughter,  Mrs. 
Judith  Wittle,  Berkeley,  California;  a son,  Paul, 
Phoenix,  Arizona;  a brother,  Charles,  Redwood 
City,  California,  and  two  grandchildren. 

Utah 

Dr.  Louis  E.  Viko,  eminent  Utah  cardiologist, 
died  at  his  home  on  January  17,  1968,  at  the  age 
of  71.  Bom  August  25,  1896,  in  Park  City,  Utah, 
Dr.  Viko  was  the  son  of  Eindred  and  Margaret 
Carney  Viko.  He  married  LaVaun  Clark  on  July  9, 
1927,  in  Salt  Lake  City. 

He  studied  at  the  University  of  Utah  and  grad- 
uated cum  laude  with  an  M.D.  degree  from  Har- 
vard Medical  School  in  Boston,  Massachusetts. 
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During  1920  and  1921  he  practiced  with  his  father 
in  Salt  Lake  City,  later  returning  to  the  Massachu- 
setts General  Hospital  to  serve  as  a research  resi- 
dent in  cardiology.  He  did  postgraduate  work  as 
a research  resident  in  cardiology  at  the  University 
College  Hospital,  London,  and  later  pursued  his 
studies  in  Vienna. 

Dr.  Viko,  who  practiced  as  a partner  in  cardi- 
ology and  internal  medicine  at  the  Inter-Mountain 
Clinic,  was  also  widely  known  for  his  affiliation 
with  and  service  to  the  University  of  Utah  College 
of  Medicine.  He  was  instrumental  in  having  th» 
college  changed  from  a two  to  a four-year  medical 
school,  which  change  became  effective  in  1942.  The 
college’s  first  professorship  in  cardiology,  given 
in  1956,  was  named  the  Louis  E.  Viko  Chair  of 
Cardiology  in  his  honor.  In  1960  the  tmiversity 
further  honored  him  with  a “Certificate  of  Con- 
tribution” for  his  accomplishments  while  serving 
as  a clinical  professor  to  the  College  of  Medicine, 
as  well  as  a former  member  of  the  university’s 
Board  of  Regents.  He  served  as  Salt  Lake  City 
Health  Commissioner  from  1932  to  1935,  and  was 
a member  of  the  city  Board  of  Health  until  1936. 
In  1961  he  was  appointed  as  a member  of  the 
Utah  State  Board  of  Health,  later  serving  as  chair- 
man of  the  board  from  1963-65. 

Dr.  Viko  became  the  first  president  of  the  Utah 
Heart  Association  in  1951,  and  was  subsequently 
recognized  as  honorary  permanent  president  of  the 
organization.  He  was  elected  to  serve  as  vice  presi- 
dent of  the  American  Heart  Association  in  1957, 
and  was  also  appointed  as  director  of  the  board. 
He  was  honored  in  1959  with  the  association’s 
“Award  of  Merit.” 

The  first  president  of  the  Utah  Public  Health 
Association,  he  also  served  as  president  of  the 
Dental  Service  Society,  as  well  as  a past  director 
of  the  Utah  Tuberculosis  Association.  In  addition 
he  served  as  chairman  of  the  Legislative  Labor- 
Industry  Committee,  which  drafted  Utah’s  first 
occupational  disease  compensation  law.  In  1965  he 
was  appointed  as  cardiovascular  consultant  to  the 
U.  S.  Disability  Determination  Department. 

Dr.  Viko  served  as  president  of  the  Utah  State 


Medical  Association  during  1936-37.  He  was  former 
chief  of  staff  of  the  L.D.S.  Hospital,  and  was  a 
member  of  the  University  and  Veterans  Hospital 
staffs.  He  was  also  a courtesy  staff  member  of  the 
Holy  Cross  Hospital.  His  membership  in  medical 
organizations  included  a fellow  and  past  Utah 
governor  of  the  American  College  of  Physicians, 
and  fellow  of  the  American  College  of  Cardiology. 
He  was  board  certified  in  internal  medicine  and 
cardiology. 

Dr.  Viko  is  survived  by  his  widow;  two  chil- 
dren, Mrs.  Jack  R.  (Margaret  Ellen)  Coombs, 
Montreal,  Canada,  and  Paul  Eindred  Viko,  Chi- 
cago; also  three  grandchildren. 

Dr.  Bussell  G.  Frazier  died  January  14,  1968,  in 
Salt  Lake  City  of  cancer.  He  was  74. 

An  avid  outdoorsman.  Dr.  Frazier  was  famous 
for  his  many  river  exploration  trips  during  the 
1930’s  and  was  in  fact  one  of  the  first  persons  to 
successfully  run  many  rivers  in  the  western  United 
States.  He  was  perhaps  most  famous  for  his  ap- 
pointment as  head  physician  and  surgeon  on  Ad- 
miral Richard  E.  Byrd’s  third  expedition  to  the 
South  Pole  during  1939-41.  He  was  later  awarded 
a Congressional  Medal  for  a special  study  of  dia- 
betes he  made  while  at  Little  America.  In  recogni- 
tion of  his  many  exploits.  Dr.  Frazier  was  awarded 
a membership  in  the  famous  and  exclusive  New 
York  Explorers’  Club  and  a fellowship  in  the  Royal 
Geographical  Society  of  London. 

He  came  to  Utah  in  1919  as  the  physician  for 
the  Utah  Copper  Mines  in  Bingham  and  remained 
in  the  position  until  his  retirement  in  1951.  Born 
in  Frazier’s  Bottom,  West  Virginia,  July  5,  1893, 
Dr.  Frazier  received  his  medical  degree  from  the 
University  of  Louisville  School  of  Medicine.  He 
also  received  an  honorary  Doctor  of  Science  degree 
from  Morris  Harvey  College  at  Charleston,  West 
Virginia. 

Dr.  Frazier  married  Irene  Johnson  in  Louisville 
on  July  28,  1919.  She  survives  him  as  do  his  son 
Russell,  Loudonville,  N.  Y.,  and  two  daughters, 
Mrs.  Jean  Knight,  Reno,  Nevada,  and  Mary  Fran- 
ces Strathairn,  San  Anselmo,  California,  and  eight 
grandchildren. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

CRfeO 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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Upper  respiratory  infection!  I thought  everything 
was  a ^ virus’  these  days 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 


And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  meilitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen.  500  mg. 


PITIVSAN-r^OiJRE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Aquisitions 

The  Allergic  Asthmatic:  By  Irvin  Caplin,  M.D.  Springfield. 
111.,  1967,  Thomas.  105  p.  Price:  $4.75. 

Allergy:  By  Allergy  Foundation  of  America.  New  York,  1967, 
Grosset.  94  p.  Price:  $0.95. 

Black  Market  Medicine:  By  Margaret  B.  Kreig.  Englewood 
Cliffs,  N.  J.,  1967,  Prentice-Hall.  304  p.  Price:  $0.95. 

Cardiac  Function  in  Health  and  Disease:  By  Robert  J.  Marshall. 
Phila.,  1988,  Saunders.  409  p.  Price:  $18.00. 

Cardiac  Radiology:  By  Edward  P.  Dunne.  Phila.,  1967,  Lea  & 
Febiger.  256  p.  Price:  $12.50. 

Current  Pediatric  Therapy:  By  Sydney  S.  Gellis  and  Benjamin 
M.  Kagan.  PhUa.,  1968,  Saunders.  1029  p.  Price;  $22.50. 

Drugs:  By  Walter  Modell  and  Alfred  Lansing  and  editors  of 
LIFE.  New  York,  1967,  Time,  Inc.  200  p.  Price:  $4.95.  Gift. 

The  1968  Drugs  of  Choice:  By  Walter  Modell.  St.  Louis,  1967, 
Mosby.  907  p.  Price:  $17.75. 

Endocrine  and  Aging:  By  Leo  Gitman.  Springfield,  111.,  1967, 
Thomas.  305  p.  Price:  $12.50. 

Exhaustion:  Causes  and  Treatment:  By  Sam  Earl  Roberts. 
Emmaus,  Pa.,  1967,  Rodale  Books.  262  p.  F*rice:  $5.95. 

The  Feminine  Mind  and  Body:  By  Joseph  Chapman.  New 
York,  1%7,  Philosophical  Lib.  325  p.  Price:  $6.95. 

Fundamentals  of  Immunology:  By  William  C.  Boyd.  New 
York,  1966,  Interscience  Lib.  773  p.  Price:  $14.95. 

Garlock’s  Surgery  of  the  Alimentary  Tract:  By  John  L.  Gar- 
lock.  New  York,  1967,  Appleton-Century-Crofts.  494  p.  Price: 
$19.50. 

Hearing  Enhancement;  By  John  A.  Vicoreen.  Springfield,  111. 
1960,  Thomas.  183  p.  Price:  $7.50. 

LSD,  Man  and  Society:  By  Richard  C.  DeBold.  Middletown, 
Conn.,  1967,  Wesleyan  Press.  219  p.  Price:  $5.00. 

The  Pathology  of  Diabetes  Mellitus;  By  Warren  Shields. 
Phila.,  1966,  Lea  & Febiger.  528  p.  Price:  $16.50. 

Patients,  Doctors  and  Families:  By  Faye  C.  Lewis.  Garden 
City,  N.  Y.,  1968,  Doubleday.  240  p.  Price:  $4.95. 

Principles  of  Nuclear  Medicine:  By  Henry  N.  Wagner.  Phila., 
1968,  Saunders.  896  p.  Price:  $27.50. 

Surgery  of  the  Small  Intestines  in  the  Adult:  By  Bentley  P. 
Colcock  and  John  W.  Braasch.  Phila.,  1968,  Saunders.  220  p. 
Price:  $12.00. 

Ultrastructural  Aspects  of  Disease:  By  Donald  West  King. 
New  York,  1967,  Harper  & Row.  279  p.  Price:  $11.25. 

Vascular  Diseases  of  the  Lung:  By  Harold  A.  Lyons,  ed. 
Springfield,  111.,  1967,  Thomas.  196  p.  Price:  $12.75. 

Vision:  Its  Development  in  Infant  and  Child;  By  Arnold 
Gesell.  New  York,  1968,  Stechut  Hafner.  239  p.  Price:  $11.50. 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 


DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


76 


Rocky  Mountain  Medical  Journal 


Serpasil -Esidrix  # 1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


Serposil-Esidrix  #2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Additional  Trustees:  William  A.  H.  Rettberg,  Denver,  1968; 
Richard  L.  Davis,  La  Junta,  1968;  Robert  W.  Ludwick,  Ster- 
ling, 1969;  Geno  Saccomanno,  Grand  Junction,  1969;  Kenneth 
A.  Platt,  Westminster,  1970;  Joel  R.  Husted,  Boulder,  1970. 

Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  19691;  Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 

Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  ( 303) 

Montana  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vice  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena. 
Executive  Committee:  Alfred  M.  Fulton,  Billings;  Mark  B. 
Listerud,  Wolf  Point;  Oscar  A.  Swenson,  Sidney;  John  A. 
Newman,  Butte;  William  S.  Harper,  Helena;  Herbert  T. 
Caraway,  Billings;  Robert  W.  Thometz,  Butte;  Paul  J.  Gans, 
Lewistown;  A.  L.  Vadheim,  Bozeman. 

Immediate  Past  President:  Albert  L.  Vadheim,  Bozeman. 
Delegate  to  the  American  Medical  Association:  Herbert  T. 
Caraway,  Billings. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  Jr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St., 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 


Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal; 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 

EXECUTIVE  COMMITTEE:  Richard  A.  Petty,  Carson  City; 
Harry  J.  McKinnon,  Jr.,  Las  Vegas;  V.  A.  Salvadorini,  Reno; 
Leslie  A.  Moren,  Elko;  Thomas  S.  White,  Boulder  City; 
William  A.  Bentley,  Las  Vegas;  Thomas  K.  Hood,  Elko;  V.  E. 
Elliott,  Fallon;  John  P.  Sande,  Reno;  Donald  D.  Wicker,  East 
Ely;  William  M.  Tappan,  Reno. 

HOUSE  OF  DELEGATES:  Clark  County  Medical  Society: 
William  B.  A.  Bentley,  Chairman;  Robert  R.  Belliveau;  Hugh 
C.  Follmer;  William  B.  Harris;  Leonard  H.  Raizin;  Anthony 
J.  Carter;  Theodore  Jacobs;  LeRoy  A.  Wolever;  Kenneth  E. 
Turner.  Elko  County  Medical  Society:  Thomas  K.  Hood. 
Lahontan  Basin  Medical  Society:  V.  E.  Elliott.  Washoe  County 
Medical  Society;  J.  Malcolm  Edmiston;  Frank  E.  Roberts; 
Arthur  E.  Scott;  John  P.  Sande;  John  W.  CaUister;  William 
R.  Feltner;  George  J.  Furman;  Carl  L.  Sauls.  George  T. 
Smith.  White  Pine  County  Medical  Society:  Donald  D.  Wicker. 
COUNTY  SOCIETY  PRESIDENTS,  SECRETARY-TREASUR- 
ERS, AND  EXECUTIVE  SECRETARIES:  Clark  County:  Ken- 
neth E.  Turner,  President:  Alan  W.  Feld,  Secretary-Treasurer; 
Mrs.  Dorothy  Temple,  Executive  Secretary.  Elko  County; 
Eugene  H.  Bastien,  President;  John  M.  Read,  Secretary-Treas- 
urer; Mr.  Kermeth  CkK>k,  Executive  Secretary.  Lahontan 
Basin:  David  S.  LaMure,  Sr.,  President;  Charles  F.  Veverka, 
Secretary-Treasurer.  Washoe  County:  Donald  F.  Guisto,  Pres- 
ident; John  M.  Davis,  Secretary-Treasurer;  Mrs.  Evelyn 
Hilsabeck,  Executive  Secretary.  White  Pine  County:  J.  Kendall 
Jones.  President;  Reed  J.  Anderson,  Secretary-Treasurer;  Mr. 
Larry  J.  Dunton,  Executive  Secretary. 

STATE  OFFICERS— WOMAN’S  AUXILIARY  TO  NSMA:  Pres- 
ident, Mrs.  Wilmer  Allen.  Las  Vegas:  President-elect.  Mrs. 
M.  A.  Sonderegger,  Reno;  First  Vice  President.  Mrs.  Olin  C. 
Moulton,  Reno;  Second  Vice  President,  Mrs.  Ellsworth  Uhler, 
Las  Vegas:  Corresponding  Secretary,  Mrs.  William  A.  O’Gor- 
man, Las  Vegas;  Recording  Secretary,  Mrs.  Hugh  C.  Follmer, 
Las  Vegas;  Treasurer,  Mrs.  V.  A.  Salvadorini,  Reno;  Assistant 
Treasurer,  Mrs.  Gilbert  G.  Lenz,  Reno;  Immediate  Past  Presi- 
dent, Mrs.  Lawrence  Russell,  Reno. 

NSMA  STANDING  COMMITTEES 

PROGRAM  AND  ARRANGEMENTS:  Theodore  Jacobs,  Chair- 
man; John  W.  Grayson.  Jr.;  Kirk  V.  Cammack;  Harris  W. 
Knudson. 

CONSTITUTION  AND  BY-LAWS:  Lowell  J.  Peterson.  Chair- 
man; James  N.  Greear,  Jr.;  Harold  L.  Miller;  William  A. 
O’Brien,  III;  Donald  D.  Wicker:  Ellsworth  P.  Uhler;  LeRoy  A. 
Wolever 

LEGISLATIVE:  V.  A.  Salvadorini,  Chairman;  Fred  M.  Ander- 
son; John  W.  CaUister;  Richard  D.  Grundy;  Joseph  M.  George, 
Jr.;  David  S.  LaMure,  Sr.;  Charles  D.  Lanning:  Harry  J. 
McKinnon,  Jr.;  Leslie  A.  Moren;  John  E.  Palmer:  John  M. 
Read:  William  A.  Teipner;  Kermeth  E.  Turner;  Donald  D. 
Wicker;  Donald  I.  Mohler. 

INSURANCE:  Harry  J.  McKinnon.  Jr.,  General  Chairman: 
Charles  D.  Lanning,  SAMI  Chairman;  William  M.  Tappan. 
Advisory  to  NIC  Chairman;  O.  H.  Christofferson : Jurgens 
H.  Bauer;  John  W.  CaUister;  James  A.  Gorman,  Jr.:  Joseph 
M.  George,  Jr.;  Robert  K.  Myles;  Richard  D.  Grundy:  John 
M.  Read:  Richard  C.  Sheretz;  Thomas  S.  White;  Arthur  E. 
Scott. 

MILITARY  AND  VETERANS  AFFAIRS:  Everett  C.  Freer. 
Chairman;  S.  N.  Landis;  Thomas  D.  Armour.  Jr.;  Alan  J. 
Roche;  Douglas  R.  Collier,  Jr.;  Edward  J.  Dehne. 

FINANCE.  BUDGET  AND  BUILDING:  William  A.  O’Brien, 
III,  Chairman:  Joseph  M.  George,  Jr.;  Wesley  W.  Hall;  John 
M.  Read;  V.  A.  Salvadorini;  Thomas  S.  White. 
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PUBLIC  HEALTH:  Richard  C.  Sheretz,  Chairman;  Harold  L. 
Miller:  Reed  J.  Anderson;  Daniel  J.  Hurley:  Harold  L.  Boyer; 
John  R.  Connolly:  John  M.  Davis;  V.  E.  Elliott;  Jack  S. 
Harper;  Francis  M.  Keman;  George  T.  Manilla;  Richard  J. 
Browning;  Otto  Ravenholt. 

Tuberculosis:  Richard  J.  Browning,  Chairman;  Reed  J. 
Anderson:  John  W.  Denser:  John  R.  Ervin;  Harold  L. 
Feikes;  George  T.  Manilla;  Karl  S.  Hazeltine;  Parvin  M. 
Jacobs;  C.  Robert  Locke;  Peter  Rowe;  Ben  B.  Gelfand; 
Horace  R.  Getz. 

Cancer  Commission:  Hugh  C.  Follmer,  Chairman,  1970; 
Fred  M.  Anderson,  1970;  Donald  T.  Hlubucek,  1970;  Hugh 
S.  Collett,  1970;  James  Y.  Clarke,  1968;  John  M.  Watkins, 
1968;  Robert  R.  Belliveau,  1969;  John  W.  Callister,  1969; 
Kenneth  F.  Maclean,  1969;  Harold  L.  Boyer,  1968. 

Rural  and  Indian  Health:  V.  E.  Elliott,  Chairman;  Eugene 

H.  Bastien;  George  C.  Douglas;  Robert  L.  Brown;  Ronald 
C.  Dougan;  Harry  V.  Gibson;  J.  Kendall  Jones;  David  S. 
LaMure,  Sr.;  Nicholas  A.  Lorusso. 

Industrial  Health:  Earl  M.  Best,  Jr.,  Chairman;  John  R. 
Connolly;  William  B.  Ririe;  Thomas  K.  Hood;  Walter  F. 
Quinn;  Peter  Rowe. 

PUBLIC  RELATIONS:  Kirk  V.  Cammack,  Co-Chairman; 
Charles  D.  Banning,  Co-Chairman:  Kenneth  E.  Turner;  An- 
thony J.  Carter;  Hugh  S.  Collett:  J.  Kendall  Jones;  Mortimer 
S.  Falk;  Leo  D.  Nannini;  John  I.  Pretto;  Roderick  D.  Sage; 
John  P.  Sande;  Jack  S.  Harper. 

WOMAN’S  AUXILIARY  ADVISORY:  Wilmer  L.  Allen,  Chair- 
man; Jurgens  H.  Bauer;  John  M.  Davis;  Gilbert  G.  Lenz: 
Noah  Smemoff;  M.  A.  Sonderegger;  V.  A.  Salvadorini; 
Ellsworth  P.  Uhler. 

CIVIL  DEFENSE  AND  CATASTROPHIC  DISASTER:  James 
R.  Herz,  Chairman;  John  W.  Batdorf;  Eugene  H.  Bastien; 
Dennis  G.  Campton;  V.  E.  Elliott;  William  B.  Harris;  Thomas 
D.  Armour:  Eldward  J.  Dehne;  William  R.  King;  James  H. 
Lyman;  Leonard  H.  Raizin;  Mark  L.  Herman,  ex-officio. 
OBITUARY:  Mary  H.  Fulstone;  William  B.  Ririe;  John  R. 
McDaniel,  Jr. 

HISTORIAN:  Fred  M.  Anderson,  Chairman:  Clare  W.  Wood- 
bury: Leslie  A.  Moreji;  Richard  D.  Grundy;  Robert  K.  Myles; 
WilUam  B.  Ririe. 

SPECIAL  COMMITTEES 

AGING:  Francis  M.  Keman,  Chairman;  Roger  S.  Seyferth; 
Frederick  D.  Elliott;  Karl  Hazeltine;  Joseph  LaMuncusa; 
Walter  D.  Bigford;  Lawrence  A.  Russell. 

ALCOHOLISM  AND  DRUG  ABUSE:  WiUiam  L.  Mason,  Jr., 
Chairman;  Richard  W.  Brown;  Charles  E.  Fleming,  Jr.;  E.  F. 
Hanson;  Lucien  H.  Imboden;  R.  Craig  Dougan:  Richard  C. 
Gilmore;  Ralph  W.  Hemington. 

BLOOD  BANK:  James  D.  Barger,  Chairman;  Robert  R.  Belli- 
veau; Hugh  S.  Collett;  William  R.  King;  Thomas  E.  Hall; 
William  B.  Ririe. 

ADVISORY  COMMITTEE  TO  HOSPITALS,  NURSING  HOMES, 
AND  EXTENDED  CARE  FACILITIES)  Walter  D.  Bigford, 
Chairman;  John  M.  Read;  V.  E.  Elliott:  Reuben  Zucker;  Roy 
M.  Peters:  John  P.  Sande;  Robert  A.  Oster;  Charles  F. 
Ververka;  Gerald  J.  Sylvain;  Donald  D.  Wicker. 

CRIPPLED  CHILDREN’S  ADVISORY:  William  M.  Teipner, 
Chairman:  Anthony  J.  Carter;  Richard  H.  Baker;  Gerald  L. 
Dales,  Jr.;  Thomas  K.  Hood;  Lillian  Hoops;  Edward  H.  Kopf; 
George  F.  Magee;  John  E.  Palmer;  Kermit  J.  Ryan;  Armand 
J.  Scully. 

MATERNAL  AND  CHILD  HEALTH: 

Maternal  Health: 

Northern  Nevada:  Robert  L.  Stewart,  Chairman;  Donald 

I.  Mohler;  George  L.  Moore;  George  C.  Douglas;  J. 
Kendall  Jones. 

Southern  Nevada:  Emil  Cava,  Chairman;  Kenneth  E. 
Turner;  O.  H.  Christoff ersen ; LeRoy  A.  Wolever;  Robert 
P.  O’Donnell;  Sol  De  Lee;  Otto  H.  Ravenholt,  ex-officio. 
Infant  and  Child  Care:  John  E.  Palmer,  Chairman;  Anthony 

J.  Carter;  Reed  J.  Anderson;  George  T.  Manilla;  Thaddeus 
Cap;  John  R.  Connolly;  Richard  D.  Grundy. 

NURSE  LIAISON:  Lowell  J.  Peterson,  Chairman;  Richard  J. 
Browning;  O.  H.  Christoff  ersen;  Charles  E.  Fleming,  Jr.; 
Mark  B.  Raymond;  Ray  C.  Wixon. 

MEDICAL  ADVISORY  TO  VOCATIONAL  REHABILITATION: 
Walter  D.  Bigford,  Chairman;  Leslie  A.  Moren;  Gawinn  B. 
Gardner;  Charles  F.  McCuskey,  Jr.;  William  B.  Harris;  Donald 
D.  Wicker;  Edward  H.  Kopf;  Joseph  S.  LaMancusa;  R.  Craig 
Dougan. 

MEDICINE  AND  RELIGION:  Henry  Stewart,  Chairman;  J. 
Stephen  Phalen;  Robert  F.  Biglin;  George  J.  Madsen;  Harold 
L.  Miller;  Leslie  A.  Moren;  Edwin  W.  Prentice;  William  B. 
Ririe. 


MEDICAL  ASSISTANTS  ADVISORY:  Thomas  N.  Carmena, 
Chairman;  Dennis  G.  Campton;  John  R.  Ervin;  Everett  C. 
Freer;  Wesley  W.  Hall;  Thomas  K.  Hood;  Hoyt  B.  MUes,  Jr.; 
Robert  A.  Oster;  William  E.  Simpson;  Glenn  W.  Tueller. 
PROFESSIONAL  EDUCATION,  MEDICAL  SCHOOLS  AND 
SCHOLARSHIPS:  William  A.  O’Brien  III,  Chairman;  Fred 
M.  Anderson;  Jurgens  H.  Bauer;  Hugh  S.  Collett:  Hugh  C. 
Follmer;  Wesley  W.  Hall;  Louis  E.  Lombardi;  Richard  D. 
Grundy;  David  L.  Roberts:  George  T.  Smith;  Adrien  Ver 
Brugghen;  Thomas  S.  White;  Donald  D.  Wicker;  Reuben 
Zucker;  David  S.  LaMure,  Sr.;  Richard  C.  Sheretz. 

PUBLIC  SAFETY  AND  EMERGENCY  MEDICAL  CARE:  (In- 
cludes Athletics  and  School  Health,  Home  and  Highway  Safety, 
Training  of  Ambulance  Drivers,  etc.)  John  W.  Batdorf,  Chair- 
man; Donald  D.  Wicker;  William  R.  King;  James  A.  Gorman; 
Thomas  K.  Hood;  John  C.  Kelly;  Edwin  W.  Prentice;  WiUiam 
B.  RydeU,  Jr.;  Claiboume  P.  Shonnard;  William  K.  Stephan; 
LeRoy  A.  Wolever. 

MENTAL  HEALTH  COUNCIL:  WiUiam  D.  O’Gorman,  Chair- 
man, 1969;  J.  Kendall  Jones,  1970;  Richard  C.  Gilmore,  1970; 
Alan  J.  Roche,  1970;  Joel  G.  Holmes,  1968;  J.  Stephen  Phalen, 
1968;  Henry  Stewart,  1968;  Richard  W.  Brown,  1969;  John  M. 
Read,  1969. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE:  Harry  J. 
McKinnon,  Jr.,  Chairman  and  Journal  Editor,  1970;  Joseph  M. 
George,  Jr.,  1968;  Thomas  K.  Hood,  1969;  Robert  V.  Broadbent, 
1970;  WiUiam  R.  Feltner,  1971. 

AD  HOC  COMMITTEES: 

Quackery:  Charles  D.  Lanning,  Chairman;  Donald  F.  Guisto; 
David  S.  LaMure,  Sr.;  J.  KendaU  Jones;  Eugene  H.  Bastien; 
Kenneth  E.  Turner;  Alan  W.  Feld;  John  M.  Read;  Reed  J. 
Anderson;  Charles  F.  Veverka;  John  M.  Davis. 

Study  Revisions — Medical  Practice  Act:  Kenneth  F.  Maclean, 
Chairman:  John  M.  Read;  Joseph  M.  George,  Jr.;  Richard 
D.  Grundy;  Harry  J.  McKinnon,  Jr.;  William  M.  Tappan. 
NEVADA  MEDICAL  CARE,  INC:  John  M.  Read,  President; 
Jack  S.  Hirsh,  First  Vice  President;  Donald  D.  Wicker,  Second 
Vice  President:  Joseph  M.  George,  Jr.,  Secretary-’Treasurer; 
V.  E.  Elliott,  Member-at-Large. 

NEVADA  PHYSICIANS  SERVICE,  INC.:  Arthur  E.  Scott, 
President:  Richard  C.  Sheretz,  Vice  President;  WilUam  M. 
Tappan,  Secretary-’Treasurer;  Reed  J.  Anderson;  Joseph  M. 
George,  Jr.;  Richard  D.  Grundy;  Charles  D.  Lanning;  John 
M.  Read;  Peter  Rowe. 

NEVADA  BLUE  SHIELD  PLAN:  Harry  J.  McKinnon,  Jr., 
president;  Charles  D.  Lanning,  Vice  President:  Mr.  Jordan 
Crouch,  Secretary-’Treasurer;  Mr.  Nelson  B.  Neff,  Executive 
Director;  Mr.  Arthur  Smith;  Mr.  John  Morman;  Mr.  Robert 
McAdam;  Richard  D.  Grundy;  John  W.  CaUister;  WiUiam  M. 
Tappan;  Arthur  E.  Scott;  John  M.  Read;  Thomas  S.  White. 


Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Honorary  President:  Wilford  J.  Reichmann,  St.  George. 
Additional  Trustees:  Box  EUder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City,  1969;  Cache  Valley  Medical  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society, 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1969;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton. 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1968;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Delegate  to  the  Ameriean  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  Wilford  G. 
Biesinger,  SpringviUe. 
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New  Mexico  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque, 
framed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque:  Telephone  265-8494,  area  code 
505. 


Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session, 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesicuSation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


330—8/6135 
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y^SOCiErr^ 
/ Of  \ 
PROPESSIONAT 
BUSINESS 

consultants 


MEMBER  FIRM 


A part  of  all  you  earn 

is  yours  to  keep  . . . 

Are  you  keeping  enough  of  what  you  earn  in 
your  practice?  . . . Are  you  really  sure?  That’s 
one  of  the  important  questions  an  expert  counselor 
from  Professional  Management  Midwest  can  help 
you  answer. 

Your  PMM  representative  has  over  22  years 
accumulation  of  statistical  data  and  sound  solu- 
tions to  practice  management  problems  at  his 
disposal.  He’s  enthusiastic  about  his  career.  He 
has  one  thing  on  his  mind — “How  can  I help  my 
clients  make  their  practice  more  enjoyable  and 
profitable.” 

He  knows  how  to  identify  problem  areas  in  your 
practice,  and  how  to  help  you  solve  them.  He  can 
show  you  how  to  make  the  operation  of  your 
practice  more  profitable  and  how  to  realize  the 
maximum  growth  from  your  investments. 

Let  him  show  you  how.  Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  3-6-9-68 


PREMIUM 

QUALITY 


AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


WANTED:  EMERGENCY  ROOM  work  in  metropolitan  area 
in  New  Mexico.  Have  Pennsylvania  license.  Please  give  par- 
ticulars in  reply.  Will  arrange  time  for  personal  interview  if 
expenses  are  paid.  Reply  to  Box  368-8-lB,  Rocky  Mountain 
Medical  Jotimal,  1809  East  18th  Avenue,  Denver,  Colorado 
80218.  368-8-lB 


SPACE  AVAILABLE — over  1,000  square  feet  ground  level 
suite  in  building  with  doctors  who  have  an  established 
practice.  Plenty  of  parking  space.  Reply  to  Anthony  Jersin, 
5809  W.  38th  Avenue,  Denver,  Colorado  80212.  Telephone  (303) 
421-3320.  368-7-lB 


RECENTLY  VACATED  PHYSICIANS’  office  in  rapidly  grow- 
ing west  side  of  Fort  Collins,  Colorado.  Excellent  opportunity 
for  new  physician.  If  you  are  interested  please  call  303-484-3767 
in  Port  (iloUins  or  write  Richard  L.  Penfold,  M.D.,  1025  Lemay 
Avenue,  Suite  5,  Fort  Collins,  Colorado  80521.  368-6-1 


WANTED:  GENERAL  PRACTTnONER  OR  INTERNIST  to 
join  three  GPs,  Board  Certified  Surgeon  and  Pediatrician  in 
group  practice.  Located  in  center  of  Ski  Country,  USA.  New 
office  building  under  construction,  adjacent  to  modem  hos- 
pital. For  information  write  to  Glenwood  Medical  Associates, 
Glenwood  Springs,  Colorado  81601.  Phone:  303-945-5441. 

368-5-3 


OFFICE  SPACE  FOR  RENT  in  downtown  Colorado  Springs 
with  fifteen  other  doctors  and  dentist  and  pharmacy.  Reason- 
able rent.  Dr.  L.  O.  Haney,  Professional  Building,  104  E.  St. 
Vrain,  Colorado  Springs,  Colorado  80902.  368-4-1 


PRICELESS  COLORADO  OPPORTUNITY.  No  investment. 

Walk  into  magnificent  practice  grossing  over  $65,000.  Busy 
G.P.  leaving  for  radiology.  Ideal  for  Internist,  GP,  Ob-Gyn, 
and/or  Pediatrician.  Community  could  support  all  four  very 
well.  Aggressive  town  8500  serving  area  of  25,000.  Excellent 
hospital,  schools,  hunting,  fishing,  water  skiing.  Beautiful 
completely  equipped  office.  Seven  years  medical  records.  Well 
trained  office  staff.  Perfect  community  in  which  to  live  and 
raise  family.  You  are  out  of  your  tree  if  you  don’t  look  into 
this.  G.  W.  Eklund,  M.D.,  Box  230,  Lamar,  Colorado.  368-1-3 


ALBUQUERQUE,  NEW  MEXICO— Executor  wUl  sub-let  office 
with  389  sq.  ft.  in  one  of  Albuquerque’s  better  medical 
centers.  For  information  write  Trust  Dept.,  First  Nat’l  Bank 
in  Albuquerque,  P.  O.  Box  1305,  Albuquerque,  New  Mexico. 

168-1-3B 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7. 

1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  1267-7-6 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


FOR  RENT:  Vail,  Colorado.  Family  units  with  Lord  Gore 
Club  use — in  Vail  West.  Couples  $18.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write  Dr.  Hartlaub, 
399-0310,  570  Detroit  Street,  Denver,  Colo.  80206.  1167-5-5B 


A YOUNG,  ENTHUSIASTIC  BOARD  CERTIFIED  or  qualified 
obstetrician  and  gynecologist  with  military  obligation  com- 
pleted is  wanted  to  join  young  man  in  rapidly  growing 
practice  in  Rocky  Mountain  area.  Salary  and  then  percentage 
leading  to  partnership.  Reply  to  Box  268-2-3,  Rocky  Mountain 
Medical  Journal,  1809  East  18th  Avenue,  Denver,  Colorado 
80218.  268-2-3 


GP  DESIRES  PARTNERSHIP  with  young  solo  or  2-3  man 
group  in  midwest.  Prefer  Colorado  or  Nebraska.  Private 
practice  past  4 years.  Reply  to  Box  368-3-lB,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218. 

368-3-lB 


PHYSICIAN  HEALTH  OFFICER— for  Pueblo  City-County 
Health  Department.  Headquarters — Pueblo,  Colorado.  Start- 
ing salary  $21,000,  plus  moving  expenses  up  to  $1,500.  Position 
requires  M.P.H.  Contact  Dalton  Roberts,  Administrative  Of- 
ficer, Colorado  State  Department  of  Public  Health,  4210  East 
11th  Avenue,  Denver,  Colorado  80220.  368-2-2B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 

Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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OFFICE  BTniNITURE  AND  EQUIPMENT  FOR  SALE.  Exam- 
ining tables,  adult  scales,  baby  scales,  posting  machine, 
desks,  chairs  and  couch.  Contact  Mrs.  H.  B.  Ellis,  1816  Wood 
Avenue,  Colorado  Springs,  Colorado.  268-4-3. 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  hunting.  Newly  completed  addition  to 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  WUl  exchange  references.  Contact  H.  W.  Roth, 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


OB-GYN,  Board  certified,  35,  desires  association  with  other 
Ob-Gyn  Rocky  Mountain  area.  Military  service  completed. 
References.  Reply  to  Box  168-2-3B,  Rocky  Mountain  Medical 
Journal,  1809  E.  18th  Ave.,  Denver,  Colo.  80218.  168-2-3B 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f i Telephone 

Denver  80202^  534-8714 


You 

Can 

Order 

REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE  Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


ALBUQUERQUE 
268-6736  (t^ays) 
137  San  Pedro  Drive  N.E. 

Franchise  Holder 


Here,  catch  [ 
these  Cough 
Calmers.  You  can  j 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer'”  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®;  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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When  Disability  Strikes..  • will  you  still  have  an  income 


to  live  on?  Be  sure!  Offer 
of  CMS  Disability 

PAYS  up  to  $800.00  o month  when  you're  sick  or  hurt 
and  can't  work!  This  is  tax-free  cash  to  spend  as  you  wish 
— to  buy  groceries,  pay  the  rent,  the  utilities,  or  any  other 
living  expenses.  And  thanks  to  the  group  purchasing  power 
of  your  Society,  you  are  able  to  purchase  this  outstanding 


your  family  the  extra  security 
Income  Protection! 

protection  ot  Low  Association  Group  rates  that  save  you 
money. 

For  full  details  on  this  truly  remorkable  plan  of  disability 
income  protection,  complete  end  mail  the  coupon  below 
today. 


JnttoJuctnf  MEDIPHONE 

Mediphone  is  a new  service  from  Mutual  of  Omaha  that  can  save  you  valuoble  time  ond  money.  Now, 
to  furnish  Mutuol  of  Omaha  the  information  necessary  to  qualify  on  opplicant  for  insurance,  you  simply 
dictate  the  information  requested  into  your  telephone,  relieving  you  and  your  staff  of  burdensome, 
time-consuming  work.  Send  for  your  free  copy  of  a pamphlet  describing  Mediphone  in  full  detail. 


Underwritten  by 


Mutual 


OF  OMAHA^ 

Mutual  of  Omaha  Insurance  Company 

T/ie  Company  that  pays 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebr. 
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Vincent  Anderson  Agency 

Mutual  of  Omaha 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colorado  S0202 

Please  rush  me  full  details  on  the  Society's  disability  income  plan  plus  my  free 
copy  of  pamphlet  describing  the  advantages  of  Mediphone. 
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THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4>8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McQellan,  M.D. 
James  E.  Edwards,  M.D. 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 
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College  of  Physicia 
19  South  22nd  Stree 
Philadelphia,  Penn? 


Dilantin’ 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Diiantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


i 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,, erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


I 


;3R0MSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING.  INC. 


( Bspoa ) 
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Picture  of 
a sprained  shoulder 

i 

I Parafon  Forte  helps  to  relieve  pain, 
j restore  mobility. . . stop  pain-spasm  feedback 

t Here  is  why.  Parafon  Forte  provides : 

^ a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 

ii  gastric  mucosa  so  often  associated  with  salicylate 
I therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
I 6-hour  span  of  action^... to  retain  effectiveness  even 
ij  on  continued  administration^. ..but  not  likely  to  have 
|i  the  central  effects  of  tranquilizing  compounds.® 

;;  Prescribe  Parafon  Forte  for  effective  spasmolysis 
I and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
U;  Your  patients  will  appreciate  the  restored  comfort 
w and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  ™lets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316. 
1965.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. ; The  Pharmacologrical  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  ef  oZ. ; Dis. 

Nerv.  Syst,  25:4Z0,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Thcr.  5:871, 

1964.  *U.S.  PATENT  NO.  2.895,877 

McNEIL  laboratories,  INC.,  FORT  WASHINGTON,  PA, 


( McNEIL 


my 

gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


Myianta 

aluminum  and  magnesium  hydroxide  plus  simethicone 

a solution 
to  peptic  ulcer 
distress 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone, 

Prolonged  acceptance  confirmed- 
in  87.5®/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy 

Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains;  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine' 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine  Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 


With  Novahistine  LP  tablets  and  Novahistine 
Singler"  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


Nothing else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  itN 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  IVarnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood>.  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Annual  Meeting,  Colorado 
Academy  of  General  Practice 

Estes  Park  Conference  YMCA  Ranch 
Estes  Park,  Colorado 
June  8-9, 1968 


Saturday,  June  8, 1968 

10:00  a.m. — Shocking  News  about  Shock 
Philip  Thorek,  M.D. 

General  Surgeon,  Chicago,  Illinois 

1:00  p.m. — Clinical  workshop  demonstrating  prac- 
tical pointers  as  follows: 

Pediatric  foot  problems 

Leonard  Berk,  M.D.,  Denver,  Colorado 

Common  skin  problems 

Max  Greenlee,  M.D.,  Boulder,  Colorado 

Hearing  problems 

Dr.  Marlin  E.  Weaver,  M.D.,  Denver,  Colorado 

Common  eye  problems 

Dr.  Ted  Wills,  Greeley,  Colorado 

Infant  resuscitation 
Speaker  to  be  announced 

6:00  p.m. — Dinner 

B.  F.  Jackson,  M.D.,  Longmont,  Colorado 


Sunday,  June  9, 1968 

9:30  a.m. — Common  Eye  Injuries 

Ted  Wills,  M.D.,  Greeley,  Colorado 

10:15  a.m. — Pediatric  Urological  Problems 
William  Campbell,  M.D.,  Denver,  Colorado 

11:00  a.m. — Only  an  Appendix 

Philip  Thorek,  M.D.,  Chicago,  Illinois 


20th  Annual  Meeting 

The  Southwestern  Surgical  Congress 

Brown  Palace  Hotel 
Denver,  Colorado 
April  22-25, 1968 


Colorado  Section 
International  College  of  Surgeons 

Broadmoor  Hotel 
Colorado  Springs,  Colorado 
April  20,  1968 

8:30  a.m. — The  Atomic  Bomb  Casualty  Commission 
— Past  and  Present 

Clifford  K.  Wanebo,  M.D.,  Resident  in  Surgery, 
University  of  Colorado  Medical  School 

9:10  a.m. — Anterior  Fusion  of  the  Entire  Spine 
Total  Removal  of  a Dorsal  Vertebra — 

A Case  Report 

A.  R.  Hodgson,  M.D.,  Professor  of  Orthopedic 
Surgery,  University  of  Hong  Kong, 

Hong  Kong,  B.  C.  C. 

10:15  a.m. — Kidney  Transplantation 

Oliver  G.  Stonington,  M.D.  Associate  Professor 
of  Surgery  and  Head,  Department  of  Urology 
University  of  Colorado  Medical  School 

11:00  a.m. — Surgical  Training  Outside  the  Confines 
of  the  U.S.A. 

A.  R.  Hodgson,  M.D. 

1 1 :45  a.m. — Motion  Picture — Technique  of  Kidney 
Transplant 

Oliver  G.  Stonington,  M.D. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCUUN,TINETEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


JuTiSERPAZiDE  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
sedative  effect  of  Butisol  (butabarbital). 


Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
owering  of  blood  pressure* ...  at  times  below  the  levels 
attained  with  previous  therapy^;  (2)  “striking”  im- 


Contraindications: Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
tions: 5ffZ/so/  (butabarbital) -Exercise  caution  in  moderate  to  severe  hepatic 
, disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
depression.  Hydrochlorothiazide  — induce  electrolyte  imbalance;  when  used 
with  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
sufficiency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
[occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
■insulin  requirements  in  diabetics.  Reserpine  — Qhsene  for  signs  or  symptoms 
!of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  ffe/reza/— Reduce  concomitant  antihypertensives  by  at  least 
!50%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
tation, superficial  skin  bruises,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
ity, pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia. 


provement  in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness-;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”^ 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.: 
Curr.  Ther.  Res.  4:460,  1962. 

Butisemazi(ie-25 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0,1  mg. 

Butiserpazide^SO 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIl ) 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows. 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


J)smetically 

Iceptable 

Rr  exposed  areas. 

propylene  glycol  vehicle 
rfsynalar  Solution  possesses 
n^y  useful  cosmetic  properties, 
ajar  and  greaseless,  it  is 
M sticky  or  messy,  vi^ill  not 
:t  n clothing  or  skin. 

Erjxposed  areas  of  the  body 
vjsre  cosmetic  appeal  is 
n >ortant,  Synalar  Solution 
i ws  nothing  but  results. 

Eonomical-a  little 
Jes  a long  way. 

3i  :ause  of  the  properties 
propylene  glycol  and  the 
n [igram  potency  of 
il  cinolone  acetonide,  a small 
p ntity  of  Synalar  Solution 
Jc  5 a long  way.  Also,  the 
Ascription  price  of  a 20  cc. 
istic  squeeze  bottle  of 
J^ialar  Solution  is  surprisingly 
d.  Thus,  your  patients  obtain 
iiomy  with  the  proved 
•cy  of  a potent,  truly 
anced  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  foDow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
efiect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amoimts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  cxjrticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  co.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  -- 15,  46  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025% — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (n«5mycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluoeinolone  aemonids—  an  original  steroid  from 


SYNTEX 

l.APORATO»l£S  INC,  PALO  ALTO.  CALIF. 


Synalar 

(fluocinolone  acetonide) 

Solution 


An  invisible  topical 


This  is  a continuous  strip  of  a bipolar  chest  lead  obtained  from  a 58-year-old  woman  in  a coronary  care 
unit.  She  had  electrocardiographic  evidence  of  an  acute  infarction  confirmed  by  enzyme  study.  This 
rhythm  was  observed  intermittently  during  the  first  two  days  of  her  monitoring,  then  disappeared  spon- 
taneously. She  was  receiving  no  medications  and  had  normal  blood  pressure  and  serum  electrolytes. 


Answer: 

Intermittent  AV  dissociation  due  to  SA  node 
slowing  and  AV  node  takeover. 

Description:  Actually  there  is  no  “arrhythmia” 
in  the  sense  that  the  ventricular  rate  is  remarkably 
constant  at  a rate  of  60  per  minute.  At  “A”  it  is 
noticed  that  the  rate  of  the  SA  node  shows  from 
61 /minute  to  56/minute  and  the  PR  shortens  as 
a faster  AV  nodal  pacemaker  takes  over  and  be- 
comes the  dominant  pacemaker.  The  P-wave  re- 
mains buried  in  the  QRS  complexes  until  “B” 
when  the  SA  rate  increases  to  65  and  a fixed 
normal  PR  interval  again  appears.  This  indicates 
the  SA  node  has  now  gained  dominance.  At  “C” 
the  cycle  repeats  as  the  sinus  node  shows  to 
58/minute. 

Comment:  AV  dissociation  implies  a competi- 


•Editor,  Utah  Section,  Rocky  Mountain  Medical  Journal. 


tion  between  two  pacemakers  without  the  presence 
of  AV  block.  It  is  a term  often  erroneously  used, 
as  synonymous  with  3rd  degree  block,  a nomencla- 
ture no  longer  acceptable.  The  two  pacemakers- 
run  “side  by  side,”  as  it  were,  and  whichever  is 
faster  will  dominate  the  rhythm.  This  type  of  shift- 
ing back  and  forth  between  the  AV  and  the  SA 
nodes  leads  to  a form  of  synchronization  or  iso- 
rhythmic dissociation.  It  is  ordinarily  a harmless 
disorder  of  rhythm,  often  seen  in  digitalized  pa- 
tients but  also  in  perfectly  normal  subjects.  When 
it  occurs  in  the  setting  of  a coronary  care  unit  no 
particular  therapy  is  needed  unless  the  rate  is 
very  slow,  at  which  time  atropine  may  be  given 
to  speed  up  the  SA  rate. 

REFERENCE 

Marriott,  H.  J.  L.,  Schubart,  A.  F.  and  Bradley,  S.  M.: 
AV  Dissociation;  A Re-appraisal.  Am.  J.  Cardiol.  2:286,. 
1958. 


14 


Rocky  Mountain  Medical  Journal 


Shadow  or  substance 


Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


Apothegm 

Come  down  . . . from  yonder  mountain  height; 

What  pleasure  lives  in  height? 

Tennyson 

Clinical  data 

A 52-year-old  man  drove  from  his  sea  level 
residence  to  southern  Colorado  for  the  pleasure 
of  stream-fishing  at  an  altitude  of  8200  feet.  There 
he  developed  fatigue,  shortness  of  breath  and  a 
non-productive  cough.  The  following  day  he  drove 
over  a mountain  pass  of  about  11,000  feet  and 
his  symptoms  continued;  his  wife  thought  he 
looked  blue.  He  continued  homeward  despite  per- 
sistence of  the  symptoms,  but  stopped  the  follow- 
ing day  for  emergency  medical  care.  At  this  time 
wheezes  and  fine  rales  were  heard  in  both  lungs, 
the  liver  was  slightly  enlarged  and  mild  pitting 
edema  of  the  left  upper  extremity  was  noted. 
This  was  at  an  altitude  of  7,000  feet. 

His  past  history  included  chronic  sinusitis  and 
penicillin  allergy.  He  had  been  taking  Enduron 
intermittently  for  three  years  for  “storage  of 
water.”  However,  a complete  physical  examination 
five  months  earlier  had  been  said  to  be  negative. 

The  pulse  was  120,  blood  pressure  104/70,  res- 
pirations 38,  and  temperature  100.6°.  A chest  film 
showed  pulmonary  edema  (figure).  Oxygen,  anti- 
biotics, aminophylline  and  digitalis  were  given 
and  during  the  next  few  days  the  symptoms  and 
physical  signs  disappeared,  and  serial  ECGs 
showed  only  non-specific  T waves  changes.  The 
original  moderately  elevated  white  blood  cell 
count  and  sedimentation  rate  fell  to  normal.  The 
SCOT  and  LDH  values  were  borderline,  but  the 
CPK,  BUN  and  blood  sugar  values  were  normal. 

The  patient  returned  to  his  home  in  another 
state  and  in  a subsequent  communication  said  that 
he  had  returned  to  work  and  had  no  further 
problems. 

Discussion 

While  the  final  diagnosis  in  this  patient  is 
uncertain,  it  was  felt  that  high  altitude  pulmonary 
edema  was  a good  possibility.  This  reportedly 
develops  at  altitudes  of  over  10,000  feet.  Symptoms 
appear  within  6-24  hours,  and  are  typically  those 
shown  by  our  patient.  Relief  is  afforded  by  one 
or  two  days  of  continuous  oxygen  or  returning 
to  a lower  altitude.  Arias-Stella  and  Kruger^  state 


Fig.  1 


that  the  mortality  rate  in  86  published  cases  was 
12.7  per  cent.  They  reported  on  the  autopsy  find- 
ings in  two  cases;  pulmonary  edema  and  hyaline 
membranes  were  the  causes  of  death.  The  mechan- 
ism is  uncertain.  There  is  the  possibility  of  an 
infectious,  possibly  viral,  origin.  But  a “disadapta- 
tion”  phenomenon  may  be  present  as  in  cases  of 
infantile  hyaline  membrane  disease  where  there 
may  be  deficient  pulmonary  fibrinolysins.  How- 
ever, Houston^  feels  that  this  form  of  pulmonary 
edema  is  an  “almost  physiologic”  response  to  cold, 
exertion  and  anoxia.  An  editorial  comment^  on 
the  first  article  suggests  that  “lack  of  acclimitiza- 
tion  or  reacclimitization  seems  simply  to  be  the 
specific  factor.”  Evidently,  still  more  information 
is  needed. 
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When  the  agitated  geriatric  disrupts  the  home... 


His  daughter 
can’t  please  him. 
There  is  “just 
no  living  with  him.” 


His  disturbances 
at  the  table 
make  every  meal 
a nightmare. 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


His  slovenly 
room  and  habits 
create  more 
tension. 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extra  pyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

MeUariT 

(thioridazine) 
25  mg.  t.i.d.A 


Bsfore  prescribing,  see  package  insert  for  full  product  information. 


68-114 


f 


hyoscyamine  sulfate  0.1037  mg. 
j atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
i phenobarbital  (%  gr.)  16.2  mg.  (% 
(Warning : may  be  habit  forming) 


0.1037  mg. 
0.0194  mg. 
0.0065  mg. 
gr.)  32.4  mg.  (% 


each  Donnatal 
No.  2 


I 

! the  spasm 
reactors 
in  your  practice 
deserve 


it  ■ 

each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. ' 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


each 

Extentab® 


0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
gr.)  48.6  mg. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


i 

I 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  '30  ' for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100.  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220. 
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Abbott 

Antihypertensive 
Buildina  Biocks 


« 


^^1 


MlUniJiMi; 


MliTHYCLOlHIA/IDIi 


DlilSl  UPIDliMi; 


DKSlillPIWIXKWi 


PAKGYLIXIi; 


MirrHYCLirniLiz 


DESFJtPIDLMi 


MiriHYCLOTHIAZIHIi 


PAKGYlJiVn 


i(:u)Ti{ii\/ii)i< 


MlUJYLIMi 


PARGYLIMi: 


MFTHYCUnillAZIDIi 


MIJIHYC 


MirillYCLOTIIIAZIDi: 


imAmi 


DRSRUPIlHiVli; 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na*  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURON 

MtlliyCLOIHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day 

ENDURONYL' 

MKL0IHIAZID[5nig.wi 

DESERPIDINE  0.25  m^.  or  (FORTE)  0.5  see  Brief  summary  on  final  page  of  advertisement 


MILD  TO  MODERATE  TO  SEVERE 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 


Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PAilGyilNEHyDROCHlORID[25itig. 

wiUiMEIRyCLOIHI/IZlOESnig. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

IIETHyCLOTNIAZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidai  tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease:  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, Jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—Uodemie  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs:  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  0)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitabie 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidai  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache,  dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TSADEMARK 


Iissue^  healing  nicely. 
Yhti  anxiety  slows 
his  steps  tawapd  recavepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
sione  or  as  accompanying  symptom  complex  to  medical  and  surgical 
lisorders  and- procedures.  Though  not  a hypnotic,  fosters  normal 
leep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  ot  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abruot  discontinuance  of  excessive 
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i-N  EDITORIAL  in  onc  of  our  leading  regional 
newspapers  carries  a thought-provoking  mes- 
sage. It  was  entitled  “Don’t  Think  It  Can’t 
Happen — A British  Point  of  View”  by  Yorke 
Henderson,  London  Express  Staff  Reporter. 

It  conveys  a message 


Yes,  It  Can  Happen 
— An  American 
Point  of  V iew 


upon  which  every 
American  should 
meditate!  We  hope  it 
is  not  too  late  to  prof- 
it by  the  teachings  of  history  and  to  apply 
them  in  shaping  contemporary  events  and 
human  destiny. 

About  a half  century  ago  Britain  was  the 
greatest  world  power,  possessing  or  control- 
ling about  a quarter  of  the  land  masses  of 
the  Earth.  Now  Britain’s  empire  is  gone  and 
international  influence  is  being  abandoned, 
for  the  nation  is  not  paying  its  way.  All  this 
happened  within  the  space  of  the  scriptural 
life-span,  three  score  years  and  ten,  says 
Yorke.  And  he  adds,  “Don’t  think  it  can’t 
happen  to  you  in  America.” 

The  thought  is  particularly  sobering  in  an 
election  year  when  the  choice  of  a leader 
determines  our  historic  course.  We  now  oc- 
cupy the  place  which  Britain  once  did.  What 
will  it  be  in  the  next  century?  The  London 
reporter  asks  a challenging  question:  “Will 
we  even  be  as  fortunate  as  the  British  who 
at  least  relinquished  power  to  a generous  and 
friendly  country?”  Think  of  the  powers  who 
could  take  our  place!  Is  there  one  who  is 
either  friendly  or  generous?  “Supernational” 
bodies  to  preserve  world  peace  and  promote 
prosperity  have  not  proved  to  be  a refuge. 
The  League  of  Nations  and  the  United  Na- 
tions for  example.  One  blustered,  cringed, 
and  died;  the  other  has  probably  been  harm- 
ful, at  times,  in  giving  influence  to  politically 
and  morally  immature  nations.  We  all  know 
who  could  take  America’s  place!  What  hap- 
pened to  the  great  British  empire,  its  pioneers 


in  industrial  revolution,  and  leaders  of  inter- 
national stature  between  King  Edward  the 
Seventh  and  Harold  Wilson?  The  reporter 
ventures  what,  in  his  opinion,  is  the  essential 
truth — simply  that  the  British  lost  faith  in 
themselves  and  in  their  right  to  the  responsi- 
bility as  the  World’s  top  nation.  They  aban- 
doned their  power  piecemeal  as  they  listened 
to  the  “doves”  in  their  midst — the  faint-hearts 
who  preached  that  everyone  has  a right  to 
go  to  hell  in  his  own  way.  History  indicates 
that  too  many  of  the  British  came  to  believe 
that  they  are  really  a third-rate  power  and 
someone  else  should  take  over.  Happily,  says 
he,  that  someone  else  was  America  — and 
would  we  be  so  lucky  if  the  same  thing  hap- 
pens to  us? 

These  somber  thoughts  came  from  an 
Englishman!  There  are  also  thoughtful  people 
in  America  and  we  should  hear  more  and 
more  from  them.  Senator  Walter  Judd  of 
Minnesota  is  a good  example.  However,  as  a 
master  orator,  his  great  voice  is  heard  mostly 
by  Americans  who  do  not  need  it.  As  the 
Communists  probe  our  will  to  resist,  most 
recently  by  seizure  of  the  Pueblo,  while 
diverting  our  attention  to  North  Korea  and 
many  places  in  Southeast  Asia  other  than 
Vietnam,  they  wish  to  bleed  us  and  to  humili- 
ate us  in  the  eyes  of  other  nations.  Do  we 
have  the  will  to  resist?  The  world  is  waiting 
to  see.  Communism  is  like  a cancer — not  to 
be  cured  by  destroying  a little  focus  here 
and  there — and  its  roots  are  sprouting  in 
many  areas  on  the  globe. 

There  are  other  examples  of  transitions 
occurring  in  major  human  activities — as  in 
the  social,  religious,  economic,  and  profes- 
sional disciplines.  Occasionally  for  over 
thirty-five  years,  the  editorial  columns  of  this 
Journal  have  analyzed  the  advent  of  govern- 
ment medicine  and  its  encroachment  on  pri- 
vate and  individual  practice.  First  it  occurred 
in  other  parts  of  the  world  and  we  talked 


for  April  1968 


29 


of  “State  Medicine,”  “Panel  System,”  and 
comparable  designations.  We  told  of  foreign 
medical  systems  dispensing  service  substand- 
ard to  our  own,  of  impersonal  treatment  of 
“production  lines”  of  patients,  of  unrest 
among  our  colleagues  and  the  financial 
plights  of  people  and  nations  thus  afflicted. 
It  can’t  happen  to  us — we  thought!  Our  own 
colleagues  who  travelled,  observed,  wrote 
and  spoke  directly  to  us  and  through  the 
AMA  and  other  medical  organizations  warned 
us  of  our  “smug  complacency,”  especially  the 
American  physicians  too  busy,  secure  and 
satisfied  to  take  it  seriously.  Some  among  us 
didn’t  seem  to  listen  to  voices  from  abroad 
and  even  when  words  and  warnings  came 
from  our  Canadian  neighbor.  Finally,  our 
public  image  slipped,  we  did  too  little  and 
too  late,  and  now  we  have  Medicare! 

One  of  our  editorials  said  that  if  you  want 
to  see  where  we  are  going  and  what  is  in  the 
cards  for  us,  take  a long  hard  look  at  the  Old 
World.  It  is  a sad  story,  but  we  and  other 
editors  tried  to  open  eyes  and  engender  ac- 
tion. We  are  not  now  saying,  “I  told  you  so,” 
but  there  simply  were  not  enough  of  us  talk- 
ing, except  to  ourselves.  Perpetrators  of  the 
New  Deal  and  The  Great  Society  have  since 
told  us  how  we  shall  practice  now  and  hence- 
forth. Their  believers  got  more  votes,  sent 
more  senators  and  representatives  to  Con- 
gress, got  on  the  backs  of  the  thinkers  and 
the  workers.  They  promised  health  and  secur- 
ity for  all — work  or  no  work — appealed  to 
the  lazy,  the  aged  and  the  infirm.  And  we  got 
taken  along  for  the  ride! 

There  are  all  kinds  of  cancers  in  the  world 
— physical,  political,  social,  governmental, 
local,  national,  international  among  the  rest. 
And  they  are  not  cured  by  being  doves,  by 
being  bullied,  and  blindly  trusting  that  some- 
how the  good  and  the  righteous  will  prevail. 
They  don’t  go  away  when  ignored  and  ap- 
peased. Our  nation  is  now  on  the  spot  and 
will  be.  If  you  don’t  believe  it,  pick  up  any 
newspaper,  turn  on  the  television,  open  the 
magazines.  But  don’t  relax!  Unless,  of  course, 
you,  your  children,  and  your  grandchildren 
wish  to  find  out  the  long  and  painful  way 
who  will  “take  over”  if  we  fail. 


I 


T WAS  AN  EXCITING  EXPERIENCE  for  me  tO 

walk  into  the  Denver  Coliseum  early  last 
December  and  witness  the  impact  of  the 
Cancer  Exposition.  The  enthusiasm  and  fas- 
cinated interest  of  the  thousands  of  young 

people  attending  the 


Rocky  Mountain 
Cancer  Exposition, 
Denver  Coliseum 


Exposition  quickly 
transmitted  itself  to 
even  the  most  casual 
observer. 

My  attention  was  promptly  caught  by  the 
most  crowded  exhibit;  this  proved  to  be  a 
simulated  lung  cancer  operation  with  a small 
overhead  sign  announcing  its  sponsorship  by 
the  Denver  Academy  of  Surgery.  It  was  a 
superb  display  with  live  performers  explain- 
ing an  ongoing  lung  cancer  operation  on  a 
life-like  manikin.  For  those  who  couldn’t 
crowd  in  close  enough,  the  operation  was 
televised  through  a half-dozen  sets  to  many 
hundreds  of  viewers  seated  up  above  the 
arena.  The  exhibit  was  organized,  developed, 
staffed  and  paid  for  by  the  Denver  Academy 
of  Surgery. 

The  Academy  can  be  deeply  proud  of  the 
total  contribution  of  its  members  to  the  very 
successful  Exposition.  William  R.  Nelson  was 
the  General  Chairman;  H.  Calvin  Fisher  was 
the  founding  father  and  a mainstay  influence 
in  the  organization.  A.  J.  Kukral  chaired  the 
Academy  committee  which  prepared  and 
staffed  the  exhibit.  He  was  assisted  by  James 
A.  Stapleton,  Donald  P.  Elliott,  Stephen 
Engel,  Erick  R.  Ratzer,  Ernest  M.  Feiler  and 
the  new  President,  Albert  E.  James.  To  each 
of  these  and  to  the  many  other  unnamed 
members  who  participated  actively  in  the 
Exposition  is  owed  a large  debt  of  gratitude 
for  performance  above  requirement,  and  for 
the  fulfillment  of  a superb  accomplishment. 

In  addition  to  being  the  outstanding  event 
of  the  1967  year  for  the  Denver  Academy  of 
Surgery,  the  long-term  influence  of  this  ex- 
hibit is  immeasurable.  It  was  a major  contri- 
bution to  the  lay  public  and  without  doubt 
many  young  people  will  feel  its  career  influ- 
ence the  rest  of  their  lives. 

John  B.  Gramlich,  MD,  Cheyenne, 
Wyoming,  Past  President, 

Denver  Academy  of  Surgery 
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A R T I C L.  E S 


Diverticulitis  of  the  appendix 

Report  of  a case 


Theodore  R.  Lenz,  MD,  Pueblo,  Colorado 


Diverticulosis  of  the  appendix  is  unusual. 
The  diverticulum  may  be  single,  but  they 
are  usually  multiple.  True  and  false  types 
are  recognized.  True  ones  are  rare.  A true 
diverticulum  results  from  abnormal  out- 
pouching of  the  appendiceal  wall  during 
development  of  the  embryo;  all  the  coats  of 
the  normal  bowel  wall  are  present.  The  walls 
of  false  diverticula  are  thin  and  composed 
only  of  mucosa  and  submucosa.  In  contrast 
to  diverticula  of  the  ileum  which  form  along 
the  mesentery,  diverticula  of  the  appendix 
form  mainly  along  the  antimesenteric  border, 
resembling  false  diverticula  of  the  colon.  One 
would  expect  this  similarity  since  the  ap- 
pendix is  formed  as  an  outpouching  of  the 
cecum. 

The  pathogenesis  of  the  false  diverticula 
is  not  agreed  upon.  Diverticula  of  the  ap- 
pendix are  more  frequently  found  in  older 
patients.  Most  authorities  uphold  the  argu- 
ment that  aging,  with  thinning  of  the  ap- 
pendiceal wall,  disappearance  of  lymphoid 
tissue,  and  increased  intraluminal  pressure 
due  to  constipation  and  use  of  laxatives  leads 
to  bulges  at  weak  points  in  the  wall.  False 
diverticula  of  the  appendix  do  not  neces- 
sarily form  where  mesenteric  vessels  and 
nerves  enter.  Another  possibility  is  that  each 
diverticulum  is  the  result  of  damage  to  the 
muscle  coat  by  a previous  intramural  abscess 
which  discharged  into  the  lumen. 

CASE  REPORT 

The  chief  complaint  of  this  64-year-old  man 
was  epigastric  pain  of  twelve  hours’  duration.  He 
took  milk  of  magnesia  without  relief.  Ten  years 
-f.  ago  a doctor  told  him  he  had  an  ulcer.  He  related 
^ his  chronic  cough  to  his  smoking  habit.  Arthralgia 
, u was  his  only  other  symptom.  Pulse  was  about 
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130  and  he  had  low  fever.  His  abdomen  was  ten- 
der and  slightly  distended.  Most  of  the  tender- 
ness was  in  the  right  lower  quadrant,  and  guard- 
ing was  here,  as  well  as  reboimd  tenderness.  He 
had  leukocytosis  of  about  20,000  cells.  There  was 
some  albuminuria.  At  operation  yellow  serous 
fluid  was  found  in  the  peritoneal  cavity.  Ap- 
pendectomy was  done.  The  appendix  had  per- 
forated. A barium  enema  was  done  a month  fol- 
lowing surgery.  It  showed  a few  scattered  di- 
verticula in  the  sigmoid  and  lower  descending 
portions  of  the  colon. 

On  gross  examination  the  serosa  of  the  ap- 
pendix was  thickened  and  opaque.  It  was  cov- 
ered with  a pale  yellow  exudate.  There  were 
multiple  diverticula.  The  largest  was  about  8 
millimeters  in  diameter.  One  diverticulum  was 
perforated,  with  grey  mucoid  material  exuding. 
Microscopic  examination  showed  well-preserved 
colonic  mucosa.  The  lumen  was  widely  patent 
and  distorted  at  several  points  by  diverticula, 
which  extended  through  the  muscle  layer  and 
were  lined  by  a thin  layer  of  flattened  columnar 
epithelium.  There  was  a neutrophilic  exudate  in 
the  lumen.  The  serosal  surface  showed  the  pres- 
ence of  fibrin  exudate  with  infiltration  by  neu- 
trophils. 


Of  VEfZTfCULUM 


Fig.  1.  Photograph  of  pathologic  specimen  with 
diverticulum  of  appendix  indicated. 
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FI0KOUS  TISSUE 
and  SMALL  UeSSELS 


APPENDIX  WITH  DIVERTICULUM 
SHOWN  IN  CROSS  SECTION 

Fig.  2.  Diagram  of  appendix  with  diverticula, 
shown  in  cross-section,  drawn  from  microscopic 
pathologic  examination. 

Discussion 

Present  theories  as  to  the  cause  of  false 
diverticulosis  of  the  appendix  leave  room 
for  considerable  speculation.  Aging  has  a 
prominent  role.  Whether  constipation  and 
laxatives  have  much  to  do  with  their  forma- 
tion is  open  to  argument.  It  is  not  clearly 
established  that  the  more  constipated  persons 


have  more  diverticula.  The  argument  that 
increased  intraluminal  pressure  has  a role 
seems  to  have  a poor  foundation  when  it  is 
argued  at  the  same  time  that  the  bowel  wall 
is  weak.  Actual  measurement  of  intraluminal 
pressures  is  needed  to  show  that  appendices 
with  diverticula  are  capable  of  contracting 
more  strongly  than  normal  appendices — 
or  were  able  to  at  one  time. 

The  speculation  that  intramural  abscesses 
are  causative  is  difficult  to  accept,  since  other 
well-recognized  and  frequent  instances  in 
which  the  bowel  wall  is  injured  do  not  form 
diverticula  at  the  point  of  injury.  A scar 
results  when  an  abscess  is  evacuated.  No 
scar  tissue  was  seen  in  this  appendix. 

Diverticulosis  of  the  appendix  can  be  diag- 
nosed preoperatively  with  barium  x-ray  ex- 
amination. Should  it  be  recognized,  an  ap- 
pendectomy is  indicated  because  early  per- 
foration through  the  thin-walled  diverticula 
is  the  rule  should  appendicitis  supervene.  • 
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Oral  therapy  in  bacterial  endocarditis 


Alan  E.  Lindsay  MD,*  Salt  Lake  City,  and 
Albert  C.  Truxal,  MD,  Rexburg,  Idaho 


Prolonged  parenteral  antibiotic  therapy  is 
the  convention  method  of  treatment  for  bac- 
terial endocarditis  and  effects  cures  in  many 
cases.  An  opportunity  to  treat  this  illness 
with  unconventional  methods  does  not  often 
arise.  In  the  case  to  be  reported,  a man  was 
treated  for  bacterial  endocarditis  with  oral 
antibiotics  on  two  occasions,  each  episode  of 
illness  caused  by  a different  organism,  with 
cure  in  both  instances.  We  believe  the  pa- 
tient’s tolerance  to  high  doses  of  oral  anti- 
biotics to  be  noteworthy. 

Case  report 

FIRST  EPISODE 

A 68-year-old  white  male  farmer  was  seen  on 
November  29,  1960,  with  a two-month  history  of 
fever,  chills,  sweats,  anorexia,  weight  loss  of  50 
pounds,  pallor,  and  weakness.  Cystoscopy  had  been 
performed  during  the  course  of  this  illness,  but 
did  not  precede  symptoms  of  a systemic  nature. 
He  had  a past  history  of  rheumatic  fever  at  age 
16  and  had  had  a heart  murmur  since  that  time. 

On  examination,  he  was  a pale,  thin,  tremorous, 
elderly  male.  Temperature,  99  degrees  Fahrenheit; 
blood  pressure,  120/60;  pulse  rate,  70.  The  heart 
was  slightly  enlarged  to  percussion  and  a regular 
sinus  rhythm  was  interruputed  by  occasional  pre- 
mature contractions.  A Grade  III  pansystolic  apical 
murmur  was  heard,  radiating  to  the  axilla.  The 
mitral  first  sound  was  slightly  diminished  and 
no  diastolic  murmurs  were  heard.  The  liver  was 
palpated  three  fingerbreadths  below  the  right 
costal  margin.  Slight  clubbing  of  the  fingers  was 
noted.  A 2 mm.  splinter  hemorrhage  was  seen 
under  the  nail  of  the  right  third  finger. 

Laboratory  studies:  Urinalysis  revealed  the 
presence  of  many  white  blood  cells  with  clumping 


•staff  member,  Inter-Mountain  Clinic:  Assistant  Clinical 
Professor  of  Medicine,  University  of  Utah  College  of  Medi- 
cine. Dr.  Lindsay  is  Editor  of  the  Utah  Section  of  the 
Rocky  Mountain  Medical  Journal. 


and  2-\-  bacteriuria.  The  volume  of  packed  red 
cells  was  31,  hemoglobin  9.2,  erythrocyte  sedimen- 
tation rate  (Wintrobe  method)  56  in  one  hour.  The 
blood  urea  nitrogen  was  estimated  at  21  mg.%.  The 
white  blood  cell  count  was  7,050  with  a normal 
differential  count.  Three  blood  cultures  were  posi- 
tive for  streptococcus  fecalis  (enterococcus).  Chest 
x-ray  showed  the  heart  to  be  at  the  upper  limits 
of  normal  size  with  moderate  enlargement  of  the 
left  atrium.  An  electrocardiogram  revealed  a nor- 
mal sinus  rhythm  and  the  presence  of  occasional 
atrial  and  ventricular  premature  contractions. 

Course:  The  patient,  during  his  early  stay  in 
the  hospital,  exhibited  daily  temperature  elevations 
of  101  and  102  degrees.  On  December  1,  1960, 
therapy  was  started.  He  was  given  30  million  units 
of  penicillin-G  intravenously  daily  for  27  days. 
Streptomycin  was  given  in  the  dosage  of  2 grams 
daily  for  ten  days.  Blood  cultures  during  the  last 
week  of  therapy  were  negative. 

Three  weeks  after  cessation  of  therapy,  his 
volume  of  packed  red  cells  was  34  and  he  was 
afebrile.  He  had  gained  25  pounds  of  weight  and 
his  urinalysis  was  normal.  It  was  disturbing  to 
observe  two  dark-brown  splinter  hemorrhages 
under  the  right  thumb  nail. 

Three  months  after  the  cessation  of  therapy, 
he  again  complained  of  night  sweats  and  was  found 
to  be  febrile.  Two  blood  cultures  were  positive  for 
enterococcus.  Heart  examination  was  unchanged 
and  the  volume  of  packed  red  cells  had  risen  to 
43.  Sensitivity  studies  revealed  a rather  remark- 
able penicillin  sensitivity  for  an  enterococcus  in 
that  0.3  unit/ml.  of  Benzyl  penicillin  was  bacteri- 
cidal for  this  organism.  It  was  also  very  sensitive 
to  erythromycin  in  that  0.01  mcgm/ml.  was  bac- 
tericidal. 

The  patient  refused  rehospitalization  because 
of  failure  of  the  first  course  of  therapy,  and  it 
was  suggested  by  Dr.  Paul  Hoepricht  of  the 
Department  of  Infectious  Disease,  University  of 
Utah  College  of  Medicine,  that  oral  therapy  might 
be  given  on  an  out-patient  basis. 


tDr.  Hoeprich  kindly  performed  the  tube-dilution  sensi- 
tivity studies. 
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Accordingly,  the  patient  was  allowed  to  return 
home  and  under  the  direction  of  his  private  physi- 
cian (A.  T.)  was  given  oral  therapy  on  an  out- 
patient basis.  Specifically,  he  received  V-Cillin  K® 
(phenoxymethyl  penicillin),  250  mg.  tablets,  32 
tablets  daily  for  six  weeks  for  a total  of  1344  tablets 
or  367  g.  in  42  days.  He  simultaneously  received 
erythromycin,  250  mg.  capsules,  12  daily  for  42 
days  for  a total  of  504  capsules  equivalent  to  126  g. 
This  therapy  was  tolerated  remarkably  well,  and 
by  the  early  summer  of  1961  patient  had  regained 
his  health.  Blood  cultures  following  therapy  were 
consistently  negative. 

SECOND  EPISODE 

The  patient  remained  well  for  a period  of 
nearly  five  years,  actively  engaged  in  farming  and 
living  normally.  He  came  under  our  observation 
again  in  April,  1966,  stating  that  for  one  month  he 
had  had  anorexia,  nausea,  a 12-pound  weight  loss, 
and  night  sweats.  He  had  been  found  to  be  anemic 
and  had  been  given  one  unit  of  blood. 

On  examination  in  April,  1966,  his  temperature 
varied  between  99  and  100  degrees  Fahrenheit. 
Blood  pressure  was  120/80.  Splinter  hemorrhages 
were  found  under  the  nails  of  the  left  third  finger 
and  right  thumb.  There  was  slight  cardiac  enlarge- 
ment and  a grade  IV  pansystolic  apical  murmur. 
There  was  slight  pallor. 

Laboratory  studies  revealed  a volume  of  packed 
red  cells  of  42,  a white  blood  count  of  10,200  with 
a normal  differential  count.  Chest  x-ray  showed 
moderate  cardiac  enlargement.  An  electrocardio- 
gram showed  a PR  interval  of  0.24  seconds  and 
frequent  atrial  and  ventricular  premature  con- 
tractions. Two  blood  cultures  grew  out  an  alpha 
hemolytic  streptococcus  closely  resembling  strepto- 
coccus viridans.  Its  sensitivity  to  penicillin  was 
extreme. 

Because  of  our  previous  success  with  oral  ther- 
apy, it  was  decided  to  treat  him  again  on  an  out- 
patient basis.  Accordingly,  he  received  10  grams 
of  V-Cillin  K®  daily  for  27  days,  then  8 grams 
daily  for  14  days.  The  total  dosage  during  this  six- 
week  period  was  382  g.  It  is  interesting  to  note 
that  during  this  time  he  had  three  formed  bowel 
movements  per  day  and  never  complained  of  ab- 
dominal pain,  nausea,  or  diarrhea.  His  appetite 
was  poor  during  the  early  phase  of  therapy,  then 
became  normal. 

Blood  cultures  were  negative  during  the  latter 
part  of  therapy  and  after  therapy  was  completed. 
The  patient  regained  his  normal  state  of  well- 
being and  when  examined  three  months  after  the 
end  of  therapy  was  entirely  asymptomatic.  He  was 
at  this  time  doing  vigorous  farm  work  and  his 
weight  was  normal.  A Grade  IV  pansystolic  mur- 
mur was  heard,  unchanged  from  the  murmur 
heard  at  the  beginning  of  therapy.  No  other  mur- 
murs were  heard.  Blood  pressure  was  130/80. 

The  patient  then  continued  to  do  well  until  he 
died  suddenly  nearly  one  year  later.  Permission 
for  autopsy  was  not  obtained,  so  the  exact  cause 
of  death  is  not  known. 


TABLE  T 

First  illness 

Second  illness 

Date 

November  1960 

April  1966 

Organism 

Streptococus  fecalis 

Streptococcus 

(enterococcus) 

viridans 

Parenteral  Penicillin-G  None 

therapy  30,000,000  units 
I.V.  daily  for  27 
days. 

Streptomycin  2 g. 
daily  for  10  days. 

Result  Relapse  in  2 mos. 

Oral  Phenoxymethyl 

therapy  penicillin  367  g. 
in  42  days. 

Erythromycin 
126  g.  in  42  days. 


Result  Cure  Cure 


Discussion 


Although  multiple  episodes  of  bacterial 
endocarditis  in  a patient  are  not  unusual,  two 
episodes  of  endocarditis  caused  by  different 
organisms  is  uncommon.  Of  interest  was  the 
fact  that  our  patient’s  first  enterococcal  in- 
fection relapsed  after  what  was  considered 
adequate  parenteral  therapy  only  to  respond 
later  to  oral  therapy.  Bacterial  endocarditis 
caused  by  enterococci  is  a difficult  infection 
to  treat.  Tumulty*  estimates  the  mortality  of 
this  infection,  even  under  ideal  therapy,  at 
about  50  per  cent  and  considers  the  mortality 
rate  still  inordinately  high.  Enterococcal  or- 
ganisms are  usually  destructive  and  invasive 
and  cause  considerable  residual  valvular  dam- 
age. We  were  surprised  at  the  exquisite  peni- 
cillin sensitivity  of  ths  organism,  and  had  the 
identification  not  been  performed  by  a com- 
petent laboratory  we  would  have  questioned 
that  it  was  truly  an  enterococcus. 

Therapy  of  bacterial  endocarditis  with 
parenteral  antibiotics  entails  a long  period  of 
hospitalization  with  high  expense,  the  prob- 
lem of  painful  injection  sites,  and  the  possi- 
bility of  thrombophlebitis  as  a result  of  pro- 
longed intravenous  therapy.  Under  what  cir- 
cumstances, then,  is  one  justified  in  using 
“second-best  therapy,”  or  is  in  fact  oral  ther- 
apy for  this  condition  “second  best”? 

A number  of  contributions  to  the  litera- 
ture are  available  to  help  us  answer  this 


Phenoxymethyl 
penicillin 
382  g.  in  42 
days. 
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question.  Gray-  treated  thirteen  patients  with 
oral  antibiotics,  eight  due  to  streptococcus 
viridans  and  two  to  streptococcus  fecalis.  The 
recovery  rate  was  high.  Even  one  case  of 
bacterial  endocarditis  due  to  streptococcus 
fecalis  recovered  after  relatively  small  doses 
of  Ampicillin  and  erythromycin  (2  g.  of  each 
daily) . The  author  concluded  that  Ampicillin 
seemed  to  be  the  drug  of  choice  for  oral  ther- 
apy of  bacterial  endocarditis,  if  such  mode  of 
therapy  were  to  be  used. 

Quinn®  treated  27  cases  of  bacterial  endo- 
carditis with  penicillin-V  (phenoxymethyl 
penicillin)  by  mouth.  He  noted  that  this  was 
an  acid-stable  form  of  penicillin  and  that  its 
absorption  was  reasonably  predictable.  Only 
two  of  his  27  cases  were  treated  with  peni- 
cillin alone,  and  15  of  the  cases  were  treated 
with  simultaneous  parenteral  streptomycin. 
Twenty-six  of  the  cases  were  due  to  alpha 
hemolytic  streptococcus.  Twenty-one  of  these 
cases  were  cured  and  three  achieved  a “prob- 
able” bacteriological  cure.  He  concludes  that 
“untoward  gastrointestinal  reactions  suffi- 
ciently severe  to  require  discontinuance  of 
oral  penicillin  therapy  were  not  encoun- 
tered.” The  only  gastrointestinal  side  effect 
mentioned  was  a mild  increase  in  the  number 
and  bulk  of  stools. 

In  an  extensive  recent  review  of  present- 
day  concepts  of  therapy  of  bacterial  endo- 
carditis, Lerner  and  Weinstein^  present  many 
references  to  oral  therapy.  They  conclude 


that  “despite  some  favorable  results  many 
students  of  infective  endocarditis,  including 
ourselves,  agree  the  treatment  of  this  poten- 
tially lethal  disease  by  the  oral  route  is  not 
ideal  and  should  not  be  recommended.” 

It  is  our  feeling  that  only  in  the  case  of 
bacterial  endocarditis  due  to  an  organism 
very  sensitive  to  penicillin  should  oral  ther- 
apy be  considered.  The  presence  of  any  com- 
plicating factors  such  as  embolic  phenomena, 
renal  disease,  congestive  heart-failure,  or 
arrhythmia  would  certainly  demand  hospital- 
ization and  intensive  parenteral  therapy. 
Nonetheless,  we  feel  that  there  may  on  occa- 
sion be  an  opportunity  to  use  oral  therapy 
on  an  out-patient  basis. 

Conclusion 

Oral  therapy  for  two  episodes  of  bacterial 
endocarditis  in  an  elderly  man  is  described. 
Each  episode  was  due  to  a different  organism 
and  clinical  and  bacteriological  cure  was 
achieved  on  both  occasions.  Despite  the  gen- 
eral consensus  that  prolonged  and  intensive 
parenteral  antibiotic  therapy  in  the  hospital 
setting  should  be  used  in  these  patients,  it  is 
felt  that  on  rare  occasions,  when  a very  peni- 
cillin-sensitive organism  is  involved,  that  con- 
sideration might  be  given  to  oral  therapy  on 
an  out-patient  basis.  • 
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‘Breathing’s  a snap  again”  he  said  gingerly. 
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Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
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Precautions:  Until  patient’s 
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should  be  cautioned  against 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 


evening. 


engaging  in  operations  requiring 
alertness.  Administer  with  care 


Supplied:  Bottles  of  100  and  500. 
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“Doctor,  compadre,  adios!” 


Judith  Hannemann,  Denver 


You  will  enjoy  this  bit  of  history  from  the  old 
West.  The  author  is  the  wife  of  a Denver 
physician.  She  is  a talented  writer,  best 
known  to  us  as  a contributor  of  excellent 
historic  articles,  mostly  with  a medical  flavor, 
which  appear  in  The  Denver  Medical 
Bulletin. 


“I  FIRST  MET  HIM  at  the  house  of  a mutual 
friend,  not  far  from  Fort  Lyon,  late  fall, 
1867.”^  In  a letter  dated  January  7,  1874, 
Dr.  Henry  Remsen  Tilton  related  his  treat- 
ment of  one  of  the  most  interesting  patients 
of  his  career  and  of  the  lore  of  the  West, 
Christopher  (Kit)  Carson. 

H.  R.  Tilton  was  graduated  from  the  Uni- 
versity of  Pennsylvania  in  1859  and  was  com- 
missioned into  the  United  States  Army  in 
August,  1861.^  Six  years  and  seven  tours  of 
duty  later,  he  was  at  Fort  Lyon,  Colorado, 
in  April,  1866,  as  Assistant  Surgeon  to  five 
hundred  men  of  the  Fifth  and  Third  Infan- 
tries and  Seventh  Cavalry  stationed  on  the 
north  side  of  the  Arkansas  River.  Time  was 
heavy  on  even  a physician’s  hands  in  the  sun 
parched  quadrangle  of  the  Fort,  and  Tilton 
took  to  trapping  along  the  River  as  recrea- 
tion. 

At  their  first  meeting  in  1867,  Carson  . . . 
“threw  off  all  reserve  and  greeted  me  with 
more  than  usual  warmth  saying  . . . ‘the 
happiest  days  of  my  life  were  spent  in  trap- 
ping’.”® The  remainder  of  the  evening  Car- 
son  devoted  to  giving  Tilton  practical  hints 
on  setting  his  traps.  The  famous  mountain 
man  complained  to  the  young  physician  of 


a pain  in  his  chest.  In  1860  Carson  had  fallen 
while  leading  his  horse  down  a steep  moun- 
tain. The  lariat  caught  him  and  dragged  him 
several  feet.  With  his  customary  mystical 
escape  from  danger,  Carson  seemed  no  worse 
for  wear  than  a bruised  chest  and  recovered 
his  horse  to  resume  whatever  adventure  in 
a lifetime  of  high  adventure  had  brought  him 
to  this  steep  mountainside. 

When  Brevet  Brigadier  General  Carson 
returned  from  his  trip  to  Washington,  D.  C. 
in  the  spring  of  1868,  he  was  a sick  man.  As 
special  U.  S.  Commissioner  in  the  Indian 
Service,  he  had  escorted  the  Ute  delegation 
to  Washington  for  a high-level  peace  confer- 
ence. The  trip  had  been  politically  brilliant, 
but  medically  disappointing.  Between  offi- 
cial duties,  Carson  made  the  rounds  of  every 
specialist  in  the  Capitol  and  he  could  find 
no  relief  for  the  agonizing  chest  pains  which 
had  steadily  increased  since  that  fateful 
plunge  down  the  mountain  in  1860.  At  the 
conclusion  of  his  trip  east,  he  returned  to 
Boggsville  on  the  south  side  of  the  Arkansas 
River  with  his  six  children  and  his  Indian 
wife,  Josefa,  then  eight  months  pregnant  with 
their  seventh  child. ^ 

Referring  to  his  first  consultation  with 
Carson,  Tilton  wrote: 

“I  saw  him  in  April,  1868.  His  disease, 
aneurysm  of  the  aorta,  had  progressed  rapid- 
ly; and  the  tumor  was  pressing  on  the  pneu- 
mogastric  nerves  and  trachea  causing  fre- 
quent spasms  of  the  bronchial  tubes  which 
were  exceedingly  distressing.”® 

A week  after  Tilton  had  forded  the  Ar- 
kansas to  examine  Carson,  thirty-eight-year- 
old  Josefa  Carson  died  of  childbed  fever,  leav- 
ing her  ailing  husband  with  seven  children 
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and  poignant  memories  of  their  twenty-five 
years  of  married  life. 

High  in  the  Rocky  Mountains  the  winter 
mantle  of  snow  had  succumbed  to  spring 
sunshine.  From  beneath  the  snow  crests, 
trickles  of  water  had  worked  their  way  down 
the  hillsides  until  they  met  with  other  like 
trickles  and  merged  into  rivulets.  Volume 
and  gravity  increased  their  intensity  until 
the  sides  of  the  mountains  and  the  valleys 
were  alive  with  a shed  that  found  a portion 
of  identity  in  the  Arkansas  River  as  it  de- 
scended to  its  own  broad  valley  bounded  on 
the  north  and  south  by  limitless  prairie.  The 
River,  running  deep  and  fast,  made  daily 
fording  impossible  for  H.  R.  Tilton  and  he 
could  not  give  his  famous  patient  adequate 
medical  care.  Tilton  suggested  Carson  come 
across  the  River  to  Fort  Lyon  where  he  could 
receive  constant  medical  care,  and  Carson 
was  sick  enough  to  agree.  On  May  14  an  es- 
cort from  the  Fort  brought  Kit  Carson,  famed 
beaver  trapper,  hunter,  guide,  dispatch  bear- 
er, scout,  Indian  fighter,  Indian  agent.  Colo- 
nel, Brevet  Brigadier  General  of  the  U.  S. 
Volunteers  and  U.  S.  Special  Commissioner 
in  Indian  service,  across  the  Arkansas  to  the 
BOQ  of  Dr.  Henry  Remsen  Tilton.  Tilton’s 
quarters  were  second  from  the  last  on  Offi- 
cer’s Row,  an  impressive  line  of  tiny  four 
room  houses  which  faced  the  Parade  Ground 
of  Fort  Lyon.  The  houses  were  made  of 
rough  stone  blocks  and  chinked  with  mud. 
The  rooms  of  the  houses  were  divided  by 
wood  partitions  which  went  only  to  eight 
feet  with  the  remaining  gap  filled  with  flour 
sacking  that  was  tacked  to  the  studding.  Long 
boards  roofed  the  houses  and  protected  their 
interiors  from  the  pattering  insistence  of  late 
spring  rains  in  the  Arkansas  Valley." 

The  32-year-old  Assistant  Surgeon  had 
first  to  advise  his  patient  to  make  out  his  will 
and  then  witnessed  its  signing  on  May  15. 
Kit  Carson,  five  feet  six  inches  of  daring, 
had  climbed  more  mountains,  forded  more 
streams,  and  fought  more  Indians  than  any 
white  man  of  his  time.  Danger  had  been  a 
way  of  life  to  him,  and  if  any  man  lived 
expecting  to  meet  a suddenly  violent  death 
with  an  arrow  through  his  heart,  it  was  Kit 
Carson.  Death  is  no  respecter  of  reputation, 
and  Carson  would  die  gasping  for  breath  on 


Fig.  1.  Dr.  Henry  Remsen  Tilton,  35  years  after  he 
had  attended  Kit  Carson  during  his  final  illness 
in  1868.  (National  Archives  Photo) 


a buffalo  robe  bed  on  the  floor  of  Dr.  Tilton’s 
quarters.  Full  knowledge  of  his  condition 
was  a bitter  draught  for  a man  who  had 
set  traps  along  frozen  streams  in  snow 
shrouded  sierras  and  slept  out  upon  the  open 
prairie  with  only  blinking  stars  and  a velvet 
coverlet  of  darkness  for  his  bedding.  There 
were  sorrows  of  the  spirit  to  endure,  as  well 
as  the  attacks  of  dyspnea.  There  was  the 
agonizing  grief  over  Josef a’s  death.  There 
were  the  doubts  and  recriminations  every 
man  experiences  when  he  tallies  his  own 
score.  Worst  of  all,  there  was  the  knowledge 
he  would  be  leaving  seven  half-breed  chil- 
dren to  a clandestine  future  with  the  inevit- 
able advent  of  white  civilization  in  the  West. 
The  one  comfort  to  Carson’s  body  and  spirit 
was  the  care  of  Assistant  Surgeon  Henry  R. 
Tilton,  still  youthfully  idealistic,  professional- 
ly dedicated,  and  a little  awed  by  his  famous 
patient.  Kit  Carson  had  lived  the  life  of  a 
man  totally  independent  of  all  other  men, 
answering  only  to  nature  for  his  destiny. 
Now  a strange  twist  of  circumstance  had 
put  him  in  the  care  of  a young  physician 
who  had  seen  many  men  die,  thereby  under- 
standing another  dimension  of  human  brav- 
ery. 

Tilton  explained  to  Carson  that  he  might 
die  of  suffocation,  or  probably  the  aneurysm 
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Fig.  2.  Kit  Carson,  suffering  from  his  aneurysm  of 
the  aorta,  in  Washington  during  the  winter  of 
1867-68.  (Denver  Public  Library  Western  Collec- 
tion) 

would  burst  and  he  would  die  of  hemorrhage. 
Carson  said  he  would  choose  the  latter  if  he 
could  have  things  his  way,  examined  his 
sputum  as  Tilton  had  instructed  him  to  do, 
and  continued  to  harass  his  physician  for  the 
solitary  remaining  pleasure  of  his  life,  his 
pipe. 

Tilton  relieved  Carson’s  coughing  attacks 
with  chloroform  and  mused  to  himself  that 
he  was  hastening  the  end  with  the  palliation. 
After  a day  of  sick  call,  making  rounds  at 
the  infirmary,  and  completing  his  paper 
work,  Tilton  sat  up  through  the  nights  with 
his  patient  who  could  no  longer  recline  on 
the  bed  of  buffalo  robes.  When  the  ink  of 
darkness  was  spilled  upon  the  prairie  from 
low  scudding  clouds  and  a sick  man  must 
endure  hours  that  symbolize  his  approaching 
death,  Tilton  read  aloud  from  DeWitt  Peters’ 
Life  of  Kit  Carson. 

“In  the  intervals  of  his  paroxyms,  he  be- 
guiled time  by  relating  past  experiences  . . . 
It  was  wonderful  to  read  the  stirring  scenes, 
thrilling  deeds,  and  narrow  escapes,  and  then 
look  at  the  quiet,  modest,  retiring,  but  dig- 
nified little  man  who  had  done  so  much.’”^ 

On  the  night  of  May  22  Tilton  noted  that 
Carson  had  coughed  up  less  blood  than  usual 


and  seemed  in  high  spirits.  The  next  after- 
noon Carson  demanded  a steak  dinner  and 
a pipe.  The  end  was  so  appreciably  near  that 
Tilton  granted  his  patient’s  request.  Carson 
seemed  quiet  after  the  mid-day  meal  and 
Tilton  lay  down  on  his  bed  to  read  to  his 
patient.  In  the  middle  of  a sentence,  Carson 
cried  out  words  that  Tilton  would  always 
remember  when  he  recalled  the  distant  sight 
of  snow  capped  Rockies  as  seen  from  the 
endless  prairie. 

“Doctor,  compadre,  Adios!” 

Dr.  Tilton  supported  Kit  Carson’s  forehead 
in  his  hand  while  blood  poured  from  the  pa- 
tient’s mouth.  The  aneurysm  had  ruptured 
into  the  trachea,  and  Christopher  Carson, 
legendary  hero  of  the  West,  died  with  his 
head  in  Tilton’s  hands  at  4:25  P.M.  No  post- 
mortem was  made,  and  Tilton  later  wrote 
that  “the  pulse  at  the  right  radial  artery  was 
very  indistinct^  while  the  left  continued 
good.”® 

With  Carson’s  daath,  the  era  of  the  moun- 
ttfin  man  passed  into  history.  'The  magnifi- 
cence of  the  mountains  was  no  longer  the 
exclusive  property  of  a few  daring  stalwarts 
who  defied  death  at  every  turn  to  live  amidst 
the  awesome  grandeur  of  the  Rocky  Moun- 
tains. The  vast  reaches  of  Western  land 
were  soon  to  be  civilized  as  the  great  wave  of 
pioneer  America  reached  its  crest. 

Henry  R.  Tilton  was  assigned  to  a post  in 
Montana  with  the  Seventh  Cavalry  and  Fifth 
Infantry.  There  was  a bit  of  a legend  in  his 
own  life.  He  distinguished  himself  in  the 
medical  department  of  the  Army  and  re- 
tired in  1900  with  the  rank  of  Colonel  and 
seven  years  of  service  as  Deputy  Surgeon 
General.  He  died  at  Madison  Barracks,  New 
York  in  June  of  1906  from  a cerebral  hemor- 
rhage and  was  buried  in  the  National  Ceme- 
tery, Arlington,  Virginia.®  During  those 
moonlit  nights  when  the  Arkansas  River 
wound  like  a silver  ribbon  through  the  raven 
tresses  of  the  prairie,  there  must  have  been 
a mystical  exchange  between  the  58-year-old 
Kit  Carson  and  his  32-year-old  physician. 
While  the  younger  man  taught  his  patient 
how  to  accept  death,  the  intrepid  mountain 
man  had  still  enough  spark  in  him  to  teach 
the  doctor  a thing  or  two  about  living,  and 
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not  just  dying,  with  courage.  Ten  years  after 
Kit’s  death,  Tilton  was  with  the  Seventh 
Cavalry  in  Montana.  During  the  spring  and 
summer  of  1877  the  U.  S.  Army  tried  to  rout 
the  Nez  Perce  Indians  from  their  home  in 
the  Wallowa  Valley  of  Oregon.  The  Nez 
Perce  had  retreated  into  Montana  and  moved 
slowly  up  the  Bitterroot  Valley.^® 

At  the  Battle  of  Bear’s  Paw  Mountain  in 
September  of  1877,  Dr.  Henry  Remsen  Tilton 
so  distinguished  himself  that  he  was  recom- 
mended for  the  Congressional  Medal  of  Hon- 
or for  ....  “Gallantry  during  engagement 
with  Nez  Perce  Indians,  in  rescuing  and  pro- 
tecting wounded  men.  Major  Tilton  exposed 
his  life  fearlessly,  going  forward  in  advanced 
positions  on  the  field,  not  only  assisting  in 


carrying  our  wounded  to  the  sheltered  posi- 
tions and  giving  them  most  skillful  attend- 
ance, but  also  attending  the  wounded  In- 
dians. 

Henry  Tilton  was  59  years  old  in  March 
of  1895  when  the  Medal  of  Honor  was  pinned 
upon  his  uniform  jacket.  The  West  was  at 
peace  and  the  days  of  her  courtship  with 
history  were  memories.  Twenty-seven  years 
in  his  grave  was  a friend  who  would  have 
well  appreciated  the  price  a man  pays  to 
wear  a medal  with  the  citation:  “Fearlessly 
risked  his  life  and  displayed  great  gallantry 
in  rescuing  and  protecting  the  wounded 
men.”i2  • 
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Hearing  loss  of  sudden  onset 


Robert  F.  Balas,  Ph.D.,  and  Will  P.  Pirkey,  MD,  Denver 


Reports  of  sudden,  sensorineural  hearing  loss 
are  not  uncommon  in  otologic  literature.^'® 
These  reports  have  been  published  for  the 
benefit  of  otolaryngologists  and  audiologists. 
Little  has  been  reported,  however,  to  practi- 
tioners who  are  often  the  first  to  see  patients 
with  the  complaint  of  sudden  hearing  loss. 
Such  a complaint  has  been  described  as  an 
otologic  emergency.®  Physicians  other  than 
otolaryngologists  should  be  cognizant  that 
immediate  diagnosis  and  otologic  therapy 
may  lead  to  successful  recovery. 

Many  etiologic  possibilities  for  sudden 
hearing  loss  have  been  hypothesized.^  Often 
the  etiology  is  unknown.  Most  clinicians,  how- 
ever, associate  sudden  deafness  with  cochlear 
disturbances.  Viral  infections  and  vascular 
disorders  are  often  associated  with  sudden, 
unilateral  hearing  loss.®-®-®’®  Virus  particles, 
hyperviscosity,  hypercoagulation  and  arteri- 
osclerosis are  thought  to  produce  sudden  vas- 
cular occlusion  within  the  intricate  capillary 
circulation  in  the  basilar  membrane.®  Histo- 
pathologic studies  demonstrate  atrophy  of 
the  tectorial  membrane,  the  stria  vascularis 
and  organ  of  Corti.^'’'  Prompt  therapy  is 
aimed  at  improving  the  blood  flow  in  the 
inner  ear. 

The  hearing  loss  is  usually  unilateral  and 
is  often  associated  with  “stuffiness,”  tinnitus, 
diplacusis  and  recruitment.  True  rotational 
vertigo  may  occur  but  is  usually  mild  and 
transient.  A hearing  evaluation  including 
special  audiologic  measurements  such  as  the 
short  increment  sensitivity  index  (SISI), 
alternate  binaural  loudness  balance  test 
(ABLE),  tone  decay  and  Bekesy  audiometry 
should  be  ascertained  in  order  to  assist  in 
determining  the  site  of  lesion.  These  measure- 
ments should  aid  in  eliminating  the  possibility 
of  middle  ear  or  retrocochlear  disturbances. 

♦Denver  Otologic  Group,  333  Republic  Building,  Denver 
Colorado  80202. 


Further  evaluation  with  caloric  tests,  elec- 
tronystagmography, x-ray  and  blood  studies 
should  be  performed  if  a more  accurate  diag- 
nosis is  desired. 

Clinicians  stress  the  importance  of  im- 
mediate otologic  therapy  since  recovery,  in 
some  instances,  depends  upon  prompt  ther- 
apy. The  following  case  demonstrates  a very 
dramatic  restoration  of  hearing  in  a patient 
afflicted  with  a profound  loss  of  hearing 
sensitivity  and  acuity  of  sudden  onset. 

Case  report 

The  patient,  a 47-year-old  female,  visited  our 
office  with  a complaint  of  sudden,  unilateral  hear- 
ing loss.  Eight  years  prior  to  this  visit,  she  was 
treated  for  acute  otitis  media  in  the  left  ear. 
Although  her  hearing  sensitivity  was  not  mea- 
sured, her  hearing  was  reported  as  being  normal 
after  treatment. 

During  the  week  prior  to  the  sudden  loss  of 
hearing,  she  felt  weak,  as  if  she  had  the  flu.  She 
noted  itching  in  the  right  ear.  Since  a hysterectomy 
the  patient  had  been  taking  Premarin  Which  was 
prescribed  in  the  quantity  of  one  a day,  whenever 
she  felt  premenstral  symptoms.  For  about  nine 
months  she  had  also  been  on  Cytomel  (one  tablet 
daily  supplemented  with  aspirin,  two  to  four 
tablets  a day).  The  month  prior  to  the  sudden  loss 
of  hearing  she  had  been  working  thirty  to  forty 
hours  a week  in  rehearsals  for  a theatrical  pro- 
duction. She  stated  that  this  work  was  strenuous. 

Within  five  days  from  the  time  the  change 
in  hearing  was  first  noticed,  the  patient  was 
referred  for  an  otologic  examination.  She  reported 
no  tinnitus  or  vertigo.  Her  hearing,  she  reported, 
was  normal  in  both  ears  prior  to  this  sudden  loss. 
A routine  audiometric  evaluation  yielded  the  re- 
sults in  Fig.  1.  The  audiogram  clearly  shows  a 
profound,  sensorineural  hearing  loss  in  the  right 
ear,  and  speech  audiometric  measurements  could 
not  be  obtained  with  the  left  ear  effectively 
masked.  Hearing  in  the  left  ear  was  essentially 
normal.  The  otologic  impression  was  that  the  pa- 
tient had  suffered  a sudden,  almost  total,  uni- 
lateral hearing  loss  presumably  due  to  a sensori- 
neural pathology  of  unknown  etiology.  A vascular 
accident  to  the  right  vestibular  artery  associated 
with  hypertension  was  considered. 
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Hoping  that  biological  function  of  the  inner 
ear  could  be  restored*  the  patient  was  hospitalized 
immediately.  Intravenous  histamine,  2.75  mg  in 
250  cc  water  with  250  mg  vitamin  C added  was 


HEUT  Z 


X = LEFT  EAR  (AIR  - UNMASKED) 


0 = RIGHT  EAR  (AIR  - MASKED) 
3 = RIGHT  EAR  (BONE  - MASKED) 


Fig.  1.  Initial  audiogram  after  five  days  of  sudden 
hearing  loss.  In  the  right  ear  speech  measurements 
could  not  he  obtained.  In  the  left  ear  speech  recep- 
tion threshold  (SRT)  teas  5 dB,  and  discrimination 
(DS)  was  100  per  cent. 


given  by  slow  drip  (bid  x 4)  to  increase  blood 
flow  to  the  inner  ear.  Aristocort  4 mg  (tid  x 4) 
and  Cytomei  25  meg  (qd)  were  also  prescribed. 

By  the  time  the  patient  returned  to  the  office 
on  the  foiu-th  day,  June  5,  1967,  a substantial 
change  in  hearing  had  already  occurred  (see  Table 
1).  Her  hearing  sensitivity  improved  an  average 
of  31  dB  within  the  speech  frequency  range  (500- 
2000  Hz),  and  speech  audiometric  measurements 
yielded  a speech  reception  threshold  (SRT)  of  62 
dB  and  a discrimination  score  (DS)  of  36  per  cent. 
The  patient  reported  an  onset  of  tinnitus  at  ap- 
proximately the  same  time  she  was  aware  her 
hearing  had  improved. 

The  change  in  hearing  allowed  other  audiologic 
measurements  to  specify  the  site  of  lesion.  SISI 
scores  were  90  per  cent  at  2000  Hz  and  40  per  cent 
at  1000  Hz.  A high  SISI  score  is  indicative  of 
cochlear  involvement.  Alternate  binaural  loudness 
balance  (ABLB)  testing  indicated  recruitmeidt  at 
2000  Hz  which  again  is  characteristic, of  cochlear 
pathology. 

Due  to  the  improved  hearing  and  evidence  to 
suggest  inner  ear  involvement,  a vascular  insult 
was  more  readily  accepted  as  the  most  probable 
etiologic  factor.  The  patient  was  -advised  to  con- 
tinue with  medication  which  consisted  of  Hista- 
mine-diphosphate (sublingually),  Aristocort  and 
Cytomei. 

Audiometric  measurements  during  the  patient’s 
third  visit,  a week  later,  revealed  a most  remark- 
able finding.  Auditory  sensitivity  and  acuity  were 
much  improved  in  the  right  ear.  In  fact,  the  level 
of  restoration,  based  on  speech  audiometry,  was 
just  within  normal  limits.  She  had  an  SRT  of  24 
dB  and  a discrimination  score  (DS)  of  96  per  cent. 


TABLE  1 


Audiologic  measurements  (ISO-1964)  for  the  right  ear  of  a woman  with  a hearing  loss  of 

sudden  onset. 


Frequency 
in  cps 

6-2^ 

AC 

■67 

BC 

6-5-67 

AC 

6-12-67 

AC 

6-30-67 

AC 

7-14-67 

"'"'AC 

8-25-67 

AC 

11-3- 

AC 

-67 

BC 

250 

50 

NR 

30 

25 

15 

20 

20 

20 

20 

500 

105 

NR 

65 

25 

15 

15 

15 

20 

20 

1000 

100 

NR 

70 

45 

45 

40 

40 

35 

35 

2000 

85 

NR 

60 

25 

10 

15 

15 

15 

15 

3000 

0 

0 

15 

4000 

95 

NR 

55 

25 

20 

20 

20 

25 

25 

6000 

60 

25 

0 

0 

0 

.... 

8000 

75 

50 

35 

35 

45 

30 

SRT 

NR 

62 

24 

20 

16 

16 

18 

DS 

NR 

36% 

96% 

100% 

100% 

100% 

100% 

SISI 

2K-90% 

lK-40% 

lK-40% 

lK-40% 

ABLB 

2K-POS. 

IK-Pos. 

AC — Air  Conduction.  SRT — Speech  Reception  Threshold. 

BC — Bone  Conduction.  SISI — Short  Increment  Sensitivity  Index. 

— Frequency  not  tested.  ABLB — Alternate  Binaural  Loudness  Balance  test. 

NR — No  response  at  the  limits  of  the  audiometer.  DS — Speech  Discrimination. 
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A cursory  look  at  table  1 shows  that  the 
patient’s  hearing  continued  to  generally  improve 
up  to  the  final  examination  on  November  3,  1967. 
According  to  the  guide  for  the  evaluation  of  hear- 
ing impairment  (A.A.O.O.),  the  patient’s  percent- 
age of  impairment  in  the  right  ear  was  100  per 
cent  on  the  first  visit  and  0 per  cent  on  November 
3,  1967.  Medication  was  discontinued  shortly  after 
the  August  25,  1967,  visit.  The  audiometric  con- 
figuration from  June  12,  1967,  to  the  final  exam- 
ination reveals  a gradually  improving,  but  con- 
sistent notch  at  1000  Hz.  During  one  session,  the 
patient  identified  a 1000  Hz  tone  as  being  similar 
in  pitch  to  her  reported  tinnitus. 

Discussion 

This  patient’s  history  demonstrates  clearly 
that  successful  recovery  from  sudden,  uni- 
lateral, sensorineural  hearing  loss  may  occur. 
Obviously  it  is  not  feasible  to  state  defini- 
tively that  the  patient  responded  to  otologic 


therapy  in  terms  of  auditory  function;  how- 
ever, based  upon  the  literatrure  and  our  obser- 
vations, the  chances  of  restoring  hearing  in 
such  cases  seems  to  be  more  probable  with 
immediate  otologic  therapy.  We  have  wit- 
nessed a number  of  such  cases  as  well  as 
patients  whose  hearing  was  not  restored. 
Unfortunately,  there  is  no  way  to  predict 
ahead  of  time  which  cases  may  respond.  Con- 
sequently, all  patients  with  a history  of  sud- 
den onset  of  hearing  loss  should  be  referred 
for  immediate  otologic  evaluation  and  treat- 
ment. We  reported  this  case  to  emphasize  to 
physicians  other  than  otolaryngologists  the 
urgency  with  which  referral  should  be  made 
to  an  otologist  in  cases  of  sensorineural  hear- 
ing loss  of  sudden  onset.  Such  a complaint 
truly  is  an  otologic  emergency.  • 
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Unique  Medical  Training 

A significant  new  program  designed  to  give  medical  students  a broader  view  of  society 
is  under  development  at  the  University  of  Arizona  College  of  Medicine.  Credited  with  being 
the  “first  of  its  kind  in  a medical  school,”  the  UA  program  will  expose  students  to  major — 
and  differing — viewpoints  existing  in  society  through  a continuing  series  of  seminars. 

Special  training  is  being  established  within  the  medical  school  curriculum  in  recogni- 
tion of  the  complicated  cultural,  social,  economic,  legal,  and  moral  influences  which  affect 
the  institution  of  medicine  in  our  society  today. 

To  give  medical  students  a perspective  through  the  eyes  of  other  professional  people, 
participants  in  the  seminars  will  be  invited  from  such  fields  as  anthropology,  sociology, 
psychology,  psychiatry,  history,  economics,  government,  law,  public  health  agencies,  philan- 
thropy, theology  and  philosophy. 

Medical  students  will  be  expected  to  participate  actively  in  each  seminar,  in  both 
presentations  and  discussions.  The  curriculum  will  also  require  that  they  be  alert  to 
current  local  and  national  happenings  affecting  the  role  of  science  and  medicine  in  society. 

The  “Cultural  Horizons  of  Medicine”  seminar  series  will  deal  with  such  topics  as 
cultural  determinants  of  health  and  disease;  the  use  of  human  subjects  in  medical  research; 
the  concept  of  invasion  of  privacy;  the  organization  and  distribution  of  health  services; 
humanistic  implications  of  recent  research  in  genetics  and  in  brain  function;  man  and  his 
environment. 

Also,  the  psychology  and  sociology  of  various  special  patient  groups  including  the  ado- 
lescent and  the  terminally  ill;  medical  implications  of  changing  public  attitudes  toward 
birth  control,  sexual  behavior,  abortion  and  related  issues;  the  history  and  philosophy  of 
science,  and  other  issues. 
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Oculo-auriculo-vertebral  dysplasia 


Goldenhar^s  syndrome 


Kenneth  Dumars,  Jr,  MD,  and  M.  Arthur  Charles,  Los  Angeles,  California* 


In  1845,  F.  von  Arlt^  described  a case  of 
oculo-auriculo-vertebral  dysplasia  also  known 
as  the  oculo-auriculo-vertebral  syndrome  and 
Goldenhar’s  syndrome.^  Gorlin  recently  re- 
viewed the  40  cases  reported  in  the  literature, 
and  the  predominant  findings  are  listed  in 
Table  1.®  This  syndrome  has  heretofore  re- 
ceived little  recognition  in  the  hterature  of 
mental  retardation.  We  are  reporting  a case 
with  mental  retardation  and  a normal  male 
chromosomal  karyotype. 

CASE  REPORT 

A 2 1/2 -year-old  Negro  male  was  referred  for 
evaluation  of  multiple  congenital  anomalies.  The 
mother  was  27  years  old  when  this  child  was  born. 
During  the  first  trimester  of  pregnancy,  the  mother 
admitted  to  having  gastroenteritis,  but  denied  in- 
gestion of  any  drugs.  Birth  was  at  term.  No  family 
history  of  early  deaths,  congenital  anomalies,  or 
consanguinity  was  obtained.  Although  the  patient’s 
motor  development  was  normal,  speech  develop- 
ment was  mildly  retarded.  The  patient  does  not 
resemble  his  nine  siblings  and  other  relatives. 
Physical  examination  revealed  a weight  of  28 
pounds  and  a length  of  36  inches.  The  skull  was 
symmetrical  and  frontal  bossing  was  present. 
Without  visual  fixation,  a slow  pendular  mystag- 
mus  is  present.  A coloboma  of  the  middle  third  of 
the  right  upper  eyelid  was  present.  An  epibulbar 
dermoid  was  present  on  the  lower  outer  quadrant 
of  the  left  eye.  There  were  bilateral  skin  tags 
immediately  anterior  to  the  tragus  and  microtia  of 
the  right  ear  (Fig.  1).  A functional  heart  murmur 
was  heard.  Dermatoglyphic  findings  are  tabulated 
in  Table  2. 


*From  the  Department  of  Pediatrics,  University  of  Cali- 
fornia, Irvine — California  College  of  Medicine,  Los  Angeles 
County  General  Hospital,  Rancho  Los  Amigos  Hospital. 
Mr.  Charles  is  a senior  medical  student.  University  of 
California,  Irvine. 


X-ray  examination  demonstrated  normal  cervi- 
cal, thoracic,  and  lumbar  spine,  normal  bony 
thorax,  normal  IV  urogram,  and  normal  skull  ex- 
cept for  calcification  of  the  falx  cerebri. 

Cytogenic  Studies 

No  sex  chromatin  bodies  (normal  male  pattern) 
was  seen  on  analysis  of  100  buccal  mucosal  cells. 

To  obtain  mitotic  figures,  short-term  culture 
of  monocytes  was  used  and  analysis  was  completed 
as  described  by  Patau.^  Sixteen  metaphase  figures 
all  contained  46  chromosomes  with  a normal  male 
complement  (44XY)  (Fig.  2). 


Fig.  1.  Note  the  ear  tags  and  moderate  hyper- 
telorism. An  epibulbar  dermoid  is  present  on  the 
lateral  canthus  of  the  left  eye. 
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TABLE  1 


TABLE  2 


Congenital  anomalies  of  oculo-auriculo- 
vertebral  dysplasia® 

FACE 

Asymmetric  skull 
Low  hair  line  on  brow 
Atresia  or  hypoplasia  of  external  nares 
OCULAR 

iEpibulbar  dermoids  and/or  lipodermoid 
§Coloboma  (upper  lid) 

Anophthalmia  or  microphthalmia 
Choroidal  or  iridial  coloboma 
AURAL 
§Microtia 

§Auricular  appendices 
Preauricular  blind-ended  fistulae 
ISKELETAL 

Cervical  spine^synostosis 
Superanumefary  vertebrae 
Hemi  vertebrae 
Spina  bifida 
Anomalous  ribs 
Frontal  bossing 
ORAL 

§Micrognathia 
Hemifacial  microsomia 
High  palatal  vault 
Macrostomia 


§Most  constant  features. 


Fig.  2.  This  figure  demonstrates  normal  male 


karyotype  N=44XY. 


Dermatoglyphicst 
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Left 

Digital  Patterns 
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Interdigital  Patterns 



.0 

L/V 

L 

..VD 

0 

I3 

..VL 

D 

I4 

..L 

L 

Palmar  Axial  Triradius.. 

...t 

t 

Thenar  Pattern 

-Patternless 

Carpal  Loop 

Hypothenar  Pattern 

...Broken 

Patternless 

Hallucal  Pattern 

Ridges — V 

...W 

Ld 

CODE: 

W— Whorl 

Wd — -Whorl  with  double  loop 
U — Ulnar  loop 
R — Radial  loop 
A — Arch 
TA — Tented  arch 

t — Proximal  position  of  the  palmar  axial  triradius 
V — Vestigal  pattern 
L — Loop 

D — Loop  with  accessory  triradius 
O — Open  field  without  any  pattern 
Ld — Dsital  hallicula  loop 

tDermatoglyphic  analysis  was  generously  completed  by 
Irene  A.  Uchida. 

Physiological  Studies* 

A social  age  of  two  years,  five  months,  was  ob- 
tained on  the  Vineland  scale  with  the  mother 
acting  as  the  informant.  Utilizing  the  Merrill- 
Palmer  scale,  a more  conventional  measure  of 
intellectual  function,  a mental  age  of  two  years, 
one  month,  was  obtained.  The  tests  suggest  a below 
normal  intelligence.  However,  it  is  recognized  that 
the  correlation  between  psychometric  testing  at 
this  age  and  future  function  is  poor  and  caution 
must  be  used  in  prognosticating  from  these  values. 
Nevertheless,  at  the  time  of  examination,  the  pa- 
tient was  functioning  at  a mild  to  borderline  re- 
tarded level. 

Discussion 

Others  have  emphasized  ear  abnormalities 
as  a clue  to  anomalies.  Longnecker,  Ryan, 
and  Vincent®  recently  reported  six  cases  of 
concommitant  anomalies  of  the  ears  and  uro- 
genital tract,  and  in  some  patients  the  mal- 
formed ear  was  not  recognized  until  after 
the  patient  had  been  admitted  for  a serious 
urologic  problem.  In  our  patient,  no  urogeni- 
tal abnormalities  were  found.  However,  ear 

*Completed  by  James  Woo  Sam,  Ph.D.,  Psychologist, 
Rancho  Los  Amigos  Hospital. 
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abnormalities  can  oe  associated  with  other, 
unrelated  congenital  malformations.  Ear  tags 
are  not  uncommon;  and  when  observed,  fur- 
ther evaluation  will,  in  rare  instances,  dem- 
onstrate other  congenital  anomalies.  The 
importance  of  attentiveness  to  ear  abnormali- 
ties is  demonstrated  in  Smithells’  case,  which 
had  anomalies  consistent  with  oculo-auriculo- 
vertebral  dysplasia,  as  well  as  Tetralogy  of 
Fallot  and  patent  ductus  arteriosus.^  The 
child  died  at  three  weeks  of  age. 

Mental  retardation  has  been  described  in 
10  to  15  per  cent  of  the  children  with  oculo- 
auriculo-vertebral  dysplasia.  More  accurate 
evaluation  of  mental  retardation  in  oculo- 
auriculo-vertebral  dysplasia  will  come  only 
as  more  cases  are  reported. 

The  lack  of  genetic  and  familial  findings 
demonstrated  by  this  case  is  consistent  with 
previous  reports.  A consistent  etiologic  basis 
of  this  syndrome  has  not  yet  been  described; 
however,  certain  of  the  anomalies  (especially 
of  the  head)  have  been  postulated  as  the  re- 
sult of  abnormal  embryonic  vascular  supply.^ 


McKenzie  describes  a First  Arch  Syn- 
drome which  includes  the  Treacher  Collins 
Syndrome,  Pierre  Robin  Syndrome,  Mandibu- 
lofacial dysostosis,  deformities  of  external 
and  middle  ear,  congenital  deafness,  hyper- 
telorism, and  cleft  lip  and  cleft  palate.  These 
entities  McKenzie  postulates  are  a result  of 
an  anomalous  stapedial  artery,  and  the  vascu- 
lar anomaly  interferes  with  normal  matura- 
tion of  the  first  visceral  arch.  The  oculo- 
auriculo-vertebral  dysplasia  could  be  a 
variety  of  the  First  Arch  Syndrome. 

Summary 

A case  of  oculo-auriculo-vertebral  dys- 
plasia is  presented.  This  patient  demonstrates 
mental  retardation,  a rather  uncommon  find- 
ing in  this  syndrome.  The  occurrence  of  ear 
abnormalities  should  receive  adequate  atten- 
tion since  in  rare  instances  the  ear  abnormali- 
ties will  accompany  other  unrelated  and  more 
serious  abnormalities.  • 
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Texas  Heart  Association  Symposium  on  Dextrans 

The  first  International  Symposium  on  Dextrans  will  be  held  at  Galveston  Island,  Texas 
on  Sunday  and  Monday,  May  19  and  20,  1968.  Entitled  Current  Concepts  of  the  Basic  Actions 
of  Dextrans  and  Their  Clinical  Application  in  the  Cardiovascular  and  Related  Fields,  the 
symposium  is  co-sponsored  by  the  Texas  Heart  Association,  the  Council  on  Circulation  of 
the  American  Heart  Association,  the  Postgraduate  Education  Division  of  the  University  of 
Texas  Medical  Branch,  the  University  of  Minnesota  Medical  School  and  the  Georgia  Insti- 
tute of  Technology-Biomedical  Division. 

Researchers  from  Europe  and  the  United  States  who  have  carried  out  extensive  re- 
search studies  on  the  Dextrans  for  20  years  or  more  will  participate  in  this  important  two- 
day  symposium.  Program  planners  advise  that  the  major  emphasis  of  the  symposium  will 
be  placed  on  the  use  of  Dextrans  in  the  cardiovascular  field. 

Programs,  advance  registration,  and  hotel  reservation  forms  for  the  Dextran  Symposium 
may  be  obtained  by  writing  or  calling  the  Texas  Heart  Association,  P.O.  Box  25041,  Houston, 
Texas  77005 — Area  Code  713-JAckson  6-4194. 
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Foreign  bodies  in  the  tracheobronchial 

tree  and  esophagus 


i 


Charles  Forrest  Sparger,  MD*,  Silver  Spring,  Maryland 


Consideration  of  an  unusual  collection  foreign  body  nor  for  “after  image.”  No  case. 

of  foreign  body  cases.  The  foreign  is  listed  in  which  the  foreign  body  was  al- 

, j,  „ j , j lowed  to  pass  on  through  the  gastrointestinal 

bodies  were  all  removed  at  endoscopy.  ^ o o 

tract. 


One  would  expect  that  foreign  bodies  found 
in  the  air  passages  and  esophagus  in  the 
American  Indian,  especially  those  living  on 
the  reservation,  would  be  somewhat  different 
from  those  found  in  the  population  of  a 
typical  American  city.  Although  there  is  not 
as  much  difference  as  one  might  expect; 
nevertheless,  there  is  a difference  in  the 
variety  of  foreign  bodies.  A greater  incidence 
of  pinon  nuts,  corn  kernels,  and  pinto  beans 
is  noted  as  foreign  bodies  in  the  American 
Indian  on  the  reservation,  especially  in  the 
tracheobronchial  tree. 

This  series  of  patients  were  seen  primarily 
for  removal  of  foreign  bodies  at  the  U.S.P.H.S. 
Indian  Hospital,  Gallup,  New  Mexico,  from 
the  time  the  hospital  opened  in  1961  until 
the  fall  of  1966.  A total  of  29  Indian  pediatric 
patients  were  seen  with  foreign  bodies  either 
in  the  tracheobronchial  tree  or  in  the  esopha- 
gus, that  required  removal  at  endoscopy. 
Actually  eleven  had  foreign  bodies  removed 
from  the  tracheobronchial  tree  and  eighteen 
had  foreign  bodies  removed  from  the  esopha- 
gus. No  case  is  listed  in  which  bronchoscopy 
or  esophagoscopy  was  done  to  rule  out  a 

*Dr.  Sparger  is  Special  Assistant  to  the  Director,  Division  of 
Direct  Health  Services.  He  was  formerly  Chief  of  Surgery, 
USPHS  Indian  Hospital,  Gallup,  New  Mexico. 


Types  of  foreign  bodies  in 
tracheobronchial  tree 

Of  the  twelve  types  of  foreign  bodies 
found  in  the  tracheobronchial  tree,  of  eleven 
Indian  children,  there  were  four  pinon  nut 
shell  fragments,  one  hat  pin,  two  watermelon 
seeds,  three  pinto  beans  and  two  corn  kernels 
and/or  husks  (Table  1). 

TABLE  1 

Types  of  foreign  bodies  seen  in  the  tracheo- 
bronchial trees  of  Indian  children 


Pinon  nut  shells  4 

Hat  pin  1 

Watermelon  seeds  2 

Pinto  beans  3 

Corn  kernels  and/or  husks 2 


12 

Types  of  foreign  bodies  in  the  esophagus 

Of  the  eighteen  foreign  bodies  (found  in 
the  esophagus  of  the  eighteen  Indian  chil- 
dren) that  were  actually  removed  at  esopha- 
goscopy, the  breakdown  was  as  follows:  one 
washer,  one  piece  of  bone,  seven  coins  (four 
pennies,  two  nickels  and  one  dime),  one  toy 
bell,  two  buttons,  one  safety  pin,  one  jack, 
one  thumb  tack,  one  pin  wheel,  one  straight 
pin  and  one  metal  disk  (Table  2). 
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TABLE  2 

Types  of  foreign  bodies  seen  in  the  esophagi 
of  Indian  children 


Washer  1 

Bone  1 

Coins  7 

Penny — 4 
Nickel — 2 
Dime — 1 

Toy  bell  1 

Button  2 

Safety  pin  1 

Jack  1 

Thumb  tack  1 

Pin  wheel 1 

Straight  pin  1 

Disk  1 


Age 

Typically  a third  of  the  patients  who  had 
difficulty  with  foreign  bodies  in  the  tracheo- 
bronchial tree  were  under  two  years  of  age 
(Table  3) ; on  the  other  hand  patients  who 
were  under  two  years  of  age  made  up  only 
about  one  twentieth  of  the  patients  who  had 
foreign  bodies  in  the  esophagus  (Table  4) . 

Delay 

In  reviewing  the  cases  with  foreign  bodies 
in  the  tracheobronchial  tree  it  should  be 
noted  that  six  of  the  patients  were  seen  in 
other  clinics  or  hospitals  prior  to  arrival  at 
this  referral  hospital.  The  foreign  bodies  in 
patients  seen  first  and/or  treated  at  other 
hospitals  or  clinics  prior  to  being  sent  to  this 
referral  hospital  were  present  prior  to  re- 
moval on  an  average  of  approximately  38 
hours.  Those  who  were  seen  at  this  hospital 
initially  had  the  foreign  body  removed  in 
approximately  4^/2  hours.  In  many  instances 
this  difference  simply  related  to  the  greater 
distance  of  travel. 

If  one  does  not  include  a case  who  had  a 
foreign  body  in  her  esophagus  allegedly  for 
one  month,  the  breakdown  in  regard  to  length 

TABLE  3 

Various  ages  of  southwestern  Indian  children 
with  foreign  bodies  in  respiratory  passages 


Age  under  2 years 3 

Age  2 2 

Age  3 3 

Age  4 1 

Age  5 1 

Age  17  1 


TABLE  4 

Various  ages  of  southwestern  Indian  children 
who  had  foreign  bodies  removed  from 
their  esophagi 


Age  under  2 years 2 

Age  2 5 

Age  3 1 

Age  4 2 

Age  5 1 

Age  8 1 

Age  9 3 

Age  10  2 

Age  13  1 


of  stay  of  foreign  bodies  in  the  esophagus 
from  the  time  of  lodgement  until  removal  in 
those  seen  here  primarily  was  6V2  hours  as 
compared  to  12  y2  hours  for  those  who  were 
seen  and/or  treated  elsewhere  before  coming 
to  the  referral  institution. 

Location  of  foreign  bodies  in 
tracheobronchial  tree 

Typically  the  majority  of  the  foreign 
bodies  in  the  tracheobronchial  tree  were  in 
the  right  bronchus.  Eight  of  the  foreign 
bodies  were  in  the  right  bronchial  tree;  one 
was  in  the  left  bronchial  tree;  one  had  foreign 
material  in  both  the  right  and  left  bronchial 
trees;  and  one  had  foreign  material  not  only 
in  both  the  right  and  left  bronchial  trees  but 
in  the  trachea  as  well. 

Radiographic  changes 

Some  of  the  patients  with  foreign  bodies 
in  the  tracheobronchial  tree  showed  typical 
x-ray  changes.  One  patient’s  x-ray  suggested 
obstruction  on  one  side  with  compensatory 
emphysema  on  the  other.  In  two  other  pa- 
tients there  was  suggestion  of  lobar  obstruc- 
tion with  compensatory  emphysema  of  the 
other  lobes  on  the  ipsilateral  side.  X-rays  of 
two  patients  showed  evidence  of  atelectasis 
and  in  one  patient  there  was  pneumonic  con- 
solidation. 

Preoperative  symptoms 

Preoperative  symptoms  in  the  patients 
with  foreign  bodies  in  the  tracheobronchial 
tree  included  the  following:  coughing,  chok- 
ing, respiratory  retraction,  dyspnea,  elevated 
temperature,  cyanosis,  and  laryngeal  stridor. 

Post-bronchoscopy  problems 

The  postoperative  problems  that  occurred 
in  the  bronchoscopy  patients  included  (1) 
temperature  above  100°  R.,  (2)  dyspnea,  (3) 
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cough,  (4)  stridor,  (5)  in  one  patient  the  res- 
piratory problem  was  considered  significant 
enough  that  it  was  felt  best  to  do  a trache- 
ostomy. It  was  done  with  satisfactory  prog- 
ress. A tragic  complication  occured  in  a 
14-month-old  child  who  had  significant  diffi- 
culty prior  to  being  seen  at  another  institu- 
tion and  had  been  treated  elsewhere  prior  to 
transfer  to  this  institution.  He  had  appeared 
satisfactory  after  bronchoscopic  removal  of 
the  foreign  body;  however,  he  was  noted  to 
be  critically  ill  the  next  morning  at  12:35  a.m. 
with  cyanosis  and  respiratory  distress.  Short- 
ly thereafter  he  went  into  cardiac  arrest  from 
which  he  did  not  recover. 

Discussion 

In  many  instances  there  is  no  dire  emer- 
gency in  removal  of  foreign  bodies;  however, 
in  some  cases  an  emergency  situation  exists,^ 
particularly  in  the  younger  child,^-^  and  espe- 
cially in  those  patients  in  whom  the  foreign 
body  is  near  the  larynx  and  in  those  with 
choking,  respiratory  retraction,  dyspnea  and 
laryngeal  stridor.  Certainly  foreign  bodies  of 
protein  origin  in  the  tracheobronchial  tree 
cause  a great  deal  of  inflammatory  reaction 
and  edema.  Needless  to  say  this  reaction  is 
greater  with  delay  and  in  the  small  child 
a minimal  amount  of  reaction  may  be  critical 
especially  if  it  is  at  the  vicinity  of  the  narrow 
glottis.  There  is  need  for  re-emphasis  of  the 
urgent  nature  of  the  total  problem  for  the 
medical  as  well  as  the  lay  personnel.  Physi- 
cians removed  from  surgery  should  refresh 
themselves  periodically  in  the  technic  of  do- 
ing a tracheostomy.^ 

Although  negative  diagnostic  bronchosco- 
pies were  not  included  in  this  paper,  it  is 
important  to  stress  the  following:  “The  diag- 
nostic importance  of  the  wheeze  indicative  of 
a by-pass  valve  obstruction,  obstructive  em- 
physema, due  to  a check  valve  type  of  ob- 
struction, and  obstructive  atelectasis  due  to 
a stop  valve  type  of  obstruction,  have  come 
to  be  generally  recognized,  and  their  evidence 
of  bronchial  obstruction  always  call  for  di- 
agnostic bronchoscopy.”^  Some  cases  with 
watermelon  seeds  in  the  bronchi,  for  instance, 
might  be  missed  if  this  dictum  were  not 
followed.  It  is  important  to  emphasize  the 
necessity  for  early  diagnosis  and  adequate 


treatment  of  foreign  bodies  of  the  tracheo- 
bronchial tree  in  order  to  prevent  progressive 
cardiopulmonary  changes  that  may  be  fatal 
or  eventually  require  radical  surgery.®-® 

Cardiac  arrest,  death  and  other  serious 
complications  have  all  been  reported  else- 
where as  complications  of  foreign  bodies  in 
the  food  and  air  passages.  One  author  report- 
ed twelve  fatalities  in  a series  of  foreign 
bodies  in  adults  and  children;  however,  of  the 
twelve,  eight  were  two  years  of  age  or  less.'^ 
Clerf  noted  in  his  series  of  foreign  bodies  in 
the  tracheobronchial  tree  of  children  and 
adults  that  the  mortality  was  highest  in  the 
group  with  vegetable  foreign  bodies.'^ 

Although  bronchoscopy  can  be  done  in  the 
newborn,®  nevertheless  in  any  child  careful 
and  expert  care  in  the  immediate  postopera- 
tive period  is  reqmred^  and  this  is  particu- 
larly true  in  the  very  young  child  in  which 
the  opening  to  the  glottis  is  small  and  edema 
of  the  vocal  cords  is  significant.  A reminder 
for  all  of  us  is:  “One  danger  that  can  be 
avoided  is  putting  tracheostomy  off  until  the 
patient  has  ceased  to  breathe.”®  Another  re- 
minder is  the  fact  that  although  tracheostomy 
is  not  indicated  for  foreign  body  removal  it 
may  be  urgently  needed  for  foreign  body 
dyspnea.^® 

In  a situation  in  which  there  is  no  one 
anesthesiologist  in  charge  of  the  anesthesia 
program  and  in  an  outlying  district  in  which 
the  nurse  anesthetist  may  change  from  case 
to  case,  it  appears  safer  not  to  set  up  distinct 
rules  as  to  what  type  of  anesthesia  is  to  be 
given  if  one  is  to  be  given,  but  instead  let 
the  anesthetist  choose  the  agent  which  she  is 
most  capable  of  delivering.”  No  anesthetic 
problems  per  se  occurred  in  the  29  patients. 
However,  it  is  this  author’s  opinion  that  when 
one  has  a trained  endoscopist,  capable  nurses, 
and  head  holders  it  is  safer  to  give  only 
oxygen  and  no  anesthesia  in  those  children 
under  two  years  of  age.®  Various  authors  dis- 
agree with  this  in  varying  degrees. The 
types  of  anesthetics  (or  no  anesthesia)  that 
were  given  for  the  tracheobronchial  cases  in- 
cluded ether  in  two  instances,  oxygen  alone 
in  six  cases,  cyclopropane  and  halothane  in 
one  case,  halothane  and  nitrous  oxide  in  one 
case  and  topical  xylocaine  in  one. 
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TABLE  5 

Types  of  anesthetics  used  for  esophagoscopies 


Cyclopropane  3 

Topical  5%  xylocaine  1 

Pentothal  and  cyclopropane  1 

Oxygen  only  1 

Halothane  and  nitrous  oxide  8 

Rectal  pentothal,  halothane  and  nitrous  oxide....  2 
Nitrous  oxide  and  pentothal 2 


Case  E5,  Fig.  6,  reveals  a coin  in  the  esoph- 
agus lying  typically  in  the  cornonal  plane^ — 
a well  known  differential  point  in  regard  to 
location  of  foreign  bodies. 

It  is  important  to  stress  again  the  fact  that 
the  wall  between  the  trachea  and  esophagus 
is  very  thin,  making  it  easy  for  the  trachea 
to  be  compressed  with  a foreign  body  in  the 
post-cricopharyngeal  area^  or  in  fact  by  com- 
pression by  an  esophagoscope.  Certainly  it 
should  also  be  stressed  that  a large  bolus  of 
food  or  foreign  body  even  in  the  adult  may 
cause  respiratory  obstruction  and  death,  as 
occurs  for  example  in  the  “cafe  coronary. 


Although  the  passage  of  a foreign  body 
through  the  wall  of  the  esophagus  is  a rela- 
tively uncommon  occurrence^®  one  must  be 
continually  aware  of  this  possibility  and 
avoid  undue  delay.  Objects  with  sharp  points 
as  pins,  tacks,  and  bones  are  potentially  more 
dangerous^'®'^'’’^®  as  apparent  in  Case  E14  in 
which  the  tack  partially  penetrated  the  wall 
of  the  esophagus.  There  was  some  superficial 
erosion  in  ElO,  a case  with  an  open  safety  pin. 
Left  to  itself  even  the  most  harmless  foreign 
body  in  the  esophagus  may  end  up  in  a fatal 
termination.® 

It  should  be  noted  that  for  the  same  rea- 
sons given  above  there  was  a wide  variety  of 
anesthetics  given  in  patients  in  whom  foreign 
bodies  were  removed  from  the  esophagus  as 
noted  in  Table  5.  Since  a smaller  percent  of 
these  patients  were  under  two  years  of  age 
more  required  anesthesia  and  in  fact  in  only 
one  case  was  oxygen  alone  given. 

Although  we  had  no  mortality  in  this 
small  series  of  foreign  bodies  of  the  esopha- 


Fig.  1.  Case  T3.  Hat  pin  located  in  left  main  stem  Fig.  2.  Case  T3.  Lateral  view  of  same  patient 

bronchus.  History  of  “accidentally  ‘swallowing’  hat  shown  in  Fig.  1. 

pin.” 


Fig.  3.  Case  El.  Depicts  washer  in  the  esophagus 
of  a four-year-old  Indian  male. 


Fig.  4.  Case  E4.  A fragment  of  bone  lodged  in  the 
cervical  esophagus  in  this  13-year-old  Indian  girl. 
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gus  of  children,  one  can  be  eventually  expect- 
ed particularly  when  there  is  prolonged  delay 
of  arrival  of  the  patient  or  when  the  foreign 
body  is  sharp.  There  was  a 0.7  per  cent  mor- 
tality in  one  series  in  adults  and  children. 

The  types  of  foreign  bodies  found  in  the 
esophagi  of  these  patients  should  amplify  a 
statement  by  Terracol  and  Sweet  that  “al- 
most all  foreign  bodies  swallowed  by  infants 


Fig.  5.  Case  E5.  A penny  lodged  in  the  cervical 
esophagus  in  a five-year-old  child. 


and  young  children  have  been  obtained  be- 
cause of  thoughtlessness  or  lack  of  supervi- 
sion on  the  part  of  those  who  have  been  in 
charge.”^  Barnes  also  emphasizes  this  point.^'^ 
In  Case  T8  with  pinto  beans  in  both  main 
bronchi  and  the  trachea,  this  was  the  third 
time  that  the  child  had  aspirated  food.  The 
child  was  given  a careful  neurologic  examina- 
tion because  it  is  recognized  that  children 


Fig.  6.  Case  E5.  Lateral  view  reveals  the  coin  in 
the  esophagus  to  lie  typically  in  the  coronal  plane. 


Fig.  7.  Case  E6.  This  one-year-old  Indian  child 
“turned  blue”  after  swallowing  the  toy  bell. 


Fig.  9.  Case  EM.  This  nine-year-old  Indian  female 
with  thumb  tack  complained  of  a scratchy  sensa- 
tion in  cervical  esosphagus. 


Fig.  8.  Case  E12.  Four-year-old  child  had  difficulty 
in  swallowing  oral  secretions  after  swallowing  a 
jack. 


Fig.  10.  Case  E17.  Note  the  round  metal  disk  lodged 
in  cervical  esophagus  in  this  two-year-old  child. 
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may  repeatedly  aspirate  foreign  bodies  be- 
cause of  mental  disturbances  and/or  sensory, 
motor  and/or  other  neurologic  problems. 

Conclusion 

1.  The  foreign  bodies  in  the  tracheobron- 
chial trees  of  the  Southwestern  American  In- 
dian patients  from  the  reservation  area  tend 
to  be  somewhat  different  from  those  in  the 
average  American  patient  with  such  prob- 
lems because  of  the  higher  incidence  of  pinto 
beans,  corn  kernels,  and  pinon  nut  shells. 
Those  in  the  esophagus  are  not  significantly 
different  from  those  found  elsewhere  in  the 
United  States. 

2.  Because  of  the  greater  distances  and 
perhaps  the  lack  of  understanding  of  the 
problem  on  the  part  of  some  of  the  Indian 
parents  there  tends  to  be  a greater  delay  in 
the  arrival  of  the  patient  to  the  endoscopist. 

Except  for  the  rule  that  oxygen  alone  is 
probably  best  given  to  patients  under  two 
years  of  age  when  adequate  personnel  are 
available  to  hold  the  child  it  is  probably  best 
in  outlying  districts,  where  there  is  no  one 
continuous  anesthesiology  supervisor,  to  al- 
low the  various  personnel  to  select  the  anes- 
thesia in  which  they  are  most  proficient  as 
evidenced  by  the  fact  that  no  specific  anes- 
thetic problem  per  se  was  encountered  at  the 
time  of  surgery  in  this  list  of  patients. 

4.  There  is  greater  need  to  educate  the 
public  about  this  potential  emergency  and 
especially  to  advise  them  repeatedly  of  the 


immediate  danger  of  a foreign  body  near  the 
glottis  in  the  tracheobronchial  tree  and  the 
immediate  danger  of  a large  bolus  or  foreign 
body  in  the  post-cricopharyngeal  area  even 
in  the  adult  but  particularly  in  the  small 
child. 

5.  There  is  need  for  continuously  educat- 
ing the  public  and  nursing  and  medical  per- 
sonnel in  regard  to  the  potential  need  for  a 
tracheostomy  in  the  instances  mentioned  in 
Item  4. 

6.  There  is  need  for  the  trained  physician 
to  continue  using  the  very  best,  prompt,  and 
least  traumatic  endoscopy  possible  and  not 
to  wear  the  patient  out  at  the  time  of  endos- 
copy. There  is  need  to  continuously  remind 
all  personnel  of  the  extremely  careful  atten- 
tion that  must  be  given  to  those  patients  in 
the  immediate  postoperative  period,  and  that 
these  personnel  should  at  all  times  consider 
that  signs  might  develop  that  would  require 
prompt  tracheostomy. 

7.  Each  pediatric  endoscopy  patient  who 
progresses  well  without  morbidity  is  a credit 
to  the  nursing  and  medical  personnel. 

8.  The  public  should  be  continually  re- 
minded that  foreign  bodies  especially  of  the 
type  lodged  in  the  esophagi  of  these  children 
should  at  all  times  be  kept  out  of  reach  of 
children — especially  small  ones.  • 
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Review  of  the  lUD* 


Ronald  J.  Bolognese,  MD,  Williams  Air  Force  Base,  Arizona 


An  interesting  review  of  mechanism^ 
efficacy f and  complications  of  an 
inexpensive  and  simple  method  of 
contraception. 


In  a decade,  the  intrauterine  device  (lUD) 
has  risen  from  condemnation  to  a respectable 
and  widely  used  method  of  contraception. 
Approximately  1.5  million  women,  world- 
wide, have  had  an  lUD  insertion.^  This  dra- 
matic change  can  be  attributed  to  two  fac- 
tors— the  need  for  a simple  and  inexpensive 
method  of  contraception  in  the  face  of  a seri- 
ous population  explosion,  and  the  develop- 
ment of  inert  materials,  polyethylene  and 
stainless  steel,  for  the  lUD. 

History 

Intrauterine  contraception  began  in  the 
1920’s  when  German  physicians  used  several 
loops  of  silk  gut  attached  to  a glass  button. 
Grafenberg  designed  an  lUD  of  silkworm 
gut  rolled  into  rings  with  the  shape  main- 
tained by  a silver  wire.  This  became  known 
as  the  Grafenberg  ring.®  He  later  substituted 
spiral  rings  of  coiled  silver  or  gold  wire  for 
the  silkworm  gut.  Initially,  Grafenberg 
changed  the  device  yearly  but  subsequently 
allowed  his  patients  to  wear  the  lUD  for  in- 
definite periods.  By  1930,  he  reported  600 
patients  fitted  with  silver  rings  and  only 
1.6  per  cent  contraceptive  failures.® 

With  increased  use,  there  appeared  re- 
ports of  both  pregnancies  and  severe  pelvic 

♦From  Department  of  Obstetrics  and  Gynecology,  3525th 
USAF  Hospital,  Williams  AFB,  Arizona.  The  views  ex- 
pressed herein  are  those  of  the  author  and  do  not  neces- 
sarily reflect  the  views  of  the  U.  S.  Air  Force  or  the 
Department  of  Defense. 


inflammatory  disease.  Haire  and  Leunbach, 
early  enthusiasts,  reversed  their  judgments 
and  rejected  the  Grafenberg  ring.  Between 
1934  and  1958,  only  one  favorable  paper  ap- 
peared in  Western  literature.  However,  in 
1959  Oppenheimer  and  Ishehama  demon- 
strated low  pregnancy  rates  and  the  absence 
of  any  serious  complications.^  During  the 
early  1960s,  four  types  of  lUDs  were  devel- 
oped and  clinically  applied:  Hall-Stone  stain- 
less steel  ring,  Margulies  polyethylene  spiral 
(gynecoil) , Lippes  polyethylene  loop  and  the 
Birnberg  polyethylene  bow. 

Types  of  lUD 

All  four  devices  are  inert  and  can  remain 
in  utero  indefinitely.  Flexible  enough  for 
easy  insertion,  all  readily  return  to  the  in- 
tended shape  within  the  uterine  cavity.  The 
polyethylene  devices  are  delivered  into  the 
uterus  after  being  extended  to  full  length 
within  a plastic  tube  or  metal-springed  in- 
serter. The  steel  ring  requires  cervical  dila- 
tation and  is  inserted  via  a forked  tipped 
instrument. 

To  determine  the  location  of  the  device 
and  to  facilitate  removal,  Lippes  attached 
two  nylon  threads  to  the  loop,  while  Mar- 
gulies added  a beaded  stem  extended  through 
the  cervical  os.  The  original  Birnberg  bow 
and  the  stainless  steel  ring  require  probing 
or  X-ray  to  determine  position  and  the  use 
of  a slender  metal  hook  for  removal.  Modi- 
fications have  been  made  in  that  the  spiral 
is  available  with  nylon  threads  replacing  the 
stem.  The  Birnberg  bow  has  been  reshaped 
and  threads  attached.  The  loop  has  been 
made  more  rigid.  These  changes  were  ac- 
complished to  aid  in  identification  and  re- 
moval (Birnberg  Bow)  or  to  reduce  ex- 
pulsions (Lippes  Loop).  The  polyethylene 
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coils  are  available  in  several  sizes  to  fit  the 
size  of  the  uterine  cavity. 

Since  it  has  been  widely  marketed,  the 
Saf-T-Coil  deserves  mention.  The  device  has 
attached,  nylon  threads  but  is  only  available 
in  one  size.  This  lUD  offers  the  convenience 
of  a pre-sterilized  package  with  inserter  in- 
cluded. Insertion  is  identical  with  other 
polyethylene  devices. 

Mechanism  of  Action 

The  contraceptive  mechanism  of  the  lUD 
remains  unclear.  In  the  rabbit  and  rat,  the 
device  appears  to  have  a uterine  effect  by 
interfering  with  implantation  in  areas  ad- 
jacent to  the  lUD.®’*  In  humans,  a uterine  ef- 
fect is  given  credence  by  a patient  with  a 
double  uterus  conceiving  with  the  device  in 
situ  in  one  of  the  horns.® 

Other  theories  attribute  contraception  to 
a tubal  effect.  Margulies  proposed  that  a for- 
eign body  in  the  uterine  cavity  stimulates 
tubal  peristalsis  during  ovulation.®  Even  if 
fertilized,  the  ovum  reaches  an  unprepared 
uterus  prematurely,  failing  to  implant  due  to 
lack  of  trophoblast  cells.  Following  super- 
ovulation of  the  adult  female  monkey,  Mas- 
troianni  and  Hongsnand  actually  demon- 
strated rapid  ova  transport  through  the  Fal- 
lopian tube.^  A question  remains  whether 
overstimulation  of  the  ovary  may  have 
caused  the  rapid  migration.  However,  Tietze 
reported  a low  ectopic  pregnancy  rate  in 
relation  to  the  number  expected.^  This  find- 
ing was  interpreted  to  indicate  lUD  inter- 
ference with  tubal  function. 

Several  investigators  have  reported  tubal 
occlusion  in  a high  percentage  of  lUD  pa- 
tients. Kamal  and  associates  demonstrated 
spasm  of  the  uterotubal  junction  in  42  of 
50  women  with  a loop  in  situ.®  Another  study 
reported  bilateral  occlusion  in  44  per  cent  of 
cases  via  hysterography.®  Thirs,  cornual 
spasm  may  play  a role  in  the  contraceptive 
mechanism  of  the  lUD. 

Efficacy  of  the  Device 

Pregnancy  varies  with  the  type  and  size 
of  the  lUD  and  the  number  of  years  in  situ. 
Tietze  reported  rates  ranging  from  1.6  per 
100  women  for  the  large  spiral  to  11.3  for 
the  small  bow  during  the  first  year  in  use.^ 
In  the  author’s  experience,  the  Lippes  loop 
D (large  size)  and  Birnberg  bow  (small  and 


large  sizes  combined)  are  associated  with 

3.2  and  6.9  conceptions  per  100  women  re- 
spectively.® This  compares  favorably  with 
Tietze’s  experience  of  2.8  for  the  loop  D and 

5.3  for  the  large  bow.^  The  Hall-Stone  ring 
seems  less  effective  with  6.9  pregnancies  per 
100  women.^ 


TABLE  il 

PREGNANCY  RATE  PER  100  FIRST 
INSERTIONS 


Investi-  Loop 

Large 

Steel 

Saf-T- 

gator  D 

Bow 

Spiral 

Ring 

Coil 

Tietze'  2.8 

(1st  yr.  ex- 
perience) 
Bolognese® 

5.3 

(large) 

1.6 

6.9 

et  al.  3.2 

(1-3  yr. 
experience) 
Bolognese'® 

6.9  — 

(Large  & 
small) 

et  al.  — 

(preliminary 

experience) 

1.1 

The  incidence  of  pregnancy  falls  each 
year  the  device  remains  in  utero.  As  an  ex- 
ample, the  rate  with  the  loop  D decreases 
from  2.8  to  1.1  per  100  insertions  from  the 
first  to  third  year  of  use.^  In  general,  the 
larger  devices  are  associated  with  less  preg- 
nancies than  the  smaller  lUDs. 

Experience  with  the  Saf-T-Coil  is  still 
limited.  In  a preliminary  study,  this  author 
noted  one  pregnancy  in  156  patients  fitted 
with  the  device  from  three  to  10  months — a 
pregnancy  rate  of  1.1  per  100  women.^®  (See 
Table  1).  Further  experience  is  necessary 
to  determine  if  the  Saf-T-Coil  will  continue 
to  demonstrate  a low  incidence  of  failure. 

Contrary  to  the  fear  of  early  investigators, 
the  lUD  presents  no  danger  to  a gestation  and 
is  not  associated  with  a higher  than  expected 
incidence  of  malformations.  Tietze  reported 
only  two  cases  of  severe  congenital  malfor- 
mations among  ,290  infants  gestated  with  the 
device  in  situ.^  Pregnancies  with  the  device 
have  been  noted  to  terminate  somewhat  more 
often  in  abortion;  however,  the  incidence  of 
ectopic  gestations  is  lower  than  anticipated.' 
Following  removal  of  an  lUD,  fertility  ap- 
pears to  return  promptly.' 

Complications 

As  with  pregnancy,  the  complications  as- 
sociated with  the  lUD  vary  to  some  degree 
with  the  type  of  device  and  decrease  with 
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prolonged  use.  Expulsion,  menorrhagia,  dys- 
menorrhea, pelvic  infection  and  perforation 
are  the  most  common  side  effects. 

The  loop  D and  large  bow  have  an  expul- 
sion rate  ranging  from  10.4  to  12.6  and  1.8 
to  2 per  100  first  insertions,  respectively.'-® 
An  incidence  of  12  to  19.3  per  100  first  inser- 
tions is  reported  for  the  large  spiral  while 
the  steel  ring  is  expelled  at  a rate  of  13.9  per 
cent.®-'  Preliminary  experience  with  the  Saf- 
T-Coil  demonstrated  a primary  expulsion  in- 
cidence of  14.6  per  cent.'®  If  re-inserted,  the 
same  device  will  be  retained  by  50  to  60  per 
cent  of  these  patients.'-®-®  Decreasing  expul- 
sion rates  occur  with  each  year  of  use  for  all 
devices.  Early  puerperal  insertions  of  the 
loop  D,  bow  and  spiral  have  been  attempted 
but  the  success  limited  by  high  expulsions." 

TABLE  2 


EXPULSIONS  PER  100  FIRST  INSERTIONS 


Invest!-  Loop 

Large 

Steel 

Saf-T 

gator  D 

Bow  Spiral 

Ring 

Coil 

Tietze'  10.4 

1.8  19.3 

13.9 

— 

(1st  yr. 
Bolognese® 

(large) 

experience) 
et  al.  12.6 

2.0  — 

_ 

(1-3  yr. 

(large  & 

experience ) 

small ) 

Margulies®  — 

— 12.0 

— 

— 

(2  yr.  ex- 
perience) 

Bolognese’" 

et  al.  — 

(preliminary 

experience) 

14.6 

Menorrhagia  and  dysmenorrhea  are  the 
most  common  complications  necessitating  re- 
moval of  the  device.  Excluding  the  antici- 
pated minor  menstrual  abnormalities  dur- 
ing the  first  month  of  use,  the  author  noted 
menorrhagia  in  50  bow  and  48  loop  patients 
during  a three-year  study  of  995  women  with 
481  bows  and  514  loops  in  situ.®  Eleven  pa- 
tients (4  loop  and  7 bow)  required  D & C 
and  removal  of  the  lUD  for  severe  menor- 
rhagia. In  this  study  group,  increased  dys- 
menorrhea, ranging  from  mild  to  severe,  was 

TABLE  3 

REMOVALS  FOR  BLEEDING  AND/OR  PAIN 


PER  100  FIRST  INSERTIONS 


Investi- 

Loop 

Large 

Large 

Steel 

gator 

D 

Bow 

Spiral 

Ring 

Tietze’ 

10.6 

10. 

14.3 

7.0 

(1st  yr. 
experience) 


reported  by  209  women  (121  loop  and  88  bow 
users) . Tietze  reported  loop  D and  large 
bow  removals  because  of  bleeding  and/or 
pain  at  a rate  of  approximately  10.0  per  100 
insertions  during  the  first  year.'  The  large 
spiral  was  associated  with  14.3  per  cent  re- 
movals while  the  steel  ring  had  the  lowest 
incidence  of  7.0  per  cent. 


TABLE  4 


PERFORATIONS  PER  100 

INSERTIONS 

Device 

Rate 

All  Spirals 

0.03 

All  Loops 

0.04 

Steel  Ring 

0.1 

Small  Bow 

0.5 

Large  Bow 

0.8 

The  incidence  of  pelvic 

infection  is  ap- 

proximately  2.5  per  cent  for  all  devices.'  The 
majority  of  patients  can  be  treated  success- 
fully with  antibiotics  and  do  not  require  re- 
moval of  the  lUD.® 

A higher  perforation  rate  has  been  re- 
ported for  the  bow  as  compared  to  the  loop, 
spiral  and  steel  ring.'  This  incidence  may  be 
inflated  by  a larger  postpartum  insertion  ex- 
perience with  the  bow.  However,  one  should 
exercise  great  care  in  an  lUD  insertion  if  the 
patient  is  less  than  eight  weeks  from  a ges- 
tation. 

Exfoliative  Cytology 

The  concern  that  the  lUD  could  affect 
neoplastic  changes  was  supported  by  a pre- 
liminary report  of  Ayre.'®  Piver  and  asso- 
ciates reviewed  the  cytologic  findings  of  277 
women  from  whom  cervicovaginal  smears 
were  obtained  before  and  one  year  after  the 
insertion  of  a polyethylene  lUD.'®  Only  three 
cases  of  dysplasia  of  the  cervix  were  noted. 
In  the  study,  148  intrauterine  brush  smears 
obtained  from  74  patients  prior  and  one  year 
after  an  lUD  insertion  revealed  no  endo- 
metrial changes.  Tietze  reported  abnormal 
readings  in  only  1 per  cent  of  10,619  repeat 
Papanicolaou  smears  from  almost  4,800 
women  with  a device  in  situ.' 

These  findings  fail  to  substantiate  any 
increased  incidence  of  cervical  or  endometrial 
abnormal  changes  with  the  use  of  an  lUD. 

Conclusion 

Clinical  evaluation  has  proven  the  lUD 
as  an  effective  and  safe  method  of  contra- 
ception. The  larger  devices  have  a lower 
pregnancy  and  expulsion  rate.  The  smaller 
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lUDs  are  primarily  suited  for  nulliparous  pa- 
tients. 

Although  the  Birnberg  bow  has  a low  in- 
cidence of  expulsion,  the  pregnancy  rate  is 
high.  The  opposite  is  true  of  the  Margulies 
spiral,  while  the  Hall-Stone  steel  ring  ex- 
hibits higher  rates  in  both  areas. 

The  Lippes  loop  D appears  to  be  most 
suited  for  general  use  because  of  an  accept- 
able pregnancy  and  expulsion  rate.  Insuffi- 
cient clinical  material  is  available  to  critical- 
ly evaluate  the  Saf-T-Coil.  It  may  prove  to 
be  the  superior  device,  although  the  initial 
experience  demonstrates  an  expulsion  rate 
of  14  per  cent.^“ 

Menorrhagia,  dysmenorrhea  and  pelvic 
infection  occur  approximately  as  frequently 
with  all  the  larger  devices  and  necessitate 
removal  in  10-15  per  cent  of  cases. 

No  significant  changes  have  been  noted 
in  the  endometrium  or  cervical  epithelium 
as  a result  of  the  lUD. 


Because  the  lUD  is  an  inexpensive  and 
simple  method  of  contraception,  it  is  par- 
ticularly adapted  for  mass  population  con- 
trol where  a failure  rate  of  2-3  per  cent  is 
acceptable.  In  private  practice,  the  method 
of  choice  for  most  patients  remains  the  pill 
because  of  the  essentially  negative  incidence 
of  pregnancy.  However,  if  a patient  presents 
with  contraindications  to  the  use  of  oral  con- 
traception or  has  experienced  excessive  side 
effects  from  the  pill,  the  lUD  would  be  an 
ideal  substitute. 

Care  must  be  taken  to  avoid  insertion  in 
a patient  with  a previous  history  of  pelvic 
inflammatory  disease.  The  woman  must  be 
taught  and  encourage  to  check  for  displace- 
ment or  expulsion.  After  insertion,  visits 
can  be  limited  to  a one-month  and  annual 
check-up  thereafter.  One  can  be  assured  that 
if  a problem  arises,  the  patient  will  return 
for  evaluation.  • 
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Humidity  and  vasoconstriction 

in  respiratory  disease 


Harvey  S.  Rusk,  MD,  Pueblo,  Colorado 


The  association  of  smoking  to  respiratory, 
disease  is  an  accepted  fact^  hut  the 
relation  has  not  been  understood.  This 
paper  describes  three  factors  which 
together  may  explain  this  relation.  The 
three  factors  are  humidity,  vasoconstriction 
from  the  nicotine  in  smoke,  and  fibrotic 
changes  in  lung  tissues  because  of  the 
ischemia  and  poor  nutrition.  All  these 
changes  occur  in  the  nose  and  throat 
where  the  signs  are  visible  and 
symptomatic. 

The  first  two  factors  are  fairly  well 
established,  but  the  third  factor  is 
presented  here  without  complete  proof,  and 
is  in  need  of  further  study. 


The  whole  respiratory  system  is  dependent 
on  proper  humidity  in  the  inspired  air  by 
the  time  it  reaches  the  periphery.  Constant 
air  currents  tend  to  dry  all  of  these  mem- 
branes from  the  nose  to  the  alveoli.  Some 
parts  of  the  system  primarily  condition  this 
air,  as  the  nose,  the  sinuses,  the  pharynx,  the 
larynx,  and  the  bronchi  for  its  main  purpose 
of  exchange  of  carbon  dioxide  and  oxygen 
in  the  alveoli.  Some  of  these  structures  add 
moisture,  some  warm  the  inspired  air,  and 
some  catch  the  dust  and  foreign  matter  in- 
haled, and  all  three  of  these  functions  are 
dependent  on  the  presence  of  moisture  in 
the  tissues  involved.  Ciliary  action,  and  even 
the  sense  of  smell  are  also  dependent  on 
moisture.  While  hard  to  prove,  the  gaseous 
exchange  in  the  alveoli  is  likely  dependent 
on  moisture. 

Atmospheric  humidity  is  usually  meas- 
ured as  the  relative  humidity,  which  is  the 
percentage  of  saturation  the  air  holds.  One 


hundred  per  cent  is  complete  saturation  of 
air  with  water.  Relative  humidity  is  de- 
pendent on  air  temperature,  temperature  of 
objects,  and  on  barometric  pressure.  Hot  air 
will  hold  more  moisture  than  cold  air,  and 
when  the  air  temperature  changes  from  cold 
to  hot  the  relative  humidity  decreases  very 
much  and  actually  the  air  is  drier,  more 
thirsty  for  water. 

When  the  outside  air  temperature  is  zero 
and  the  relative  humidity  is  40  per  cent  if 
the  same  air  is  warmed  to  72  degrees  the  rela- 
tive humidity  is  now  only  3 per  cent.  If 
the  outside  temperature  is  30  degrees  with 
a relative  humidity  of  40  per  cent  when  the 
air  is  warmed  to  72  degrees  the  humidity 
is  reduced  to  8 per  cent.  If  the  outside  tem- 
perature is  72  degrees  with  a humidity  of 
40  pyer  cent,  when  the  same  air  is  warmed 
to  98  degrees,  as  in  the  body,  the  humidity 
is  reduced  to  17  per  cent,  unless  the  respira- 
tory tissues  have  added  moisture.^ 

The  average  adult  male  human  being  has 
about  one  hundred  pounds  of  water  in  his 
body,  or  about  twelve  and  a half  gallons.^  It 
is  often  said  that  the  air  inspired  is  saturated 
with  water  by  the  time  it  reaches  the  alveoli, 
but  this  supposition  may  be  questioned.  The 
intake  of  water  may  be  inadequate  as  many 
people  do  not  drink  much  water.  Diuretics, 
as  coffee,  tend  to  increase  the  loss  of  body 
fluid.  Evaporation  from  the  body  surface 
and  from  respiration  may  be  excessive.  The 
salt  balance  in  the  body  may  be  a factor. 
The  condition  of  the  nose  and  pharynx  may 
be  dry  or  even  atrophic.  The  person  may  be 
using  drugs  that  reduce  the  moisture  in  the 
nose  and  throat.  The  smoke  inhaled  even  as 
far  as  the  upper  part  of  the  system  will  de- 
crease the  moisture  forming  action  of  the 
membranes. 
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Generally  a moist  nose  is  more  com- 
fortable than  a dry  nose.  The  sense  of  feeling 
in  the  nose  is  decreased  by  dryness,  and  the 
person  will  have  the  impression  that  the 
nose  is  obstructed  even  when  it  is  wide  open.^ 
If  this  upper  respiratory  dryness  is  present 
it  is  likely  that  the  lower  respiratory  tract 
will  be  dry,  although  the  symptoms  are  not 
the  same. 

But  the  value  and  the  function  of  the  nose 
as  a humidifier  is  largely  by-passed  by  smok- 
ers who  inhale  through  the  mouth.  The 
mouth  is  a poor  substitute  in  adding  moisture 
compared  to  a normal  nose.  The  filtering  ac- 
tion of  a cigarette  and  the  combustion  of  the 
tobacco  will  further  reduce  the  humidity  of 
air  inspired  in  smoking. 

Since  nicotine  in  smoke  is  one  of  the  prin- 
cipal drugs  present,  and  since  nicotine  is 
definitely  a vasoconstrictor,  the  ischemia  and 
associated  poor  nutrition  from  decreased 
blood  supply  become  the  second  factor.  Smoke 
is  well  spread  over  the  whole  respiratory 
system,  and  its  effect  is  felt  beginning  in 
the  nose.  The  membranes  are  usually  dry 
looking  and  crusts  will  form.  Even  bleeding 
is  common.  The  comfortable  feeling  of  nasal 
breathing  is  often  lost.  Secondary  infections 
may  be  present.  It  is  almost  certain  that 
the  exchange  of  oxygen  and  carbon  dioxide 
is  handicapped.  Vasoconstriction  from  smoke 
may  also  affect  other  parts  of  the  body  and 
some  relations  are  already  established,  as 
cardiovascular  conditions.  There  is  need  of 
study  of  other  functions,  as  the  secretion  in 
the  stomach,  internal  gland  secretion,  and 
perhaps  elimination. 

Prolonged  vasoconstriction  is  extended 
throughout  the  body  from  the  larger  vessels 
to  the  capillaries,  and  it  certainly  impairs 
the  nutrition  of  all  the  tissues  supplied.  But 
an  additional  effect,  not  usually  considered, 
is  the  decreased  nutrition  of  the  blood  vessel 
walls  from  the  vasoconstriction  when  pro- 
longed over  a long  time.  This  poor  nutrition 
may  be  related  to  arteriosclerosis  and  blood 
vessel  accidents. 

Shapiro^  gives  some  interesting  facts 
about  nicotine  and  vasoconstriction.  There 
is  evidence  that  excessive  smoking  has  a rela- 
tion to  hearing  and  dizziness.  Eye  conditions 
are  often  caused  by  smoking.  Angioscotoma, 
tobacco  ambylopia,  decrease  of  the  caliber  of 
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vessels  in  the  retina  by  22  per  cent,  blanching 
of  the  skin,  and  decreased  skin  temperature 
have  been  proved.  Shapiro  states  that  nico- 
tine has  released  epinephrine  into  the  blood. 
Smoking  one  cigarette  may  give  the  smoker 
1-2  mg.  of  nicotine. 

Then  after  humidity  and  vasoconstriction 
are  considered  an  end  result  of  the  mem- 
brane dryness  in  the  lungs  may  be  fibrotic 
changes  in  the  tissues.  This  is  often  progres- 
sive from  its  own  action,  and  tends  to  grow 
worse  in  symptoms  and  function.  These  mem- 
brane changes  are  very  evident  in  the  nose 
and  throat,  and  may  be  seen  in  the  larynx. 
Some  of  these  changes  may  have  a relation 
to  the  development  of  cancer  in  the  respira- 
tory system.®  Emphysema  is  the  first  serious 
disease  to  be  associated  with  these  changes 
and  the  prevention  and  treatment  of  this 
disease  may  rest  on  the  three  factors  de- 
scribed. 

Spain®  shows  a relation  of  fibrosis  to  lung 
cancer.  “Of  special  significance  with  refer- 
ence to  the  present  report  is  the  frequent  oc- 
currence of  focal  or  diffuse  areas  of  chronic 
pulmonary  inflammation  and  fibrosis  in  the 
patients  harboring  this  form  of  pulmonary 
carcinoma. 

“In  some  cases  there  was  considerable  ac- 
tive inflammation  along  with  fibrin  mem- 
branes lining  the  alveolar  wall. 

“In  all  instances  considerable  fibrosis  and 
chronic  inflammation  were  present  in  areas 
completely  removed  from  the  sites  of  tumor 
growth.  The  tumors  were  always  associated 
with  areas  of  fibrosis  and  chronic  inflamma- 
tion.” 

These  questions  are  answered  in  part  by 
Auerbach®  in  1961,  in  which  he  describes 
changes  in  bronchial  epithelium  in  relation 
to  cigarette  smoking.  Carcinoma  in  situ  was 
considered  present  if  there  were  atypical 
cells  and  cilia  were  absent.  The  incidence  of 
this  condition  increased  with  smoking  and 
with  advanced  age. 

Auerbach^  in  a second  paper  in  1963  un- 
dertook an  intensive  study  of  the  peripheral 
portions  of  the  lungs.  “The  principal  histo- 
logical changes  recorded  were  as  follows; 
Fibrosis  or  thickening  of  alveolar  septums, 
rupturing  of  alveolar  septums;  thickening  of 
walls  of  small  arteries;  and  thickening  of 
the  walls  of  arterioles.”  “All  four  types  of 
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histological  changes  were  found  to  be  highly 
related  to  the  smoking  habits  of  the  242  sub- 
ject in  the  preliminary  study.  The  least 
changes  were  found  in  persons  who  had 
never  smoked,  and  the  most  extensive 
changes  increased  greatly  with  cigarette 
smoking.  Current  pipe  and  cigar  smokers 
and  ex-cigarette  smokers  showed  somewhat 
more  changes  than  persons  who  had  never 
smoked.” 

The  lungs  have  a double  blood  supply. 
One  source  is  from  the  bronchial  artery  com- 
ing from  the  arch  of  the  aorta.  This  is  a 
nutrient  artery  to  the  lung.  The  other  source 
of  blood  to  the  lung  is  from  the  pulmonary 
artery  which  comes  from  the  right  side  of 
the  heart.  This  supplies  the  large  vascular 
bed  of  the  alveoli.  Both  sources  of  blood 
would  be  affected  by  vasoconstriction. 

The  surface  of  the  lungs  exposed  to  air 
is  estimated  in  Howell’s  Physiology  to  be 
90  square  meters.  Thus  the  air  expired  is 
usually  reported  to  be  saturated.  But  this 
depends  on  the  balance  of  water  in  the  blood 
to  that  of  the  atmosphere. 

Smoking  will  likely  affect  the  function  of 
the  alveolar  membranes.  Nicotine  in  smoke 
is  a vasoconstrictor  to  the  whole  body,  and 
especially  to  all  mucous  membranes,  where 
moisture  is  necessary  to  normal  function. 
Howell  also  states  that  alveolar  membranes 
must  be  moist  to  exchange  oxygen  and  car- 
bon dioxide. 

“Numerous  investigators  have  reported  on 
the  effect  of  smoking  on  the  heart  rate  and 
uniformly  state  that  the  pulse  increases  up 
to  20  beats  per  minute;  usually  this  increase 
lasts  10  to  20  minutes  after  cessation  of  smok- 
ing.” Wynder,*  page  64.  This  suggests  an 
explanation  of  the  habit  of  smoking  a cigar- 
ette frequently  for  the  unconscious  need  of 
a stimulus. 

There  are  many  statements  made  that 
nicotine  is  a powerful  vasoconstrictor.  This 
effect  is  visible  and  clinical  in  the  peripheral 
parts  of  the  body,  the  hands  and  toes  and  skin 
temperature.  One  reference  is  presented 
here.  Alcohol  is  a known  vasodilator,  and  the 
statement  has  been  made  that  its  effect 
“would  balance  the  vasoconstricting  effects 
of  tobacco.”  “The  influence  of  even  intoxi- 
cating amounts  of  alcohol  were  more  than 
overcome  by  the  effects  of  one  or  two  cigar- 
ettes.” Wynder,®  page  74. 


The  idea  that  prolonged  vasoconstriction 
will  impair  the  nutrition  of  blood  vessel  walls 
is  presented  here  without  proof.  Very  little 
work  has  been  done  to  even  suggest  it. 
Moses®  has  a few  interesting  statements 
about  the  importance  of  the  vasa  vasorum 
in  blood  vessel  accidents.  These  small  nu- 
trient vessels  in  the  wall  of  an  artery  could 
very  easily  be  shut  off  by  constriction  if  it 
were  prolonged  or  repeated  often  enough, 
in  which  case  it  is  reasonable  to  believe  that 
a sclerosing  change  could  occur.  Reference 
is  made  to  Winternitz'"  and  a drawing  made 
of  a coronary  artery  injected  and  cleared,  to 
show  the  vasa  vasorum.  The  drawing  is  shown 
also  by  Campbell  Moses,  and  is  repeated  here 
through  courtesy  of  Charles  C.  Thomas,  Pub- 
lisher, Springfield,  Illinois.  (Fig.  1) 


Fig.  1.  Drawing  by  Winternitz  of  a coronary  ar- 
tery injected  and  cleared,  showing  the  vasa 
vasorum.  (Winternitz,  The  Biology  of  Athero- 
sclerosis, by  permission  of  Charles  C.  Thomas) 
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Two  hundred  and  twelve  histories  of  pa- 
tients having  symptoms  related  or  caused  by 
upper  respiratory  dryness  have  been  ac- 
cumulated during  two  and  a half  years  of 
E.N.T.  practice  in  Colorado.  One  hundred 
histories  were  taken  for  study.  There  were 
68  males  and  32  females.  Fifty-two  smoked, 
most  of  them  near  or  over  a pack  of  cigar- 
ettes a day.  Forty-six  were  using  decon- 
gestants, nose  drops  or  pills.  Sixteen  used 
both  decongestants  and  cigarettes,  and  16 
did  neither,  and  these  were  usually  asso- 
ciated with  atmospheric  dryness  or  low  wa- 
ter intake.  Of  the  chief  complaints,  reasons 
for  coming,  36  had  headaches,  six  had  ear- 
ache, jusually  just  below  the  ear,  six  had 
coughs,  36  complained  of  a stuffy  nose.  In 
some  of  these  the  nose  was  open  but  the 
membranes  were  dry  and  less  sensitive  to 
feeling.  Twelve  had  sore  throats.  Four  had 
dizziness  or  tinnitus.  The  former  responded 
well  to  treatment  and  stopping  smoking. 
Other  less  common  conditions  were  deafness, 
tension,  dyspnea,  emphysema,  hoarseness, 
clearing  the  throat,  nose  bleed,  atrophic 
rhinitis,  and  poor  sense  of  smell. 

Most  of  the  patients  said  they  felt  much 
better  immediately  after  treatment,  and 
while  feeling  this  way  a sales  talk  was  given 
on  atmospheric  humidity,  fluid  intake,  and 
on  stopping  decongestants  and  smoking. 
Smokers  were  advised  to  stop  straight  off 
and  not  taper,  and  most  of  them  did.  Many 
patients  said  they  felt  much  better  on  later 
visits.  All  were  advised  to  return,  but  the 
100  cases  studied  had  a total  of  170  visits,  so 
apparently  many  did  not  feel  it  necessary  to 
return.  The  purpose  of  local  treatment  to 
the  nose  and  throat  was  to  stimulate  normal 
secretion  and  thus  relieve  the  symptoms. 

Treatment  was  principally  by  nasal  packs 
of  cotton  soaked  in  a mixture  of  saturated 
sugar  50  per  cent  and  glycerine  50  per  cent, 
and  left  in  place  about  fifteen  minutes.  Other 
measures  were  to  increase  water  intake  and 
to  stop  smoking,  nose  drops,  and  deconges- 
tants. For  use  at  home  a saturated  solution 
of  potassium  iodide  was  given  by  mouth,  to 
take  ten  drops  in  a glass  of  water  twice  a day. 
This  was  advised  for  a short  time  only.  The 
seasonal  effect  was  shown  by  seven  cases  in 
January,  12  in  February,  16  in  March,  13  in 
April,  May  0,  June  2,  July  0,  August  7, 


September  4,  October  15,  November  13  and 
December  11. 

Seasonal  changes  in  humidity  and  tem- 
perature are  duplicated  by  the  difference 
during  one  day,  and  by  indoor  and  outdoor 
differences.  An  example  was  May  12,  1966, 
when  the  dry  bulb  temperature  at  6 A.M. 
was  43  degrees  and  the  relative  humidity 
75  per  cent.  At  noon,  T.  83,  H.  9 per  cent.  At 
6 P.M.  the  T.  was  88,  and  the  H.  7 per  cent. 
A house  example  was  February  20,  1967, 
11  A.M.  indoor  T.  70,  H.  30  per  cent.  Outside 
the  house  the  T.  was  32,  and  the  H.  was  64 
per  cent  in  the  shade.  A summer  example 
was  July  19,  1967.  The  indoor  temperature 
was  78  degrees,  humidity  52  per  cent.  Out- 
door temperature  in  the  sun  was  100.2  de- 
grees, humidity  22  per  cent.  The  cooler  air 
in  the  house  has  the  higher  humidity. 

The  amount  of  body  water  lost  in  24 
hours  through  respiration,  inhaling  air  with 
25  per  cent  relative  humidity  at  room  tem- 
perature and  exhaling  air  at  near  saturation, 
can  be  estimated  at  about  6 ounces.  Many 
times  the  house  atmosphere  is  below  25  per 
cent  relative  humidity  and  the  body  loss  can 
be  up  to  eight  ounces.  The  body  has  a large 
reservoir  of  water  for  short  periods,  but  if 
the  dehydration  is  prolonged  for  long  periods 
it  will  show  in  the  respiratory  system  by 
symptoms  of  dryness. 

Experiments  to  determine  the  relative 
humidity  of  the  breath  on  expiration: 

A glass  jar,  three  pint  capacity,  with  a 
screw  top  and  two  holes  is  used.  In  one 
hole  a piece  of  rubber  tubing  is  fitted  and 
extends  into  the  jar.  The  outside  end  of  the 
tubing  has  a glass  tip.  A “Humidiguide”  is 
placed  in  the  jar,  and  the  temperature  and 
humidity  recorded.  Then  the  patient 
breathes  through  one  side  of  the  nose  into 
the  jar  ten  times,  using  only  the  last  half  of 
a forced  expiration  from  the  periphery  of 
the  lungs.  The  tubing  is  then  clamped  and 
the  second  hole  sealed.  After  about  30  min- 
utes, when  the  instrument  reading  is  sta- 
tionary, the  temperature  and  humidity  are 
again  recorded.  Eighty  per  cent  is  satura- 
tion on  this  instrument.  By  this  means  the 
following  data  are  assembled  and  are  more 
relative  in  comparison  than  exact  due  to  the 
possibility  of  error  in  the  instrument  and  in 
breathing. 
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Case  1:  Normal,  base  room  temperature  70, 
humidity  20  per  cent,  breathing  into  jar,  (last 
half  of  forced  expirations)  T.  72,  H.  74  per  cent. 
Shallow  respiration  T.  70,  H.  48  per  cent,  (first 
% of  expirations).  Since  on  shallow  respiration 
the  air  is  exposed  twice,  both  in  and  out,  to 
moisture  in  the  upper  tract,  the  actual  moisture 
added  to  inspired  air  divided  by  2 is  13  per  cent. 

Case  2:  No  water  intake,  base  reading  T.  73, 
H.  15  per  cent,  24  hours  T.  76,  H.  68  per  cent,  32 
hours  T.  76,  H.  58  per  cent,  decreased  body  fluid, 
even  for  short  time  lowers  moisture  in  expira- 
tion. 

Case  3:  Chronic  smoker,  pack  a day,  base  read- 
ing T.  71,  H.  17  per  cent,  two  cigarettes,  20  min- 
utes later  T.  74,  H.  68  per  cent,  slight  effect. 

Case  4:  Non-smoker,  base  reading  T.  74,  H. 
28  per  cent,  10  minutes  after  smoking,  one  cigar- 
ette T.  74,  H.  77  per  cent,  smoke  is  an  irritant 
to  mucous  membranes  of  the  nose  and  throat 
in  a non-smoker. 

Cose  5:  Emphysema  with  dyspnea,  base  read- 
ing T.  72,  H.  20  per  cent,  test  T.  76,  H.  58  per  cent, 
retest  T.  77,  H.  62  per  cent,  retest  T.  74,  H.  52 
per  cent,  apparent  decrease  of  respiratory  mois- 
ture. 

Three  months  later,  same  patient,  much  im- 
proved, very  little  dyspnea,  high  water  intake. 
Base  room  temperature  78  degrees,  humdity  46  per 
cent.  Last  half  forced  respirations  T.  80  degrees, 
humidity  70  per  cent. 

Case  6:  Adrenalin  7 min.  sub-cu.,  base  reading 
T.  74,  H.  15  per  cent,  20  minutes  later  T.  78,  H. 


65  per  cent,  a small  indication  vasoconstriction  ex- 
tends to  periphery  of  lung. 

Case  7:  6 tablets  Dristan  in  6 hours,  base  read- 
ing T.  75,  H.  32  per  cent,  last  half  of  expirations 
T.  75,  H.  68  per  cent.  A small  indication  vasocon- 
striction extends  to  periphery  of  lung.  May  be 
affected  by  high  base  reading.  Added  humidity 
36  per  cent,  compared  to  54  per  cent,  added  in 
case  1,  normal. 

Summary 

The  effects  of  smoking  are  scattered  over 
the  body,  and  symptomatology  will  likewise 
vary.  The  respiratory  system  offers  some 
opportunities  for  study  that  other  organs  do 
not  have.  Atmospheric  dryness,  tissue  dry- 
ness, vasoconstriction  from  nicotine  and  other 
decongestants,  blood  vessel  wall  nutrition 
and  tissue  nutrition  are  presented  in  this 
paper  in  a new  relation  to  smoking.  Some 
of  these  factors  need  more  study  and  are 
offered  here  to  stimulate  investigation. 

Persuasion  to  stop  smoking  is  more  effec- 
tive in  feeling  better,  relief  of  symptoms, 
than  by  scientific  facts  and  fear.  Over  half 
of  the  patients  who  smoked  decided  to  stop 
smoking  after  local  treatment  to  the  nose  and 
throat. 

Appreciation  is  extended  to  numerous 
physicians  who  have  assisted  in  the  prepara- 
tion of  this  paper.  • 
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New  Mexico  Medical  Society 

May  1-i,  1968 

Roswell,  New  Mexico 


Who  may  attend:  All  Doctors  of  Medicine  and  Osteopathic  Physicians  who  are  members  of  their  respective  state 
societies.  There  will  be  a $10.00  registration  fee  to  those  who  are  not  members  of  the  New  Mexico  Medical  Society. 
Medical  students,  interns,  residents,  physicians  in  Government  service,  nurses  and  student  nurses  may  register  without 
fee. 


WEDNESDAY,  MAY  1 

Roswell  Inn,  Roswell,  New  Mexico 


9:00  a.m.  ORIENTATION  COURSE  FOR 
NEW  MEMBERS 

12:15  p.m.  Luncheon  for  New  Members 
2:00  p.m.  House  of  Delegates,  First  Session 
3:30  p.m.  Reference  Committee  Hearings 


7:00  p.m.  New  Mexico  Medical  Political  Action 
Committee  Banquet 
The  Shifting  Scene  — 

Adolescense?  — Senescence?  — or 
Revolution? 

James  L.  Dennis,  M.D. 

Director  and  Dean, 

University  of  Oklahoma  Medical  Center 


THURSDAY,  MAY  2 

9:00  a.m.  Opening  Ceremonies 

Presiding:  Tom  L.  Carr,  M.D.,  Immediate 
Past-President 

Invocation:  Austin  Dillon,  D.D.,  Pastor, 
First  Methodist  Church 

Welcome:  Morton  Dann,  M.D.,  President, 
Chaves  County  Society 

Presidential  Address: 

Emmit  M.  Jennings,  M.D.,  President. 
New  Mexico  Medical  Society 


FIRST  CLINICAL  SESSION 

Presiding:  Emmit  M.  Jennings,  M.D., 
Roswell 


9:30  a.m.  Hypoglycemic  Reactions  With  Oral  Anti- 
Diabetic  Drugs 

John  Galloway,  M.D.,  Senior  Physician, 
Eli  Lilly  and  Company,  Medical  Research 
Division 


10:15  a.m.  Diabetic  Neuropathy 

E.  Paul  Sheridan,  M.D.,  Associate  Clinical 
Professor  of  Medicine,  University  of 
Colorado  Medical  School,  Denver 


1 1 :30  a.m.  Metabolic  Aspects  of  Peripheral  Vascular 
Disease 

Wiley  F.  Barker,  M.D.,  Professor  of 
Surgery,  University  of  California  at  Los 
Angeles 


12:15  p.m.  Gynecological  Manifestations  of  Diabetes 
Robert  Munsick,  M.D.,  Professor  and 
Chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  New  Mexico 
School  of  Medicine,  Albuquerque 


1 :00  p.m.  Round  Table  Discussion 


6:00  p.m.  Cocktails 

7:00  p.m.  Presidential  Dinner-Dance 

Featuring:  Lew  Barton  and  His  Orchestra 
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FRIDAY,  MAY  3 


LADIES’  ACTIVITIES 


SECOND  CLINICAL  SESSION 

Presiding:  Earl  B.  Flanagan,  M.D., 
President-Elect 

9:30  a.m.  Depression  in  G.I.  Disease 

Wilfred  Dorfman,  M.D.,  New  York, 
Editor-in-Chief,  Psychosomatics 


WEDNESDAY,  MAY  1 

7:00  p.m.  Informal  Cocktail  Party 


10:15  a.m.  Surgical  Aspects  of  Ulcerative  Colitis 
Wiley  F.  Barker,  M.D.,  Los  Angeles 


THURSDAY.  MAY  2 


1 1 :30  a.m.  Radiologic  Evaluation  of  the  Vomiting 

Infant  10:00  a.m.  Coffee — Roswell  Museum 

Edward  B.  Singleton,  M.D.,  Associate 
Professor  of  Radiology,  Baylor  University 
College  of  Medicine 

6:00  p.m.  Cocktails 

12:15  p.m.  Ulcerative  Colitis  in  Children 

William  M.  Michener,  M.D.,  Assistant 
Professor  of  Pediatrics,  University  of  New 

Mexico  School  of  Medicine  7:00  p.m.  Presidential  Dinner-Dance  (Dress  Optional) 


1 :00  p.m.  Round  Table  Discussion 

1:45  p.m.  End  of  Clinical  Program  FRIDAY,  MAY  3 

2:30  p.m.  House  of  Delegates,  Second  Session  1 1 :00  a.m.  Brunch — Roswell  Country  Club 
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anticostive* 

hematinic 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet«-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sultosuccinate  (to 

counteract  constipating  efEect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide  30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

t Bottles  of  60 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 


You  should  see  the  way  they’re 
jumping  at  The  Broadmoor. 

Every  room  is  redecorated  with 
taste  and  quality. 

A new  Championship  18  hole  golf 
course  is  added  to  the  famous  origi- 
nal 18,  and  the  U.S.G.A.  will  conduct 
their  Amateur  Championships  there', 
August  30  to  September  2.  A fresh 
season  of  show  business  stars  will 
entertain  at  the  Broadmoor  Interna- 
tional Theatre  July  through  August. 
Catch  yourself  the  limit  and  Enjoy 
the  Good  Life  at 

^"'Bro^dmoor 

Colorado  Springs,  Colorado 
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Abstract  of  Minutes  of  the 
House  of  Delegates, 

New  Mexico  Medical  Society 

10th  Interim  Meeting,  Raton,  New  Mexico 
November  3-4,  1967 

The  House  of  Delegates  held  two  meetings  at 
its  10th  Interim  Meeting  in  Raton,  New  Mexico, 
November  3-4,  1967.  The  Speaker,  Ronald  V.  Dorn, 
and  Vice-Speaker,  Harry  D.  Ellis,  alternated  in 
presiding  before  the  House.  At  the  first  meeting 
all  reports  published  in  the  Handbook  and  all 
supplemental  reports  and  resolutions  which  had 
been  mimeographed  after  publication  of  the  Hand- 
book, as  well  as  verbal  and  typed  resolutions  in- 
troduced on  the  floor  of  the  House,  were  referred 
to  appropriate  reference  committees. 

I 

i 

; FIRST  SESSION 

Friday,  November  3, 1967 

The  House  was  called  to  order  at  2:00  p.m. 
U.  G.  Hodgin,  Jr.,  pronoimced  the  invocation. 

Fifty-six  delegates  answered  the  roll  call,  in- 
cluding certified  substitute  alternates. 

The  minutes  of  the  Annual  Meeting  held  May 
i 18-20,  1967,  were  approved  as  published  in  the 
September  issue  of  the  Rocky  Mountain  Medical 
Journal. 

The  Speaker  introduced  Dr.  Emmit  M.  Jennings, 
President,  New  Mexico  Medical  Society,  for  his 
presidential  addr^s.  Dr.  Jennings  stated  that  he 
had  had  the  pleasure  of  visiting  a number  of 
county  medical  societies,  and  that  all  seemed  to 
be  going  well  in  each  society.  He  further  com- 
mented about  certain  measures  which  were  in- 
cluded in  the  Delegates  Handbook  and  asked  the 
delegates’  sincere  study  of  all  the  recommendations 
contained  therein. 

Speaker  Dorn  introduced  Dr.  Irvin  Hendryson, 
Associate  Director,  Regional  Medical  Program,  for 
a presentation  of  the  activities  of  the  Regional 
Medical  Program  to  the  delegates.  Dr.  Hendryson 
used  slides  in  presenting  his  discussion  of  the  or- 
ganization and  functions  of  the  Regional  Medical 
Program  in  New  Mexico. 

The  Speaker  introduced  Mr.  J.  P.  Doyle,  Health 


■^Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but 
not  reproduced  herein  were  distributed  to  all  members 
of  the  House  in  mimeographed  form.  Copies  of  all  reports 
are  on  file  in  the  Executive  Office  of  the  Society  and  in 
the  office  of  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  and,  together  with 
this  abstract,  present  in  full  all  proposals  as  well  as  actions 
taken  upon  them. 


Planning  Director  for  the  State  Planning  Office 
in  New  Mexico,  who  spoke  on  the  Comprehensive 
Health  Planning  being  accomplished  in  New  Mex- 
ico. 

Mr.  John  Jasper,  Director,  New  Mexico  Depart- 
ment of  Public  Health  and  Welfare,  discussed  the 
subject  of  Reorganization  of  the  Departments  of 
Health  and  Welfare,  which  was  accomplished  fol- 
lowing the  merger  of  these  two  organizations  by 
the  Governor  on  October  1,  1967. 

Speaker  Dom  appointed  the  following  to  mem- 
bership on  reference  committees: 

A.  Administrative  Matters 

William  J.  Hossley,  Chairman 

Ulton  G.  Hodgin 

Rex  G.  Quigley 

Leland  S.  Evans 

J.  L.  McCrory 

B.  Legislation  and  Public  Affairs 

R.  C.  Derbyshire,  Chairman 
Julius  L.  Wilson 
John  J.  Smoker 
Reginald  H.  Fitz 
Morton  W.  Dann 

C.  Miscellaneous  Business 

Robert  S.  Stone.  Chairman 

C.  H.  Peterson 
James  C.  Sedgwick 
Jesse  L.  Wallace 
Matt  A.  Connell 

Speaker  Dom  called  for  new  business.  U.  G. 
Hodgin,  Jr.,  Delegate,  Bernalillo  County  Medical 
Association,  introduced  a resolution  urging  the 
House  of  Delegates  to  establish  an  ad  hoc  com- 
mittee to  study  ways  to  implement  adequate  med- 
ical care  for  the  entire  population  of  this  state. 
This  resolution  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

Frank  G.  Hesse,  Bernalillo  County,  introduced 
a resolution  urging  the  Legislative  Committee  to 
study  possible  legislation  for  a definition  of  drink- 
ing as  pertains  to  driving  an  automobile  and  to 
study  the  feasibility  of  a method  for  proving  alco- 
holism in  suspension  of  drivers’  licenses.  This  reso- 
lution was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Affairs. 

Several  matters  had  been  mimeographed  and 
placed  before  the  delegates  which  were  not  con- 
tained in  the  Delegates  Handbook  and  the  Speaker 
duly  referred  these  to  the  appropriate  reference 
committees. 

Speaker  Dorn  thanked  James  R.  Gay,  delegate 
from  Bernalillo  County,  for  the  use  of  his  elec- 
tronic speaking  and  taping  equipment  for  this 
meeting. 

SECOND  MEETING 

Saturday,  November  4, 1967 

The  House  was  called  to  order  at  2:00  p.m.,  with 
56  delegates  answering  the  roll  call,  including  ac- 
credited alternate  delegates. 

Speaker  Dorn  appointed  the  following  tellers: 
Rex  Quigley,  chairman;  Irving  Klein,  Morton  Dann, 
C.  H.  Peterson  and  Fred  Hanold. 

The  Speaker  announced  that  Harold  Fenner  of 
Hobbs,  chairman  of  the  AMA  Committee  on  Medi- 
cal Aspects  of  Automobile  Safety,  was  to  have 
addressed  the  House  of  Delegates  at  this  session; 
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however,  a telegram  had  been  received  from  Dr. 
Fenner  expressing  his  regrets,  that  due  to  the  in- 
clement weather  he  was  unable  to  be  present. 

Report  of  Reference  Committee 
on  Administrative  Matters 

The  following  reports  considered  by  the  Com- 
mittee on  Administrative  Matters  were  for  infor- 
mation only,  included  no  recommendations  and 
required  no  policy  action  and  were  filed: 

Delegate  to  the  American  Medical  Association 

Report  of  the  Council,  page  15  (with  the  excep- 
tion of  lines  32-35) 

Report  of  Mental  Health  and  Alcoholism  Com- 
mittee 

Report  of  Advisory  Committee  to  Selective 
Service 

Supplemental  Report  of  the  Council  (items  No. 
5 and  6,  page  56) 

The  Reference  Committee  stated  they  had  con- 
sidered a resolution  which  had  been  presented  to 
the  Council  by  the  Ad  Hoc  Committee  to  Re- 
examine the  Relationship  of  Medical  Doctors  to 
Osteopaths,  and  that  the  Reference  Committee  had 
amended  the  resolution  which  had  been  recom- 
mended by  the  Council,  and  submitted  the  follow- 
ing resolution  to  the  House  of  Delegates,  moving 
its  adoption: 

RESOLUTION 

WHEREAS,  this  Society  has  become  aware  that  there 
are  circumstances  in  which  the  voluntary  association  be- 
tween the  medical  doctor  and  the  doctor  of  osteopathy 
may  be  to  the  best  interest  of  the  patient; 

WHEREAS,  the  present  policy  of  the  New  Mexico 
Medical  Society  prohibits  any  voluntary  consultation  with 
doctors  of  osteopathy; 

THEREFORE,  BE  IT  RESOLVED,  that  any  professional 
relationship  between  the  Doctor  of  Medicine  and  the 
Doctor  of  Osteopathy  be  left  to  the  judgment  of  the  mem- 
ber of  the  New  Mexico  Medical  Society  involved. 

Following  considerable  debate  and  discussion,  this 
resolution  was  adopted  by  the  House. 

The  Reference  Committee  stated  that  a second 
resolution  had  been  submitted  to  the  Committee 
by  the  Council  as  a result  of  the  recommendations 
of  the  Ad  Hoc  Committee  to  Study  the  Relationship 
of  Doctors  of  Medicine  and  Doctors  of  Osteopathy, 
and  the  Reference  Committee  moved  that  the 
following  resolution  be  approved: 

RESOLUTION 

BE  IT  RESOLVED,  that  an  invitation  to  the  scientific 
sessions  of  the  New  Mexico  Medical  Society  be  extended 
to  the  members  of  the  New  Mexico  Osteopathic  Association 
through  their  Executive  Secretary. 

Following  further  consideration,  the  resolution 
was  approved. 

The  Council  of  the  New  Mexico  Medical  Society 
received  a request  from  the  Budget  Committee  rec- 
ommending that  the  Committee  on  Medicine  and 
Religion  be  granted  $78.78  for  the  purpose  of 
conducting  a workshop  on  medicine  and  religion 
in  Albuquerque.  The  Reference  Committee  moved 
that  this  request  be  approved,  and  the  motion  car- 
ried. 


The  Budget  Committee  had  recommended  to 
the  Council  that  the  Public  Relations  Committee 
be  allocated  $150.00  for  the  purpose  of  conducting 
the  1968  Conference  of  County  Medical  Society 
Officers  in  January.  The  request  was  approved  by 
the  Council  and  presented  to  the  House  of  Dele- 
gates who  granted  the  request. 

The  Reference  Committee  moved  that  the 
Newsletter  be  sent  to  the  junior  and  senior  medical 
students,  interns  and  residents  of  the  University 
of  New  Mexico  School  of  Medicine  at  their  resi- 
dence addresses.  The  House  of  Delegates  approved 
this  motion. 

The  House  of  Delegates  approved  a request 
by  the  Council  for  the  Seal  of  the  New  Mexico 
Medical  Society  to  be  redesigned,  and  that  the  date 
of  the  organization  of  the  New  Mexico  Medical 
Society  be  inserted  in  the  new  Seal. 

Vice-Speaker  Harry  D.  Ellis  called  for  the 
report  of  the  Reference  Committee  on  Legislation 
and  Public  Affairs. 

Report  of  Reference  Committee 
on  Legislation  and  Public  Affairs 

The  following  committee  reports  considered  by 
the  Reference  Committee  were  for  information 
only,  included  no  recommendations,  and  required 
no  policy  action,  therefore  were  filed: 

Adjudication  and  Liaison  Committee  to  Health 
Insurance  Carriers 

New  Mexico  Physicians  Service 

Public  Relations  Committee 

The  Reference  Committee  considered  the  report 
of  the  Advisory  Committee  to  the  Department  of 
Public  Welfare  and  suggested  that  the  recommen- 
dation of  the  Committee  that  standard  claim  forms 
be  involved  to  encompass  DPW,  Blue  Shield,  Medi- 
care and  possibly  insurance  companies,  be  studied 
by  a committee  designated  by  the  President.  The 
Delegates  concurred  in  this  recommendation. 

The  Reference  Committee  amended  the  Fee 
Committee’s  report  by  deleting  the  line,  “This 
level  of  fees  was  agreed  to  by  the  U.  S.  Public 
Health  Service,  thus  raising  contract  fees  by  40 
per  cent  or  more.”  The  House  of  Delegates  con- 
curred in  this  amendment  to  the  report. 

The  House  of  Delegates  approved  a request 
from  the  Legislative  and  Public  Policy  Committee 
that  an  executive  committee  composed  of  the 
President  of  the  Medical  Society,  the  President- 
Elect,  and  the  Chairman  of  the  Legislative  and 
Public  Policy  Committee  be  established  to  render 
decisions  in  case  of  emergencies  during  the  special 
session  of  the  Legislature.  The  report  revealed  that 
the  No.  1 item  of  concern  of  the  Medical  Society 
for  the  special  session  was  the  repeal  of  the  Basic 
Science  Law. 

The  Reference  Committee  recommended,  and 
the  House  of  Delegates  concurred,  that  the  Public 
Health  Committee  report  be  returned  to  the  Com- 
mittee for  clarification  and  revision,  and  that  a 
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report  be  rendered  at  the  Annual  Meeting  which 
would  clarify  the  questions  raised  during  the  hear- 
ing. 

The  Reference  Committee  recommended  and 
the  House  concurred  that  a resolution  submitted 
by  the  Council  be  approved.  The  “resolved”  por- 
tion of  the  resolution  is  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  New  Mexico 
Medical  Society  endorses  the  existing  New  Mexico  statutes, 
vesting  authority  of  public  health  administration  in  a 
director  of  public  health  who  is  a Doctor  of  Medicine 
qualified  in  public  health. 

BE  IT  FURTHER  RESOLVED,  that  the  Director  of 
Public  Health  shall  have  responsibility  and  authority  di- 
rectly under  the  Director  of  the  Department  of  Health 
and  Welfare. 

The  Reference  Committee  recommended  that 
Resolution  B submitted  by  the  Council  be  disap- 
proved; however,  the  House  of  Delegates  decided 
by  a vote  of  27  to  20  to  overrule  the  Reference 
Committee’s  recommendation.  Resolution  B from 
the  Council  is  as  follows: 

WHEREAS,  it  has  been  recommended  by  the  Governor’s 
Committee  on  Reorganization  of  the  State  Government 
and  reported  that  it  will  be  proposed  to  the  1968  New 
Mexico  Legislature  that  the  laws  governing  the  duties  of 
the  State  Board  of  Public  Health  shall  be  repealed.  The 
new  laws  will  provide  for  an  advisory  board  to  the  Health 
and  Welfare  Department; 

WHEREAS,  it  is  in  the  best  interests  of  the  people  of 
New  Mexico  to  have  the  administration  of  professional 
services  of  the  State  Government  established  by  a system 
that  allows  continuity  of  planning  and  implementation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  New  Mexico 
Medical  Society  recommends  continuation  of  the  present 
board  systems  as  it  applies  to  the  execution  of  the  Public 
Health  Laws  of  New  Mexico. 

The  Reference  Committee  recommended  that 
Resolution  C submitted  by  the  Council  be  approved 
by  the  House  of  Delegates,  and  the  House  con- 
curred. The  “resolved”  portion  of  Resolution  C is 
as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  New  Mexico 
Medical  Society  hereby  states  its  great  concern  over  the 
deleterious  effect  of  administrative  changes  in  the  Health 
and  Welfare  Department.  The  changes  that  have  already 
occurred  and  the  proposed  changes  will  inevitably  result 
in  reduction  in  the  quality  and  quantity  of  public  health 
services  available  to  the  people  of  New  Mexico; 

BE  IT  FURTHER  RESOLVED,  that  the  Legislative  Com- 
mittee of  the  New  Mexico  Medical  Society  be  instructed 
to  carefully  study  the  proposed  legislation  when  it  becomes 
known  and  in  the  absence  of  carefully  prepared  revisions 
of  the  Public  Health  Laws  based  on  sound  advice  of 
competent  health  authorities  to  oppose  amendment  of 
existing  laws. 

The  Reference  Committee  amended  a resolution 
from  the  Los  Alamos  County  Society  concerning 
the  establishment  of  a special  dyslexia  committee. 
The  “resolved”  portion  of  the  resolution  as  amend- 
ed and  approved  by  the  House  of  Delegates  is  as 
follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  New  Mexico 
Medical  Society: 

1.  Appoint  a standing  committee  for  the  study  and 
solution  of  these  problems  as  well  as  to  serve  in  an  ad- 
visory capacity,  to  local  Medical  Doctors,  when  confronted 
with  these  problems  in  local  school  systems. 

2.  Urge  the  New  Mexico  legislature  or  the  appropriate 
state  agency  to  include  this  category  of  congenital  learning 


disability  in  the  special  education  category  in  order  that 
additional  funds  may  be  available  for  the  necessary  special 
classes. 

The  Reference  Committee  concurred  with  the 
Council’s  recommendation  to  the  House  of  Dele- 
gates that  an  all-out  effort  be  made  to  repeal  the 
Basic  Science  Law  through  the  New  Mexico  Legis- 
lature. The  House  of  Delegates  unanimously  con- 
curred in  this  request. 

A resolution  from  the  Otero  County  Society 
was  recommended  by  the  Reference  Committee 
and  approved  by  the  House  of  Delegates  which 
called  for  the  New  Mexico  Medical  Society  to 
request  of  the  Governor  to  include  the  subject  of 
the  repeal  of  the  Basic  Science  Law  in  his  call  to 
the  Special  Session  of  the  Legislature  in  January, 
1968. 

The  Reference  Committee  considered  a resolu- 
tion by  the  Delegate  from  Bernalillo  County  Med- 
ical Association,  Frank  G.  Hesse,  concerning  a 
legislative  definition  of  drinking  and  driving  and 
offered  a substitute  resolution  for  consideration  by 
the  House  of  Delegates,  which  is  as  follows: 

WHEREAS,  a high  proportion  of  traffic  fatalities  in  New 
Mexico  is  associated  with  the  ingestion  of  alcohol;  and 
WHEREAS,  the  members  of  the  New  Mexico  Medical 
Society  share  the  responsibility  for  attempting  to  reduce 
the  ever-increasing  toll  on  our  highways;  and 

WHEREAS,  the  New  Mexico  Medical  Society  has  re- 
peatedly tried  to  have  legislation  passed  to  define  a safe 
limit  of  blood  alcohol  and  enforcement  of  laws  against 
driving  while  under  the  influence  of  alcohol; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Legislative 
Committee  be  directed  to  continue  its  efforts  to  solve  this 
pressing  problem. 

The  House  of  Delegates  approved  of  the  substi- 
tute resolution. 

Speaker  Dorn  called  upon  Robert  S.  Stone, 
Chairman  of  the  Reference  Committee  on  Miscel- 
laneous Business,  for  a report. 

Reference  Committee  on  Miscellaneous  Business 
The  following  committee  reports  were  for  in- 
formation only,  included  no  recommendations  and 
required  no  policy  action,  therefore  were  filed: 
Accident  and  Prevention  Committee 
Constitution  and  Bylaws  Committee 
New  Mexico  Hospital  Advisory  Council 
General  Convention  Committee 
Insurance  Committee 

Liaison  Committee  to  Allied  Professions  and 
Voluntary  Health  Agencies 
Medical-Legal  Committee 
Maternal  and  Perinatal  Mortality  Committee 
Medicine  and  Religion  Committee 
Rocky  Mountain  Medical  Conference  Continu- 
ing Committee 

Advisory  Committee  to  New  Mexico  Medical 
Assistants 

The  Reference  Committee  made  note  of  the 
fact  that  in  the  Accident  and  Prevention  Commit- 
tee report,  there  were  indications  of  impediments 
to  the  effective  action  of  this  Committee  due  to  the 
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administrative  organization  in  the  merging  of  the 
New  Mexico  Departments  of  Public  Health  and 
Welfare,  and  the  report  indicated  need  for  further 
work. 

In  considering  the  report  of  the  Advisory  Hos- 
pital Council,  the  Reference  Committee  was  in- 
formed that  no  Doctor  of  Medicine  is  currently 
serving  on  the  Council  and  that  our  two  repre- 
sentatives are  serving  as  consultants  only,  with 
no  vote.  Therefore,  the  Reference  Committee 
moved  that  the  following  resolution  be  approved 
by  the  House  of  Delegates: 

RESOLVED;  That  the  New  Mexico  Medical  Society 
requests  that  the  Governor  of  New  Mexico  consider  the 
appointment  of  physician  members  to  the  New  Mexico 
Advisory  Hospital  Council,  and  that  in  so  doing  he  utilize 
the  advice  of  the  President  of  the  New  Mexico  Medical 
Society  in  obtaining  the  names  of  candidates  to  be  con- 
sidered for  appointment  to  the  Advisory  Council. 

The  motion  carried  unanimously,  and  the  House 
of  Delegates  made  certain  factual  corrections  in 
the  table  of  organization  report  submitted  to  the 
House  of  Delegates  for  information  by  our  repre- 
sentatives to  the  New  Mexico  Hospital  Advisory 
Council. 

The  Reference  Committee  considered  the  Hos- 
pital Utilization  Review  Committee  report  in 
which  the  Utilization  Committee  felt  that  its  serv- 
ices were  no  longer  needed  and  asked  that  the 
Committee  be  dissolved.  There  was  considerable 
discussion  to  the  effect  that  this  Committee  should 
not  be  dissolved  and  indeed,  that  its  functions 
should  be  expanded,  inasmuch  as  utilization  com- 
mittees throughout  the  state  are  not  yet  suffi- 
ciently stabilized  to  be  confident  that  a committee 
on  the  state  level  would  have  no  further  function. 
It  was  further  suggested  that  the  Utilization  Com- 
mittee be  given  the  duty  of  receiving  reports  from 
other  utilization  committees  throughout  the  state, 
correlating  them  and  developing  statistics  regard- 
ing utilization  of  hospital  services  throughout  the 
state.  Therefore,  the  Reference  Committee  recom- 
mended that  the  Utilization  Committee  be  main- 
tained and  used  as  a mechanism  for  appeals  of 
individual  hospital  utilization  committees  through- 
out the  state.  The  House  of  Delegates  concurred 
with  the  Reference  Committee’s  recommendation. 

The  Reference  Committee  stated  that  the  Chair- 
man of  the  Liaison  Committee  to  the  University  of 
New  Mexico  School  of  Medicine  indicated  to  the 
Reference  Committee  that  there  was  one  important 
point  omitted  in  his  report  which  is  as  follows: 

It  was  the  consensus  of  the  Committee  that  the  pro- 
fessional and  service  resources  of  the  Medical  School  and 
its  hospital  be  made  known  to  members  of  the  State 
Medical  Society  by  some  means  of  periodic  communication. 

The  Reference  Committee  recommended  that  this 
additional  point  be  added  to  the  report  and  that  it 
be  approved.  The  House  of  Delegates  concurred  in 
this  recommendation. 

The  activities  of  the  Medical-Legal  Committee 
were  discussed  at  length  before  the  Reference 
Committee,  and  the  Reference  Committee  moved 
that  the  Medical-Legal  Committee  be  commended 
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for  its  outstanding  work.  The  House  of  Delegates 
approved  this  motion. 

The  Reference  Committee  considered  at  length 
the  report  of  the  Maternal  and  Perinatal  Mortality 
Committee  and  is  of  the  opinion  that  this  Commit- 
tee and  the  Subcommittee  on  Maternal  Mortality 
should  be  supported  and  encouraged.  The  Refer- 
ence Committee  suggested  that  the  Council  of  the 
New  Mexico  Medical  Society  seek  means  to  assist 
and  facilitate  the  work  of  this  Committee  and  Sub- 
committee. Since  this  was  merely  a suggestion 
from  the  Reference  Committee,  this  matter  was 
not  voted  upon. 

A resolution  submitted  by  James  R.  Gay,  Dele- 
gate from  Bernalillo  County  Association,  concern- 
ing the  endorsement  of  a concept  of  an  interna- 
tional medical  science  year  and  the  introduction  of 
a resolution  into  the  House  of  Delegates  of  the 
American  Medical  Association  to  carry  out  this 
idea  was  considered  and  approved  by  the  Refer- 
ence Committee.  The  House  of  Delegates  con- 
curred in  this  approval. 

The  Reference  Committee  considered  the  reso- 
lution from  U.  G.  Hodgin,  Jr.,  Delegate  from 
Bernalillo  County  Medical  Association,  regarding 
the  establishment  of  an  ad  hoc  committee  to  study 
ways  to  implement  adequate  medical  care  for  the 
entire  population  of  the  state,  and  to  work  together 
with  community,  state  and  federal  agencies  in  pro- 
viding good  medical  care  for  areas  of  New  Mexico 
deficient  in  these  services.  The  Reference  Com- 
mittee recommended  that  this  resolution  be  de- 
feated and  a substitute  resolution  be  approved. 
However,  the  House  of  Delegates  defeated  the  Ref- 
erence Committee’s  recommendation  that  the  reso- 
lution not  be  approved,  and  approved  the  resolu- 
tion after  amending  it  to  provide  for  an  ad  hoc 
committee  to  be  appointed  by  the  President  of  the 
State  Medical  Society,  rather  than  the  House  of 
Delegates  establishing  such  a committee.  The  final 
resolution  as  approved  and  passed  by  the  House 
of  Delegates  is  as  follows: 

WHEREAS,  there  are  large  areas  of  the  State  of  New 
Mexico  that  have  inadequate  or  no  medical  care  due  to 
physician  shortage; 

WHEREAS,  the  physicians  of  this  state  feel  responsi- 
bility and  commitment  toward  providing  the  best  medical 
care  possible  for  the  population  of  the  entire  state; 

BE  IT  RESOLVED,  that  the  President  of  the  New 
Mexico  Medical  Society  designate  an  ad  hoc  committee 
to  study  and  to  report  to  the  Society  ways  to  implement 
adequate  medical  care  for  the  entire  population  of  this 
state. 

BE  IT  FURTHER  RESOLVED,  that  this  committee  work 
together  with  community,  state,  and  federal  agencies, 
which  are  also  interested  in  providing  good  medical  care 
for  areas  of  New  Mexico  deficient  in  these  services. 

Speaker  Dorn  recognized  Robert  Stone,  Chair- 
man, Reference  Committee  on  Miscellaneous  Busi- 
nei^,  who  introduced  the  following  resolution 
which  was  unanimously  approved  by  the  House  of 
Delegates: 


Mr.  Speaker.  Delegates:  I wish  to  move  a sincere  vote 
of  appreciation  to  Dr.  Keil  and  other  members  of  the 
Colfax  County  Medical  Society  and  to  their  Auxiliary  for 
their  warm  hospitality;  to  Spur  Lanes  for  its  hospitality; 
to  Dr.  James  R.  Gay  for  the  use  of  his  excellent  speaker 
equipment. 

Hugh  B.  Woodward,  was  recognized  by  the 
Speaker,  who  presented  the  following  motion 
which  was  unanimously  approved  by  the  House  of 
Delegates: 

We  wish  to  extend  to  the  Speaker  of  the  House  of 
Delegates  our  sincere  thanks  for  the  preparation  he  made 
for  this  House  of  Delegates  meeting — the  signs,  bringing 
and  installing  the  equipment  and  all  the  efforts  he  made 
in  conducting  this  meeting.  He  has  been  most  helpful. 

The  Chairman  of  the  Tellers,  Dr.  Rex  Quigley, 
was  recognized  by  the  Speaker  for  the  purpose 
of  tendering  a report  to  the  House  of  Delegates 
as  a result  of  the  election  of  nominees  to  the  Blue 
Shield  Board,  from  which  the  Blue  Shield  Board 
will  select  four  members  to  serve  on  the  Board. 
Those  elected  were  as  follows: 

Albert  J.  Fisher,  Albuquerque 
Wilfred  A.  Friedman,  Santa  Fe 
Gilbert  Gutierrez,  Grants 
Rufus  E.  Lee,  Los  Alamos 
James  B.  Moss,  Jr.,  Clovis 
William  R.  Oakes,  Los  Alamos 
Livingston  Parsons,  Albuquerque 
Jesse  L.  Wallace,  Tucumcari 

Speaker  Dom  recognized  Fred  Hanold,  Chair- 
man, Public  Relations  Committee,  who  reported 
that  the  winner  of  the  1967  Guy  Rader 
Award  for  excellency  in  the  reporting  of  medical 
news  in  the  “Daily”  category  was  Mr.  Fritz  Thomp- 
son of  the  Raton  Daily  Range,  Raton,  and  in  the 
“Weekly”  category,  Mrs.  Susanne  Burks,  with  the 
Heights  and  Valley  News,  Albuquerque.  Dr.  Hanold 
reported  that  each  of  these  would  receive  a $100.00 
check  from  the  New  Mexico  Medical  Society. 


News  of  CMS  Members 

Monroe  R.  Tyler,  M.D.,  Denver,  Colo.,  has  been 
reappointed  a member  of  the  Council  on  Rural 
Health  of  the  American  Medical  Association. 

The  Council  works  toward  the  betterment  of 
the  health  of  the  rural-urban  population  through 
guidance  and  assistance  in  development  of  national 
programs  such  as  community  planning  for  health 
facilities  and  health  manpower,  planning  for  emer- 
gency medical  care  and  first  aid  training,  for  edu- 
cation for  personal  and  community  health  respon- 
sibility, and  efficient  utilization  of  rural  health 
care  services,  as  well  as  sponsorship  of  national 
conferences,  health  education  seminars,  assistance 
in  research  for  rural  health  improvement,  and  pro- 
motion of  health  careers  information  programs  for 
rural  youth. 

» » ♦ 
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Harlan  E.  McClure,  M.D.,  Lamar,  Colo.,  has 
been  appointed  a member  of  the  Committee  on 
Alcoholism  and  Drug  Dependence  of  the  Council 
on  Mental  Health  of  the  American  Medical  Asso- 
ciation. 

The  AMA  committee  is  primarily  concerned 
with  educating  the  public  and  profession  to  a 
better  understanding  of  the  problems  associated 
with  the  abuse  of  alcohol,  narcotics,  and  other 
substances  upon  which  people  become  dependent. 
The  committee  has  prepared  a new  Manual  on 
Alcoholism  for  use  by  physicians,  and  collateral 
pamphlets  for  the  public,  as  well  as  information 
for  both  medical  and  lay  groups  on  the  problems 
of  drug  dependence. 

* * * 

Oliver  K.  Niess,  M.D.,  Colorado  Springs,  Colo., 
has  been  reappointed  a member  of  the  Coimcil  on 
National  Security  of  the  American  Medical  Asso- 
ciation. 

The  AMA  Council  provides  advice  and  assist- 
ance to  the  medical  profession  on  matters  involving 
the  medical  and  health  aspects  of  the  national 
security,  particularly  pertaining  to  the  utilization, 
mobilization  and  coordination  of  medical  and 
health  resources.  The  Council  maintains  liaison 
relative  to  military  medical  affairs  with  the  De- 
partment of  Defense,  the  Surgeons  General  of  the 
Armed  Forces  and  U.  S.  Public  Health  Service  in 
formulating  and  coordinating  programs,  plans,  and 
procedures  designed  to  improve  medical  care  for 
the  members  of  the  armed  forces  through  the 
efficient  utilization  of  medical  and  allied  health 
personnel. 

TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

’ (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


Dr.  Leland  R.  Cowan 


Honored  at  Cancer  Meeting 

The  Utah  Division  of  the  American  Cancer 
Society  paid  special  honors  to  Dr.  Leland  R.  Cowan 
at  their  annual  crusaders  meeting  last  month.  Par- 
ticipating in  tribute  to  Dr.  Cowan  were  Governor 
Calvin  L.  Rampton  and  Dr.  Murray  M.  Copeland, 
director  of  medical  education,  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  in  Houston,  Texas. 

A plaque,  furnished  by  the  division  and  pre- 
sented by  the  Governor  was  given  in  appreciation 
for  “41  years  of  distinguished  practice  in  surgery, 
principally  in  the  fight  against  cancer.  Adhering 
to  the  highest  standards  of  excellence,  he  has  per- 
formed uncommon  service  to  the  people,  of  Utah 
and  the  Mountain  West  as  a physician,  teacher  of 
medicine  and  community  leader.” 

♦ » * 

Primary  Hospital  Names  Staff  Officers 

Dr.  Edward  R.  McKay,  Salt  Lake  surgeon,  has 
assumed  office  as  president  of  the  medical  staff 
of  the  Primary  Children’s  Hospital  in  Salt  Lake 
City.  He  succeeds  Dr.  Kenneth  O.  Fishier  who  be- 
comes chairman  of  the  credentials  committee.  Dr. 
Robert  S.  Rothwell,  pediatrician,  was  named  presi- 
dent-elect, and  Dr.  Richard  A.  Elwyn,  anesthesiolo- 
gist, as  secretary-treasurer.  Heads  of  departments 
are;  Dr.  Wallace  E.  Hess,  surgery;  Dr.  Richard  D. 
Wetzel,  pediatrics;  Dr.  Richard  C.  Haskins,  den- 
tistry; and  Dr.  J.  O.  Brewerton,  general  practice. 
* * * 

Utah  Surgeons  Name  New  Officers 

The  Utah  Chapter  of  the  American  College 
of  Surgeons  recently  installed  Dr.  Reed  M.  Broad- 
bent,  Logan,  Utah,  as  the  new  president.  Named 
also  at  the  annual  scientific  session  held  in  Park 
City  were:  Adolph  M.  Nielsen,  M.D.,  Salt  Lake 
City,  president-elect;  Preston  R.  Cutler,  M.D.,  Salt 
Lake  City,  secretary;  and  William  L.  Dixon,  M.D., 
Provo,  director.  Holdover  directors  are  H.  M. 
Jackson,  M.D.,  Salt  Lake  City,  and  John  A.  Dixon, 
M.D.,  Ogden.  Lawrence  E.  Stevens,  M.D.,  was 
named  program  chairman.  Retiring  as  president  is 
Russell  M.  Nelson,  M.D.,  Salt  Lake  City. 

The  new  president  has  also  served  as  Logan 
City  Health  Physician  and  is  president  of  the 
Cache  L.D.S.  Stake. 

An  outstanding  faculty  participated  on  the  sci- 
entific program  and  included:  G.  Thomas  Sheirs, 
M.D.,  chairman  of  the  Department  of  Surgery, 
University  of  Texas;  Thomas  E.  Starzl,  M.D.,  Chief 
of  Surgery  at  the  Veterans  Administration  Hos- 
pital in  Denver;  and  Willem  J.  Kolff,  M.D.,  Pro- 
fessor of  Surgery,  University  of  Utah  College  of 
Medicine. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrorielmg.c  mestranol  O.OSmg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL*!  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives : increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T“  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 
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The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-l  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-l  Patient 
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Endofhetriuiii  of  untreated  patient  is  receptive  to  the  fertil 
ized  ovum  during  secretory  phase. 


Norethindrofie  in  Norinyl-l  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 
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new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


TABLETS 

Eauagesic 

(meprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Contraindications;  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings;  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions;  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— -as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
saiicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patientdiscomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  h.owever,  usually  provides 
effective  analgesia  and  helps  put  the 
patient’s  mind  at  ease. 


i 


t: 


X 


AMA  Volunteer  Physicians  for  Vietnam 

AMA  Volunteer  Physicians  for  Vietnam  is  a 
program  for  supplying  medical  care  to  the  civilian 
population  of  South  Vietnam  through  the  volun- 
teer services  of  U.  S.  physicians.  It  is  administered 
by  the  American  Medical  Association  and  financed 
by  the  United  States  Agency  for  International 
Development  (USAID).  Physicians  sent  to  South 
Vietnam  under  the  program  serve  a 60-day  tour 
of  duty  at  one  of  18  provincial  civilian  hospitals. 
The  volunteer  receives  only  his  transportation  and 
an  expense  allowance  of  10  dollars  a day;  otherwise 
his  services  are  entirely  unpaid. 

At  the  hospitals  the  volunteers  will  work  with 
teams  of  military  physicians  and  corpsmen.  These 
teams,  assigned  to  USAID  for  service  in  provincial 
civilian  hospitals,  provide  continuity  in  the  volun- 
teer program.  Twenty-four  to  32  physicians  are 
needed  every  60  days  to  keep  hospital  staffs  at 
full  strength.  Most  needed  are  general  practition- 
ers, internists,  general  surgeons  and  orthopedic 
surgeons.  Small  numbers  of  specialists  in  other 
fields  are  needed  from  time  to  time  and  inquiries 
are  invited  in  anticipation  of  future  demands.  Non- 
physicians are  not  recruited. 

Information  about  the  program  may  be  obtained 
by  contacting:  AMA  Volunteer  Physicians  for 
Vietnam,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

The  background 

Twenty-five  years  of  war  and  insurrection  in 
the  area  now  known  as  South  Vietnam  has  placed 
tremendous  health  burdens  on  the  people.  To  the 
ever-present  diseases  and  malnutrition  of  South- 
east Asia  have  been  added  war  injuries,  disruption 
of  whatever  public  health  measures  existed,  and 
a serious  lack  of  doctors  and  nurses  as  more  and 
more  of  the  country’s  approximately  1,000  physi- 
cians were  called  into  military  service.  Today  only 
about  300  physicians  are  left  to  administer  health 
care  to  15  million  Vietnamese  civilians. 

South  Vietnamese  authorities  have  asked  the 
United  States  government  to  encourage  American 
physicians  to  volunteer  their  services  to  Vietnam- 
ese civilians.  Out  of  this  request  grew  a program 
financed  by  the  U.  S.  government  through  the 
State  Department’s  Agency  for  International  De- 
velopment (AID).  Cretaed  to  recruit  U.  S.  physi- 
cians for  volunteer  60-day  tours  of  service  at 
Vietnamese  civilian  hospitals,  the  program  was  at 
first  administered  by  People-to-People  Health 
Foundation,  Inc.,  with  the  American  Medical  Asso- 
ciation assisting  in  recruitment.  At  this  point  the 
program  was  called  Project  Vietnam. 

After  successfully  implementing  Project  Viet- 
nam on  a pilot  basis,  People-to-People  Health 
Foundation  asked  that  the  program  be  turned  over 
to  some  other  responsible  agency,  preferably  the 
AMA.  At  the  invitation  of  the  Agency  for  Inter- 
national Development,  the  AMA  assumed  adminis- 
trative responsibility  on  June  30,  1966,  when  the 


contract  between  the  USAID  and  People-to-People 
Health  Foundation,  Inc.,  terminated.  Under  the 
aegis  of  the  AMA,  the  program  is  known  as  AMA 
Volunteer  Physicians  for  Vietnam. 

The  challenge  to  the  physicians 

An  American  physician  faces  challenges  in 
Vietnam  that  most  U.  S.  doctors  see  only  in  text- 
books. Important  causes  of  death  in  South  Vietnam 
are  malaria,  tuberculosis,  intestinal  parasitism  and 
other  intestinal  diseases,  pneumonia,  meningitis, 
typhoid  fever,  and  a wide  range  of  war  wounds 
caused  by  mines,  booby  traps,  small  arms  fire,  and 
air  or  artillery  bombardment.  Thousands  of  civil- 
ians need  treatment  and  rehabilitation  after  war 
injuries. 

Diseases  causing  disability  throughout  the  pop- 
ulation include  trachoma  (four-fifths  of  the  people 
infected  at  one  time  or  another),  leprosy,  bacillary 
and  amebic  dysentery,  smallpox,  and  nutritional 
disorders.  South  Vietnam  has  about  120  hospitals, 
of  which  101  serve  civilians.  All  are  overloaded; 
at  times,  two  or  even  three  patients  have  been 
accommodated  in  a single  bed. 

Physicians  serving  through  AMA  Volunteer 
Physicians  for  Vietnam  are  placed  in  government- 
operated  hospitals  in  rural  areas,  where  the  need 
is  greatest.  All  are  in  so-called  pacified  regions 
where  the  Viet  Cong  do  not  routinely  conduct 
military  operations  in  the  open,  although  they 
are  presumed  to  be  nearby  at  all  times. 

Military  teams  in  the  civilian  provincial  hos- 
pitals are  comprised  of  three  medical  officers,  one 
administrative  officer,  and  twelve  enlisted  men 
(corpsmen).  Their  responsibility  will  be  for  the 
civilian  population  in  the  province  to  which  they 
are  assigned. 

Recruitment 

A passport  and  visa  are  required  of  all  volun- 
teers going  to  Vietnam,  and  assistance  is  given  the 
physician  in  obtaining  them.  The  volunteer  also 
must  have  a certificate  of  vaccination  against 
smallpox  and  inoculation  against  cholera,  received 
in  the  last  four  to  six  months.  Immunization  against 
plague,  typhoid,  tetanus,  typhus  and  polio  are 
recommended  by  the  World  Health  Organization. 
Transportation  is  supplied  from  the  physician’s 
home  to  Vietnam  and  return.  A standard  baggage 
allowance  of  44  pounds,  plus  an  additional  22 
pounds,  is  permitted. 

Housing  is  provided  in  Vietnam  in  available 
hotels  or  apartments.  Each  volunteer  physician 
receives  an  expense  allowance  of  10  dollars  a day. 
Expenses  connected  with  passport,  visa  and  immu- 
nization are  paid  by  USAID  through  AMA  Volun- 
teer Physicians  for  Vietnam.  Each  volunteer  is 
covered,  while  in  Vietnam,  by  a $50,000  all-risk 
insurance  policy  at  no  expense  to  himself. 

Upon  arrival  in  Saigon  the  volunteer  will  be 
met  by  the  Field  Director  of  AMA  Volunteer 
Physicians  for  Vietnam  or  an  associate,  and  di- 
rected to  the  proper  destination.  The  Field  Director 
also  assists  hospital  staffs  with  supply  and  logis- 
tical problems. 


76 


Rocky  Mountain  Medical  Journal 


EON  YELLOWSTONE  WILDERNESS  VACATION 

f INVITE  YOU  TO 

>mplete  vacation  with  all  accommodations  arranged  for — 
K'l,  meals,  camping,  horseback  riding,  hiking,  swimming, 
3 ing,  fishing,  floating  the  river,  taking  pictures,  and 
l/ing  the  unspoiled  grandeur  of  ice-capped  mountains, 
£•  streams,  blankets  of  wildflowers,  and  wildlife  in  its 
3 ral  habitat. 

(■deal  thirteen-day  vacation  for  the  individual,  the  family, 
« iy  group. 

■ly  a restful  vacation  full  of  the  inspiration  of  nature — 
|i'-fed  streams,  mountain  lakes,  pure  mountain  air,  and 
•lushing  mountain  breezes  blowing  freely  through  the  un- 
>ied  wilderness. 


— U.  S.  Forest  Service 


DENNIS  McNIVEN 


Your  outfitter  has  spent  his  25  years 
learning  the  trade  from  hunting 
camps  to  rodeos  to  movies.  With 
experience  as  a guide,  entertainer,  and 
cowboy,  he  is  well-qualified  to  lead 
you  into  the  wilderness  for  a lot  of 
fun  and  an  enjoyable  vacation.  Along 
with  ten  years  of  experience  riding 
these  wilderness  trails,  he  has  served 
a two-year  mission  for  the  Church  of 
Jesus  Christ  of  Latter-day  Saints,  has 
served  as  combat  engineer  and  mili- 
tary policeman  in  the  U.  S.  Army, 
and  is  presently  studying  recreation 
as  his  college  major.  He  has  also 
worked  as  a stuntman  and  actor  for 
Twentieth  Century  Fox  in  "The 
Monroes"  and  is  an  accomplished 
composer,  singer,  and  musician.  He 
Ks  the  outdoors  and  enjoys  people.  He  has  arranged  the  best  accommo- 
QDns,  crew,  program,  and  equipment  to  make  your  Teton  Yellowstone 
flerness  Vacation  the  most  enjoyable  vacation  possible. 


Je//  Stone 


> pared  for  a luscious  banquet  and  a nature 
:intry  you  will  enter  Monday  morning. 


■Bill  Wiedeman 


TOGWOTEE 
MOUNTAIN  LODGE 

This  beautiful  lodge  is 
located  in  Jackson  Hole 
Country  in  view  of  the 
Grand  Tetons  on  the 
southern  boundary  of  the 
Teton  Yellowstone  Wil- 
derness Country.  After 
registering  here  Saturday 
night,  you  will  enjoy  a 
steak  dinner  of  your 
choice  to  prepare  you  for 
the  fun-filled  days  ahead. 

FLOAT  TRIP 

A hearty  breakfast  Sun- 
day will  start  your  vaca- 
tion followed  by  taking 
the  famous  scenic  float 
trip  down  the  winding 
Snake  River,  complete 
with  lunch  and  rest  stop. 
With  experienced  boat- 
men you  will  see  and 
study  the  majestic  Grand 
Tetons  and  wildlife  such 
as  moose  and  the  rare 
bald  eagle.  After  your 
exciting  river  trip  you 
will  return  to  the  lodge 
lecture  on  the  wilderness 


WILDERNESS  TRIP 


Following  breakfast  Mon- 
day, the  wilderness  trip 
will  depart  from  Togwo- 
tee  Mountain  Lodge  to 
see  the  wonders  of  the 
Teton  Wilderness  Area 
and  sections  of  Yellow- 
stone National  Park.  You 
will  see  Two  Ocean  Pass 
and  the  Parting  of  the 
Waters  where  the  water 
divides,  flowing  into  the 
tributaries  of  rivers  en- 
terina  both  the  Atlantic 
and  Pacific  Oceans.  You 
will  see  elk,  deer,  moose, 
beaver,  bear,  and  many 

birds,  including  the  rare  trumpeter  swan.  Trout  fishing  is  good 
in  both  streams  and  mountain  lakes  for  cut-throats,  rainbow, 
and  Mackinaw. 

Layover  days  provide  plenty  of  time  for  fishing,  sightseeing,  hiking, 
swimming,  and  side  trips  with  majestic  views  of  the  Grand  Tetons, 
the  valley  of  the  Yellowstone  River,  and  Bridger  Lake. 


— I'erry  Porter 


Travel  will  be  by  horses 
and  pack  trains.  You  will 
cover  about  125  miles  on 
good  trails  and  gentle 
terrain  at  comparatively 
low  altitudes.  You  need 
not  be  an  experienced 
horseman  (although  there 
are  many  opportunities 
for  experienced  horse- 
men, fishermen,  and 
camerabugs  to  see  places 
where  few  others  have 

been).  Our  horses  will  be  — U.  S.  t oresc  Service  Photo 
matched  to  your  riding 
ability.  First  timers  get 
along  fine.  Entertainment  and  activities  will  be  held  each  night 
around  a roaring  campfire. 


SQUARE  DANCING 

Your  wilderness  trip  will 
come  to  a close  by  re- 
turning to  a clean  shower, 
a steak  dinner,  an  old- 
fashioned  square  dance 
party,  called  by  one  of 
the  country's  best  callers, 
to  say  goodbye  to  your 
newfound  friends,  and  a 
soft  bed.  A good  night's 
sleep  and  an  excellent 
breakfast  will  send  you 
back  home  with  memories 
that  will  last  forever. 


— Barbara  H.  Smith 


rp  DATES: 

No.  1 — June  29  through  July  12  ^ doctor  will  he 

No.  2 — July  1 3 through  July  26  trip 

No.  3 — July  27  through  August  9 

No.  4 — August  1 0 through  August  23 
No.  5 — August  24  through  September  6 

- t:  $350  Departure:  Togwotee  Mountain  Lodge 

Ip^re  limited  to  25  persons  per  trip. 


For  further  information,  write  or  call: 

Dennis  McNiven 
Post  Office  Box  142 
Afton,  Wyoming  831  10 
Or: 

Teton  Yellowstone  Wilderness  Vacation 
Dennis  McNiven 

Togwotee  Mountain  Lodge  Phone:  307-543-2841 

Moran,  Wyoming  83013 
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Colorado 

Services  for  Dr.  A.  Lee  Albers,  51,  of  Engle- 
wood, Colorado,  were  held  February  20  at  St. 
Gabriel  the  Archangel  Episcopal  Church.  Crema- 
tion was  at  Fairmount. 

Dr.  Albers,  a surgeon,  died  February  17  at  St. 
Joseph  Hospital  in  Denver. 

Born  January  12,  1917,  in  Ellis,  Kansas,  Dr. 
Albers  was  brought  to  Moffat  County  as  an  infant 
and  later  attended  Moffat  County  schools.  He  was 
graduated  from  Manual  High  School  in  Denver 
and  did  his  premedical  work  at  the  University  of 
Denver.  He  was  graduated  from  the  University  of 
Colorado  School  of  Medicine  in  1942  and  practiced 
in  the  Denver  area  since  that  time. 

Dr.  Albers  married  Catherine  Baskos  in  Long- 
mont, on  August  10,  1946. 

He  was  a member  of  the  staffs  of  St.  Joseph 
Hospital  and  Swedish  Medical  Center.  He  was  also 
a member  of  Lawrence  N.  Greenleaf  Lodge  No.  169. 
AF&AM,  the  Rocky  Mountain  Consistory  No.  2, 
and  the  El  Jebel  Shrine. 

Surviving  in  addition  to  his  widow  are  four 
sons,  Chris,  Kim,  Kent  and  Kelly;  a daughter, 
Kate;  his  mother,  Mrs.  Clara  E.  Albers,  Craig, 
Colo.;  and  two  brothers,  Dr.  Theodore  E.  Albers, 
Grand  Junction,  Colorado,  and  Vernon  L.  Albers, 
Denver. 

Dr.  William  Holt  McCormick,  Denver,  Colo- 
rado, psychiatrist,  and  a former  Denver  physician, 
died  February  12,  1968,  at  St.  Joseph  Hospital  in 
Denver  after  a long  illness.  He  was  58  years  old. 

After  finishing  his  third  year  of  college  work 
at  Stanford  University,  Dr.  McCormick  came  to 
Denver  on  account  of  his  health,  and  he  received 
his  B.A.  degree  from  Denver  University.  He  grad- 
uated from  the  University  of  Colorado  School  of 
Medicine  in  1941,  interned  at  the  Colorado  General 
Hospital,  and  then  entered  private  practice  of  gen- 
eral medicine  in  Denver,  having  failed  his  physical 
examination  for  enlistment  in  the  Army  both  in 
1940  and  1941  because  of  asthma  and  valvular 
heart  disease.  Besides  his  private  practice,  he  was 
appointed  Associate  Outpatient  Physician,  and  in 
1943  he  was  transferred  to  the  Allergy  Clinic  and 
Assistant  in  Public  Health  and  Laboratory  Diag- 
nosis at  the  Colorado  General  Hospital. 

After  eight  years  of  general  practice  and  five 
months  illness  with  bronchial  asthma,  he  joined 
the  local  Veterans  Administration  Hospital  staff 
and  worked  there  for  three  years.  From  1954  to 
1957,  he  was  a psychiatric  resident  at  the  Denver 
Veterans  Administration  Hospital.  Upon  comple- 
tion of  his  residency,  he  served  in  the  acute  inten- 
sive treatment  section  at  the  Fort  Lyon  Veterans 
Hospital,  Fort  Lyon,  Colorado.  After  a short  course 


in  administrative  psychiatry  at  the  Veterans  Hos- 
pital in  North  Little  Rock,  Arkansas,  he  returned 
to  Fort  Lyon  Veterans  Hospital  as  Director  of 
Professional  Services. 

Dr.  McCormick  entered  private  practice  in 
general  psychiatry  in  Pueblo,  Colorado,  in  1959 
where  he  was  on  the  medical  staff  of  the  St.  Mary- 
Corwin  Hospital,  Pueblo,  until  he  became  ill  in  ’ 
September,  1965.  He  belonged  to  the  Pueblo  Coun- 
try Club  and  the  Business  Men’s  club.  In  August, 

1967,  he  began  part-time  work  for  the  Denver 
General  Mental  Health  Institute.  His  last  hospital- 
ization was  from  December  11,  1967,  to  February 
12,  1968. 

He  was  a member  of  the  Moimt  Airy  Hospital 
medical  staff,  the  Colorado  Medical  Society,  the 
Denver  Medical  Society,  American  Medical  Asso- 
ciation, American  Psychiatric  Association,  Alpha 
Omega  Alpha,  and  Phi  Rho  Sigma. 

Dr.  McCormick  was  the  husband  of  Mary  M. 
McCormick  and  son  of  Mrs.  William  H.  McCormick, 

Sr.,  of  Santa  Clara,  California,  and  brother  of  . 
Mary  Jane  Goodwin,  Los  Angeles,  California.  j 

The  Rosary  was  recited  at  the  Fairmount  Me-  ’ 
morial  Chapel.  Private  services  were  held  Febru-  j 

ary  14,  1968,  consisting  of  Requiem  Mass  at  St.  I 

Therese  Catholic  church,  and  entombment  was  at  : 
the  Fairmount  Mausoleum,  Denver.  Contributions 
were  made  to  the  Eleanor  Roosevelt  Institute  for  v 
Cancer  Research,  University  of  Colorado  Medical  \- 
Center,  Denver,  Colorado.  ^ 

.1 

With  the  death  of  Dr.  George  B.  Kent,  Colorado 
has  lost  one  of  its  outstanding  and  energetic  sur- 
geons. 

Doctor  Kent  died  in  Phoenix,  Arizona,  on  Feb- 
ruary 26,  1968,  and  services  were  held  in  Phoenix 
on  February  29.  He  had  lived  in  Phoenix  for  the 
last  ten  years  during  the  colder  months,  but  re- 
turned to  Denver  during  the  summer.  1 

He  was  born  in  Frankfort,  Indiana,  July  24,  ' 

1891,  and  obtained  his  early  education  in  the  Lagro,  \ 

Indiana,  schools.  His  college  work  was  at  Indiana  ■ 

University,  where  he  obtained  his  B.S.  degree  and  , 

he  graduated  from  the  Medical  School  of  Indiana  ■ 

University  in  June  1916  with  a cum  laude  degree  / 

in  medicine.  Because  of  his  high  standing  scholas-  | 

tically,  he  was  appointed  an  interne  in  the  Robert  i 

W.  Long  Hospital,  an  affiliated  institution  of  the  ' 

local  medical  school,  which  accepted  only  superior 
graduates  at  that  time.  He  served  one  year  at  the 
Long  Hospital,  and  then  entered  military  service 
in  World  War  I.  During  his  military  career  Dr. 

Kent  served  in  Siberia,  and  at  the  conclusion  of 
the  war  he  aided  in  the  repatriation  of  the  Czecho- 
slovakians from  Vladivostok,  to  their  homeland. 

He  remained  in  the  United  States  Army  Medical 
Corps  until  September  1921.  Immediately  he  began 
a fellowship  in  surgery  at  the  Mayo  Clinic.  Here 
he  remained  until  October  1924.  Following  this 
training  period  he  came  directly  to  Denver  and 
began  to  practice  his  specialty.  He  was  especially 
known  locally  because  of  his  capability  in  treating 
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thyroid  disease  surgically.  Although  he  had  affilia- 
tion with  several  of  the  Denver  hospitals,  his  main 
stronghold  was  at  the  Presbyterian  Hospital,  now 
known  as  Presbyterian  Medical  Center. 

Dr.  Kent  was  a member  of  the  Cherry  Hills 
Country  Club  in  Denver,  and  Paradise  Valley 
Country  Club  in  Phoenix.  He  was  also  a member 
of  various  Masonic  organizations.  Among  his  pro- 
fessional affiliations  were  the  Denver  and  Colorado 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation; International  College  of  Siirgeons;  the 
American  Association  for  the  Study  of  Goitre,  and 
the  American  College  of  Surgeons. 

Immediate  survivors  include  his  widow.  Hazel, 
whom  he  married  in  September,  1921,  and  three 
children.  Dr.  George  B.,  Jr.,  of  Phoenix,  Dr.  Robert 
of  Colorado  Springs,  and  Rebecca  of  Pasadena, 
California. 

Utah 

Dr.  Preston  James  Burnham,  Salt  Lake  City 
physician,  died  in  Salt  Lake  City,  Utah,  on  Febru- 
ary 20,  1968,  at  the  age  of  55.  He  was  bom  January 
24,  1913,  in  Lynn,  Massachusetts,  the  son  of  Walter 
and  Helen  Burnham.  He  married  Patricia  M. 
Adams,  January  14,  1950.  She  survives  him  as  do 
two  sons,  Norman  J.  and  Bruce  M.,  and  a daughter, 
Lowry  P.,  all  of  Salt  Lake  City. 

Dr.  Burnham  was  graduated  from  the  Rochester 
School  of  Medicine  and  Dentistry,  Rochester,  New 
York.  He  was  a past  president  of  the  Utah  Chapter, 
National  Rehabilitation  Association,  the  Diplomatic 
American  Board  of  Surgery,  and  the  Utah  Chapter 
of  American  Industrial  Hygiene  Association.  He 
had  served  on  the  staff  of  the  St.  Mark’s,  Holy 
Cross,  Latter-day  Saints,  and  Cottonwood  Hos- 
pitals, and  was  author  of  several  medical  articles 


published  in  various  medical  journals. 

Dr.  Burnham  was  a member  of  the  Salt  Lake 
County  Medical  Society,  the  Utah  State  Medical 
Association,  and  the  American  Medical  Association. 
He  also  held  membership  in  the  American  Associa- 
tion for  the  Advancement  of  Sciences  and  the  Salt 
Lake  Chamber  of  Commerce. 

Dr.  Don  Clayton  Merrill,  a Utah  physician  for 
40  years,  died  in  Altadena,  California,  Febmary 
6,  1968,  at  the  age  of  72.  He  was  born  May  16,  1895, 
in  Richmond,  Cache  County,  the  son  of  Charles 
Edward  and  Chloe  Hendricks  Merrill.  He  married 
LaVeme  Larsen,  September  17,  1919.  She  survives 
him,  as  does  a daughter.  Dr.  Marian  Merrill  Bru- 
baker, of  Altadena. 

Dr.  Merrill  received  his  premedical  schooling 
at  the  Utah  State  Agricultural  College  (now  USU), 
and  received  his  medical  degree  at  the  University 
of  Illinois  in  1921.  He  entered  the  Graduate  School 
of  Medicine  at  the  University  of  Pennsylvania  in 
1931  following  which  he  established  practice  in 
Provo  where  he  remained  until  his  retirement  in 
1962. 

Dr.  Merrill  was  instrumental  in  obtaining  fi- 
nancing for  the  establishing  of  the  Utah  Valley 
Hospital  in  Provo  and  was  president  of  the  staff 
of  that  hospital  in  1945.  He  also  founded  the  Utah 
Valley  Clinic.  He  was  a member  of  the  Utah 
County  Medical  Society,  the  Utah  State  and  Amer- 
ican Medical  Associations,  and  the  Utah  and 
American  Heart  Associations.  Active  in  civic  mat- 
ters, he  was  a member  of  Provo  American  Legion 
Post  13,  the  Kiwanis  Club,  and  Chamber  of  Com- 
merce. He  was  also  an  active  member  of  the  L.D.S. 
Church  and  had  served  in  the  Naval  Reserve  dur- 
ing World  War  I. 


S.S.  Hope  Prepares  for  Voyage  to  Ceylon 

The  hospital  ship  S.S.  HOPE  sails  this  month  for  Ceylon  to  begin  the  project’s  most 
comprehensive  medical  teaching  and  treatment  mission  to  date. 

The  ship  departed  February  29  from  Philadelphia,  arriving  in  Colombo,  Ceylon,  on 
April  15.  Enroute  the  HOPE  will  stop  at  Fort  Lauderdale,  Florida,  for  two  days  of  public 
tours  and  official  farewell  ceremonies. 

In  Ceylon,  the  HOPE  team  of  150  physicians,  dentists,  nurses  and  technicians  will  work 
for  ten  months  with  Ceylonese  medical  counterparts  and  will  serve  as  an  affiliated  hospital 
to  the  medical  schools  and  to  the  hospitals  in  Colombo  and  the  inland  city  of  Kandy.  Patients 
will  be  referred  to  the  ship  by  a HOPE  committee  made  up  of  Ceylonese  medical  profes- 
sionals. HOPE  medical  teams  will  work  with  their  counterparts  not  only  on  the  ship,  but  in 
clinics,  classrooms  and  hospitals  ashore. 

Project  HOPE  is  the  principal  activity  of  The  People-to-People  Health  Foundation,  Inc., 
an  independent,  non-profit  corporation  supported  by  the  American  people.  Since  the  first 
voyage,  more  than  1,100  American  medical  personnel  representing  all  fifty  states  have  served 
with  the  project.  The  HOPE  staff  has  trained  4,017  medical  personnel,  treated  over  120,000 
persons,  conducted  some  10,778  major  operations,  and  benefitted  more  than  two  million 
people  through  immunization,  examinations  and  other  services. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


The  American  Medical  Association  and  the  As- 
sociation of  American  Medical  Colleges  announced 
a joint  pohcy  statement  calling  for  a substantial 
increase  in  the  number  of  medical  students. 

Dr.  Milford  O.  Rouse,  president  of  the  AMA, 
and  Dr.  John  Parks,  president  of  the  AAMC, 
reviewed  the  joint  statement  at  a news  conference 
in  Washington. 

The  statement  “emphasized  the  urgent  and  crit- 
ical need  for  more  physicians  if  national  expecta- 
tions for  health  services  are  to  be  realized.”  The 
statement  said: 

“National  policy  which  would  best  meet  this 
need,  and  would  be  consistent  with  the  American 
ideal  of  equal  educational  opportunity  for  all, 
would  provide  such  educational  resources  that 
every  young  person  interested  in  and  qualified  for 
entry  to  the  study  of  medicine  would  have  this 
opportunity.  Both  associations  endorsed  the  posi- 
tion that  all  medical  schools  should  now  accept  as 
a goal  the  expansion  of  their  collective  enrollments 
to  a level  that  permits  all  qualified  applicants  to 
be  admitted.  As  a nation,  we  should  address  the 
task  of  realizing  this  policy  goal  with  a sense  of 
great  urgency. 

“In  their  endorsement  of  and  call  for  broaden- 
ing educational  opportunity  for  the  study  of  medi- 
cine, both  associations  stressed  that  the  length  of 
time  necessary  to  realize  such  a goal  does  not 
minimize  the  need  to  respond  to  today’s  critical 
shortage  of  physician  manpower.  In  order  to  enable 
the  nation’s  medical  schools  both  to  meet  today’s 
crisis  and  to  attain  the  longer-range  goal  of  unre- 
stricted educational  opportunity,  those  responsible 
for  allocation  of  resources  must  recognize  the  mag- 
nitude of  these  tasks.” 

The  two  associations  said  both  immediate  and 
long-range  steps  should  be  taken. 

The  immediate  steps  are: 

1.  To  increase  the  enrollment  of  existing  med- 
ical schools. 

2.  To  foster  curricular  innovations  and  other 
changes  in  the  educational  programs  which  could 
shorten  the  time  required  for  a medical  education 
and  minimize  the  costs. 

3.  To  meet  the  need  for  innovation  in  educa- 
tional programs  and  to  encourage  diversity  in  the 
character  and  objectives  of  medical  schools.  The 
development  of  schools  of  quality  where  a primary 
mission  is  the  preparation  of  able  physicians  for 
clinical  practice  as  economically  and  rapidly  as 
possible  is  to  be  encouraged.  . . . 


“A  longer-range  approach  to  the  need  for  physi- 
cians is  the  development  of  new  medical  schools,” 
the  statement  said.  “This  approach  will  not  solve 
our  immediate,  urgent  need  for  more  physicians 
but  it  is  essential  for  meeting  the  national  needs 
of  1980  and  beyond.” 

The  two  associations  said  the  longer-range  pro- 
gram would  require  adequate  financial  support 
from  governmental  and  various  private  sources 
for: 

1.  Construction  of  facilities  to  expand  enroll- 
ment of  existing  schools  and  to  create  new  schools. 

2.  Support  of  the  operational  costs  of  medical 
schools. 

3.  Stimulation  and  incentive  for  educational 
innovation  and  improvement. 

“To  implement  these  measures  will  further  re- 
quire that  each  medical  school  and  its  university 
re-examine  its  objectives,  its  educational  program, 
and  its  resources  to  determine  how  it  can  con- 
tribute most  effectively  to  the  national  need  for 
more  physicians  and  what  financial  help  it  will 
need  to  make  this  contribution,”  the  statement 
said.  “Also  reqmred  is  imderstanding  by  the  pub- 
lic, the  private  foimdations,  indiistry,  local  and 
state  governments,  and  the  national  Congress — 
groups  which  must  provide  the  financial  support 
which  is  necessary. 

“Initiative  for  development  of  new  schools  and 
expansion  of  the  established  institutions  should  be 
locally  determined.  Only  the  governing  bodies  of 
schools  with  ongoing  programs  in  medical  educa- 
tion can  decide  to  expand  such  programs.  Institu- 
tions wishing  to  organize  new  medical  schools 
must  assume  the  responsibility  for  marshalling  the 
necessary  support.  Both  associations  are  prepared 
to  lend  any  assistance  they  can  to  such  efforts.” 

* * * 

In  a health  message  to  Congress,  President 
Johnson  proposed  control  of  prices  of  drugs  bought 
for  government  programs  and  asked  for  authority 
for  the  Food  and  Drug  Administration  to  publish  a 
drug  compendium  financed  by  drug  manufacturers. 
He  also  asked  for  more  money  for  health  man- 
power and  the  maternity  and  child  health  pro- 
grams. 

With  an  objective  of  lowering  costs,  he  also 
asked  for  authority  for  the  Health,  Education  and 
Welfare  Department  to  establish  new  formulas  for 
reimbursement  of  hospitals  and  physicians  under 
medicare,  medicaid,  and  maternal  and  child  health 
programs.  The  Social  Security  Administration  im- 
mediately announced  that  it  would  begin  “an  ex- 
perimental program  to  find  methods  of  reimburs- 
ing hospitals  and  doctors  that  will  have  built-in 
incentives  to  efficiency  and  economy.” 

Participation  in  such  experiments  would  be 
entirely  voluntary,  the  SSA  said.  And  Congress 
would  have  to  approve  the  necessary  legislation 
before  new  methods  of  reimbursement  could  be 
put  in  effect  on  a mandatory  basis. 
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Under  medicare,  a physician  now  is  reimbursed 
on  the  basis  of  his  usual  and  customary  fee  if  it 
is  considered  reasonable. 

HEW  said  two  methods  of  reimbursement  in- 
volving physicians  that  might  be  tried  are: 

— Group  practice  prepayment  plans  which  of- 
fer comprehensive  health  services  to  their  members 
could  be  reimbursed  on  a set  per  capita  rate  for 
the  ensuing  period. 

— For  physicians’  services,  experimental  bases 
of  payment  might  be  a single  fee  related  to  total 
illness  services  rather  than  individual  fees  for  each 
individual  visit  and  individual  service,  agreed- 
upon  fees  held  stable  for  specified  periods,  fees 
related  to  physician-time,  or  retainer  or  per  capita 
payments  per  year  for  services  of  a specified  kind. 

Commenting  on  Mr.  Johnson’s  health  message. 
Dr.  Rouse  said:  “There  is  great  need  for  expanded 
health  care  service  in  the  United  States.  Meeting 
this  need  requires  devoting  attention  to  all  the 
elements  involved  in  the  supply  of  resources  and 
manpower,  the  distribution  of  health  care,  and 
costs. 

“The  AMA  supports  private  and  governmental 
programs  that  help  those  who  need  help.  Health 
care  for  all  the  people  should  be  expanded  in  an 
orderly  way  so  resources  and  needs  are  increased 
together  and  at  comparable  rates  of  growth. 

“Government  can  and  should  support  the  con- 
struction and  renovation  of  hospitals  and  extended 
care  facilities,  and  together  with  the  states  and  pri- 
vate sources,  should  promote  a rapid  increase  in 
medical  manpower. 

“As  for  drug  prices,  we  believe  that  every 
patient  should  be  able  to  buy  high  quality  pre- 
scription drugs  at  the  lowest  possible  price.  The 
way  to  accomplish  this  is  to  promote  more  effective 
price  competition  at  the  retail  level,  which  will 
result  in  lower  prescription  drug  prices  for  every- 
one. This  should  be  the  thrust  of  government  pro- 
grams—not  price  fixing  for  one  group.  Everyone 
should  be  encouraged  to  be  more  price  conscious 
in  buying  prescription  drugs.  The  physician  should 
include  both  medical  and  price  considerations  in 
writing  prescriptions  and  the  patient  should  pat- 
ronize that  pharmacy  that  can  furnish  dependable 
service  and  the  prescribed  product  at  the  lowest 
possible  price.  . . . 

“The  President’s  message  contains  little  essen- 
tially new.  It  concentrates  again  on  pouring  addi- 
tional millions  of  dollars  into  a health  care  system 
that  is  already  facing  requirements  well  beyond 
what  it  can  now  meet. 

“Government  expenditures  for  health  care 
should  be  moderated  during  this  period  of  acute 
shortage  to  control  rapidly  rising  cost.  Government 
can  be  most  helpful  by  controlling  inflation  and 
by  providing  tax  deductions  and  credits  for  people 
purchasing  health  insurance.  . . . 


“The  physicians  of  this  country  will  welcome 
a genuine  partnership  in  health,  where  the  federal 
government  will  sincerely  and  continually  seek 
the  advice  and  active  collaboration  of  those  whose 
special  services  lie  in  medical  education  and  the 
planning  and  provision  of  superior  quality  medical 
care  for  all  citizens.” 

The  Board  of  Medicine  of  the  National  Acad- 
emy of  Sciences  stated  that  the  transplantation  of 
human  hearts  still  is  in  the  experimental  stage 
and  proposed  three  guidelines  for  the  procedure. 

The  Board  said  human  cardiac  transplantation 
should  only  be  carried  out  in  institutions  in  which 
these  three  criteria  can  be  met: 

1.  The  transplant  teams  should  be  highly  skilled 
and  have  had  extensive  laboratory  experience. 

2.  The  work  should  be  carefully  planned,  and 
the  results  should  be  rapidly  communicated  to 
others  in  the  field. 

3.  Both  the  teams  and  the  patients  should  be 
protected  by  “rigid  safeguards.” 


New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  Acquisitions 

Advances  in  Pediatrics,  v.  15,  1968:  By  S.  Z.  Levine.  New  York, 
1968,  Yearbook  Medical  Publishers.  288  p.  Price;  $12.50. 

An  Alias  of  Advanced  Surgicai  Techniques:  By  Edward  J. 
Beattie  and  Steve  G.  Economocu.  Philadelphia,  1968,  Saunders. 
422  p.  Price:  $21.00. 

Allergy  and  Human  Emotions:  By  John  P.  McGovern  and 
James  A.  Knight.  Springfield,  111.,  1967,  Thomas.  166  p.  Price: 
$7.75. 

Atlas  of  Urologic  Surgery:  By  Philip  R.  Roen.  New  York,  1967, 
Appleton-Century-Croft.  394  p.  Price:  $23.50. 

Cap,  Pin  and  Diploma;  A History  of  the  Colorado  Training 
School,  The  Oldest  in  the  State  for  Nurses:  By  Nolie  Mumey. 
Boulder,  1968,  Johnson.  208  p.  Price:  $10.00. 

The  Child  with  Abdominal  Pains;  By  John  Apley.  Oxford, 
1964,  Blackwell  Scientific  Publications.  86  p.  Price:  $2.50. 
Complete  Speaker’s  and  Toastmaster’s  Library:  By  Jacob  M. 
Braude.  Englewood  Cliffs,  N.  J.,  1967,  Prentice-Hall,  Inc.  8 
volumes.  Price:  $29.50. 

Essentials  of  Toxicology:  By  Ted  A.  Loomis.  Philadelphia. 
1968,  Lea  & Febiger.  xii  -|-  166  p.  Price:  $6.50. 

Exploration  of  the  Abdomen:  By  John  W.  Bassett.  Springfield, 
111.,  1967,  Thomas.  109  p.  Price:  $6.75. 

Infectious  Diseases,  Their  Evolution  and  Eradication:  By  Ed 
Aidan  Cockburn.  Springfield,  111.,  1967,  Thomas.  402  p.  Price: 
$18.50. 

Joseph  Addison  Sewall,  1830-1917:  By  Nolle  Mumey.  Reprinted 
from  Denver  Posse  of  the  Westerners  1966  Brand  Book,  93  p. 
Price:  Gift. 

The  Predicament  of  the  Family:  By  Peter  Lomas.  London, 
1967,  Hogarth  Press.  219  p.  Price:  $5.50. 

Recent  Advances  in  Allergy  and  Immunology:  Collegium  Inter- 
nationale Aller.  London,  1965,  S.  Karger.  140  p.  Price:  $6.50. 
Textbook  of  Endocrinology;  By  Robert  H.  Williams.  Philadel- 
phia, 1968,  Saunders.  1258  p.  Price:  $25.00. 

Treatment  of  Heart  Disease  in  the  Adult:  By  Ira  Lloyd  Rubin. 
Philadelphia,  1968,  Lea  & Febiger.  393  p.  Price:  $17.50. 
Veterinary  Pharmacology  and  Therapeutics:  By  L.  Meyer 
Jones.  Ames,  Iowa,  1965,  3rd  ed.,  Iowa  State  University  Press. 
1037  p.  Price:  $18.00. 
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A gift  from  Denver  area  Kappa  Kappa  Gamma 
alumnae  will  provide  teaching  and  play  equipment 
for  retarded  and  handicapped  children  in  the  new 
John  F.  Kennedy  Child  Development  Center  at 
the  University  of  Colorado  Medical  Center. 

A check  for  $500  has  been  presented  by  the 
Kappa  alumnae  to  the  Auxiliary  of  the  University 
Hospitals  to  be  used  by  the  Kennedy  Center  in 
the  equipping  of  a classroom  with  training  kits  for 
preschoolers,  manipulative  toys  and  other  educa- 
tional and  recreational  equipment. 

The  Kappa  alumnae  have  contributed  to  other 
projects  at  the  Medical  Center  in  the  past,  most 
recently  toward  the  equipping  of  the  rooftop  play- 
ground for  children  at  Colorado  General  Hospital. 

The  center  will  be  a facility  for  the  diagnosis, 
evaluation,  treatment  and  study  of  children  suffer- 
ing from  mental  retardation,  brain  damage,  mul- 
tiple handicaps  and  other  developmental  problems. 
It  will  house  two  nursery  schools;  rooms  for  medi- 
cal examination,  play  and  speech  therapy,  occupa- 
tional and  physical  therapy,  interviews  with  pa- 
tients and  their  families,  and  observation;  a library, 
microchemistry  laboratories,  a perception  labora- 
tory, and  a soundproof  audiology  room. 

Cost  of  the  center  is  being  met  by  private  and 
federal  contributions.  Private  gifts  toward  the 
project  total  $240,610,  including  $92,000  from  the 
Joseph  P.  Kennedy  Jr.  Foimdation  of  Washington, 
D.  C.,  and  $80,000  from  the  Children’s  Metabolic 
Research  Foundation  of  Denver,  $28,000  from  the 
Colorado  and  Metropolitan  Associations  for  Re- 
tarded Children,  and  $3000  from  the  Johnson 
Foundation  of  Denver.  The  National  Institutes  of 
Health  has  granted  $670,245  for  the  project. 

* » ♦ 

The  pressures  of  educational  needs,  population 
growth  and  advances  in  the  medical  sciences  will 
force  a doubling  in  the  size  of  the  University  of 
Colorado  Medical  Center  in  Denver  by  about  1990. 

The  study,  in  no  sense  a blueprint  for  immedi- 
ate project  development,  is  regarded  as  a flexible 
working  document  which  will  require  periodic 
revision  and  further  updating  in  the  years  ahead. 

Certain  of  the  new  buildings,  the  study  antici- 
pates, would  be  financed  from  revenues  and  from 
private  sources.  These  would  include  student  hous- 
ing for  70  to  120  single  women  students,  eventual 
parking  structures,  and  a privately  financed  project 
to  provide  hotel  facilities  for  chronic  and  minimal 
care  patients  and  campus  visitors. 


Dr.  Kenenth  C.  Sawyer,  Sr.,  associate  clinical 
professor  of  surgery  in  the  University  of  Colorado 
School  of  Medicine,  is  author  of  a newly  published 
book  on  the  medical  and  surgical  treatment  of 
patients  with  foreign  bodies  lodged  in  food  and  air 
passages. 

The  191 -page  illustrated  book.  Management  of 
Foreign  Bodies  in  the  Food  and  Air  Passages,  is 
being  distributed  nationally  by  Charles  C.  Thomas, 
Springfield,  111.,  medical  publisher. 

From  personal  experience  and  from  study  of  the 
professional  literature  on  the  subject.  Dr.  Sawyer 
discusses  in  the  monograph  the  wide  variety  of 
objects — from  pins  and  coins  to  dentures,  spoons 
and  jewelry — which  have  been  found  in  the  air 
passages  and  gastrointestinal  tracts  of  men,  women 
and,  especially,  children. 

Special  attention  is  given  in  the  volume  to  the 
more  difficult  surgical  problems  arising  from  the 
presence  of  foreign  bodies  beyond  the  reach  of 
endoscopic  instruments  such  as  the  bronchoscope 
and  esophagoscope. 

* * * 


Awards  for  academic  and  professional  achieve- 
ment were  presented  March  4 to  28  students  in 
the  University  of  Colorado  School  of  Medicine  at 
the  school’s  annual  Student  Honors  Convocation  at 
the  CU  Medical  Center. 

Master  of  ceremonies  for  the  convocation  was 
Dr.  John  H.  Githens,  associate  dean  for  student 
affairs,  who  called  upon  chairmen  of  academic 
departments,  senior  faculty  members  and  repre- 
sentatives of  award-sponsoring  organizations  to 
make  the  individual  presentations. 

Some  of  the  awards  and  recipients  from  our 
area  are  listed  below; 

Alpha  Omega  Alpha  Award  and  cash  prize  for 
highest  rank  in  anatomy:  Robert  I.  Slater  of  Lara- 
mie, Wyo.;  Dr.  Carbon  Gillaspie  Award  and  cash 
prize  for  proficiency  in  anatomy:  Franklin  D. 
Munkres  of  Douglas,  Wyo.;  Dr.  Robert  H.  Felix 
Student  Awards  of  the  Metropolitan  Mental  Health 
Assn,  and  cash  prizes  for  the  best  theses  presented 
in  connection  with  freshman  work:  First,  Gary  H. 
Fletcher  of  Fort  Collins,  and  second,  David  B. 
Beil  of  Denver. 

Dr.  Archibald  R.  Buchanan  Award  of  Nu  Sigma 
Nu  and  cash  prize  to  “the  freshman  medical  student 
whose  scholastic  achievement  and  personal  attri- 
butes make  him  . . . most  likely  to  become  an 
outstanding  physician”:  Thomas  A.  Eskestrand  of 
Lakewood,  Colo.;  Dr.  Robert  C.  Lewis  Award  and 
cash  prize  for  proficiency  in  biochemistry:  Robert 
C.  Spain  of  Denver;  Dr.  Chester  H.  Elliott  Me- 
morial Award  and  cash  prize  for  proficiency  in 
pathology:  David  A.  Stumpf  of  Denver;  Depart- 
ment of  Pathology  Trophy  for  excellence:  Craig 
K.  Carris  of  Colorado  Springs. 
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Woman’s  Auxiliary  Awards,  Denver  Medical 
Society,  and  cash  prizes  for  academic  proficiency 
in  the  sophomore  and  junior  years:  Sophomore, 
Paul  W.  Holley  of  Denver,  and  Junior,  John  R. 
Muhm  of  Torrington,  Wyo. 

Roch  Award  and  watch  for  “scholarship,  char- 
acter, and  seriousness  of  purpose  in  the  sophomore 
year”:  Miss  Judith  A.  Wisneski  of  Englewood; 
Gottesfeld  Memorial  Award  and  cash  prize  for 
outstanding  achievement  in  the  basic  sciences  by 
a sophomore:  Mr.  Bell. 

Lange  Medical  Publication  Awards  of  books 
for  academic  achievement:  Richard  L.  Florio  of 
Greeley,  Colo.;  Norman  A.  Brooks  of  Denver;  Allan 
L.  Metzger  of  Denver;  and  Lawrence  E.  Larsen  of 
Denver. 

Dr.  Edward  R.  Mugrage  Award  of  the  Colorado 
Society  of  CUnical  Pathologists  and  cash  prize  for 
proficiency  and  sustained  interest  in  clinical  pa- 
thology: Miss  Carol  Ann  Hauk  of  Glenwood 
Springs,  Colo.;  Dr.  C.  Walter  Metz  Award  of  the 
Colorado  Society  of  Anesthesiologists  and  cash 
prize:  Mrs.  Barbara  Reed  Knize  of  Denver;  Dr. 
Edward  G.  Stoiber  Scholarship  Awards  and  cash 
prizes  to  two  outstanding  members  of  the  junior 
class:  Frederick  G.  Foster,  Jr.,  of  Denver,  and 
Louis  J.  Kennedy,  Jr.,  of  Colorado  Springs. 

Colorado  Tuberculosis  Assn.  Award  and  cash 
prize  for  excellence  and  achievement  in  pulmonary 
diseases:  John  F.  Speer  of  Denver;  Dr.  James  J. 
Waring  Award  of  Nu  Sigma  Nu  and  cash  prize 
for  outstanding  scholarship  and  devotion  to  duty 
in  the  junior  year:  Leslie  J.  Kulhanek  of  Denver; 
Upjohn  Achievement  Award  and  cash  prize:  Eli 
C.  Ridgway  of  Cody,  Wyo. 

* * * 

A five-year  $100,000  grant  to  the  University  of 
Colorado  School  of  Medicine  by  the  Burroughs 
Wellcome  Fund  of  Tuckahoe,  N.  Y.,  was  announced 
today  to  support  teaching  research  in  clinical 
pharmacology  under  the  direction  of  Dr.  Charles 
A.  Chidsey  III. 


The  award  was  announced  jointly  in  Tuckahoe 
and  Denver  by  William  N.  Creasy,  president  of  the 
Burroughs  Wellcome  Fund,  and  by  Dr.  John  J. 
Conger,  CU  vice  president  for  medical  affairs  and 
dean  of  the  School  of  Medicine.  Dr.  Chidsey,  an 
associate  professor  of  medicine  in  the  CU  medical 
school,  will  become  the  15th  Burroughs  Wellcome 
Scholar  in  Clinical  Pharmacology.  His  work  will 
be  supported  for  the  next  five  years  at  the  rate  of 
$20,000  a year  by  the  Fund,  a non-profit  agency 
established  by  Burroughs  Wellcome  & Co.  (U.S.A.) 
Inc.,  pharmaceutical  manufacturer,  to  provide  fi- 
nancial aid  for  “the  advancement  of  medical 
knowledge,  research  or  other  scientific  and  schol- 
arly purposes.” 

The  purpose  of  the  grants  is  to  assist  medical 
schools  in  providing  laboratories  and  clinics  where 
students  may  learn  under  a first-class  scientist  and 
teacher  to  apply  basic  scientific  knowledge  and 
technics  to  the  study  of  clinical  pharmacology, 
and  to  develop  thereby  clinical  investigators  who 
are  capable  of  evaluating  critically  the  therapeutic 
efficacy  and  mechanisms  of  actions  of  drugs. 

* * * 

James  R.  Davis,  a basic  medical  science  gradu- 
ate student  at  the  University  of  Colorado  Medical 
Center,  has  been  awarded  a research  fellowship 
by  the  National  Institute  of  General  Medical  Sci- 
ences in  Bethesda,  Md.,  one  of  the  eight  National 
Institutes  of  Health. 

Mr.  Davis  is  a candidate  for  a Ph.D.  degree  in 
physiology  in  the  Medical  Center  division  of  the 
CU  Graduate  School.  His  principal  research  area 
is  “Carbohydrate  Metabolism  of  the  Fetus”  under 
direction  of  Dr.  Giacomo  Meschia,  associate  pro- 
fessor of  physiology  in  the  CU  School  of  Medicine. 

The  NIGMS  predoctoral  fellowship  was  award- 
ed to  him  in  national  competition  and  following 
review  by  two  groups  of  distinguished  consultants. 
He  is  one  of  2300  fellows  supported  by  the  NIGMS 
through  its  predoctoral,  postdoctoral  and  special 
fellowships,  and  its  research  career  program. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  Cr  Film 

Albuquerque,  Nevr  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 
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tmclucing^  MEDIPHONE 

a new  service  from  Mutual  of  Omaha  that  can  save 
valuable  time  and  money! 


Now,  thanks  to  Mediphone,  you  con  furnish  Mutual  of 
Omaha  the  information  necessary  to  qualify  an  applicant 
for  insurance  just  by  calling  us  collect,  day  or  night!  You 
simply  dictate  the  information  requested  into  your  tele- 
phone, relieving  you  and  your  staff  of  burdensome,  time- 
consuming  paper  work. 

Mediphone  is  another  example  of  the  years-ahead  planning 
and  research  that  have  made  Mutual  of  Omaha  the  leader 
in  the  individual  health  insurance  field. 


This  same  kind  of  advanced  planning  and  research  is 
reflected  in  the  modern,  low-cost  disability  income  protec- 
tion available  to  you  from  Mutual  of  Omaha  at  real  sav- 
ings through  your  Colorado  Medical  Society — coverage  thot 
con  pay  you  up  to  $800.00  a month  when  you're  sick  or 
hurt  and  can't  work. 

For  full  details  on  how  Mediphone  can  save  you  time  ond 
money  plus  free  facts  on  your  Society's  modern,  low-cost 
plan  of  disability  income  protection,  complete  and  moil 
the  coupon  below  today. 


Underwritten  by 


Mutual  i 

OF  OMAHA 


Mutual  of  Omaha  Insurance  Company 

The  Company  that  pays 

Life  Insurance  Affiliate:  United  of  Omaha 
Home  Office:  Omaha,  Nebr. 
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I Vincent  Anderson  Agency  I 

I Mutual  of  Omaha  | 

I 2nd  Floor,  Railway  Exchange  Bldg.  j 

! Denver,  Colorado  80202  j 

I Please  rush  me  full  details  on  Mediphone  plus  free  facts  on  the  Society's  j 

I Disability  Income  Plan.  j 

J Name  - - - ! 

I Address  | 

I City 
I State 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Silo  voigt  jr 

1830  CURTIS  DENVER  534-4257 


U.  S.  Department  of  Health,  Education 
and  Welfare 

FOOD  AND  DRUG  ADMINISTRATION 
Bureau  of  Medicine  is  Looking  for 

. PHYSICIANS  — Board  Certified  or 
Board  eligible  in  various  specialties 

. To  review  and  evaluate  scientific  and 
clinical  data  relating  to  safety  and  effi- 
cacy of  drugs 

. Starting  salary  $17,953  with  assured 
periodic  increases ; excellent  fringe  bene- 
fits ; professional  development  programs ; 
Equal  Opportunity;  U.  S.  Citizenship 
required 

. Located  in  Arlington,  Va.,  in  modern 
office-apartment-shopping  complex 

. Major  relocation  expenses  reimbursed 

. Submit  brief  resume  of  qualifications  or 
for  complete  information  submit  in- 
quiry to: 

B.  Harvey  Minchew,  M.D. 

Deputy  Director/ Bureau  of  Medicine 

Code  R-1 
P.O.  Box  2000 
EADS  STATION 
Arlington,  Vo.  22202 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  ail  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 


/or  April  1968 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want. 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


Franklin 
Medical  Center 

2045  FRANKLIN  STREET 
OENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident  Manager 
PHONE  297-5458 
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^society"^ 

/ Of  \ 

propessional' 

BUSINESS 

CONSULTANTS 


MEMBER  FIRM 


We’re  enthusiastic  when  it 
comes  to  solving  your 
practice  management  problems 

Enthusiasm  is  a result  of  self  confidence  . . . and 
our  self  confidence  in  problem  solving  in  practice 
management  stems  from  over  22  years  experience 
of  serving  more  than  2000  clients  in  the  Medical 
and  Dental  Professions. 

The  Professional  Management  Midwest  repre- 
sentative in  your  area  has  the  wide  training  and 
experience  to  provide  you  with  the  expert  counsel- 
ing in  all  phases  of  profitable  practice  manage- 
ment and  personal  financial  planning. 

Indeed,  it  will  be  worth  your  investment  of  time 
to  ask  the  PMM  representative  in  your  area  how 
you  can  solve  the  frustrating  problems  of 
RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  and  COLLEC- 
TIONS, FEES,  PERSONNEL,  PARTNERSHIPS, 
MEDICARE  and  PATIENT  RELATIONS. 

Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  1-4-7-6S 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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iruiHhaae^ 

EMPHYSEMA 

• ASTHMA  . ^ 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS  ■ 


Each  tablet  contains: 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbitai,  caution;  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

* RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethicat  pharmaceuticats  since  1856 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


• You 
Can 
Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable^ 

For  further  information  write  to-— 

The  Rocky  Mountain 
Medical  Journal 

1B09  East  18th  Avenue 
Denver,  Colorado  80218 
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Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer;  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 

Delegates  to  the  American  Medical  A»oei»tion:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  RoSjert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969);  Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1%9 
(Alternate,  Ray  G.  Wltham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vic©  Speaker,  Hease  ©f  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary;  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS  1967-68— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  BUlings. 

President-elect:  Mark  B.  Listerud,  Wolf  Point. 

Vie©  President:  Oscar  A.  Swenson,  Sidney. 
Secretary-Treasurer:  John  A.  Newman,  Butte. 

Assistant  Secretary-Treasurer:  WtUiam  S.  Harper,  Helena. 
Immediate  Past  President:  Albert  L.  Vadheiin,  Bozeman. 
Delegate  to  the  American  Medical  Association : Herbert  T. 
Caraway,  Billings. 

Alternate  Delegate  to  the  American  Medical  Association: 
Robert  W.  Thometz,  Butte. 

Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Warren  D.  Bowman,  .Tr.,  Billings. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  1236  No.  28th  St.. 
P.O.  Box  1692,  Billings  59103.  Telephone  259-2585. 

Nevada  State  Medical  Association 

OFFICERS— 1967-68 — -Terms  of  officers  and  committeemen 
expire  at  the  Annual  Seraion  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Sciesitifie  Editor  for  Nevada.,  Roeky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  Is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmlt  M.  Jennings,  Roswell. 

Presideat-Eleet:  Earl  B.  Flanagan,  Carlsbad. 
Secretory-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  t®  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque:  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  Indicated.  Where  no 
year  Is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Honorary  President:  Wilford  J.  Reichmann,  St.  George. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Chairman  of  the  Board,  Blue  Shield  of  Utah:  Wilford  G. 
Biesinger,  Springville. 

W’yomin.g  State  Medical  Society 

OFFICEBS~196?-68 — Terms  of  officers  and  co-mmitteemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  Is  Indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  Fresident:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  t®  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant;  Mr.  Bill  Anderson,  Cheyenne. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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WANT  ADS 


OFFICE  FURNITURE  AND  EQUIPMENT  FOR  SALE.  Exam- 
ining tables,  adult  scales,  baby  scales,  posting  machine, 
desks,  chairs  and  couch.  Contact  Mrs.  H.  B.  Ellis,  1816  Wood 
Avenue,  Colorado  Springs,  Colorado.  268-4-3. 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  himting.  Newly  completed  addition  to 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  Will  exchange  references.  Contact  H.  W.  Roth, 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  to 
join  three  GPs,  Board  Certified  Surgeon  and  Pediatrician  in 
group  practice.  Located  in  center  of  Ski  Country,  USA.  New 
office  building  under  construction,  adjacent  to  modern  hos- 
pital. For  information  write  to  Glenwood  Medical  Associates, 
Glenwood  Springs,  Colorado  81601.  Phone:  303-945-5441. 

368-5-3 


PHYSICIAN  HEALTH  OFFICER— for  Pueblo  City-County 
Health  Department.  Headquarters — Pueblo,  Colorado.  Start- 
ing salary  $21,000,  plus  moving  expenses  up  to  $1,500.  Position 
requires  M.P.H.  Contact  Dalton  Roberts,  Administrative  Of- 
ficer, Colorado  State  Department  of  Public  Health,  4210  East 
11th  Avenue,  Denver,  Colorado  80220.  368-2-2B 


PRICELESS  COLORADO  OPPORTUNITY.  No  investment. 

Walk  into  magnificent  practice  grossing  over  $65,000.  Busy 
G.P.  leaving  for  radiology.  Ideal  for  Internist,  GP,  Ob-Gyn, 
and/or  Pediatrician.  Commimlty  could  support  all  four  very 
well.  Aggressive  town  8500  serving  area  of  25,000.  Excellent 
hospital,  schools,  hunting,  fishing,  water  skiing.  Beautiful 
completely  equipped  office.  Seven  years  medical  records.  Well 
trained  office  staff.  Perfect  community  in  which  to  live  and 
raise  family.  You  are  out  of  your  tree  if  you  don’t  look  into 
this.  G.  W.  Eklund,  M.D.,  Box  230,  Lamar,  Colorado.  368-1-3 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7, 
1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  1267-7-6 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


A YOUNG,  ENTHUSIASTIC  BOARD  CERTIFIED  or  qualified 
obstetrician  and  gynecologist  with  military  obligation  com- 
pleted is  wanted  to  join  young  man  in  rapidly  growing 
practice  in  Rocky  Mountain  area.  Salary  and  then  percentage 
leading  to  partnership.  Reply  to  Box  268-2-3,  Rocky  Mountain 
Medical  Journal,  1809  East  18th  Avenue,  Denver,  Colorado 
80218.  268-2-3 


FOR  SALE:  SECRETARY  COPYING  MACHINE,  was  used  for 
monthly  statements.  Price  $100.  Call  Mrs.  Chauncey  Hager, 
322-9359.  463-1-1 


ON  THE  BRAZOS  RIVER  IN  NEW  MEXICO  have  3345  acres 
of  beautiful  recreational  and  grazing  land  in  North  Central 
New  Mexico.  IVi  miles  of  Brazos  river  forms  South  boundary 
plus  two  other  small  fishing  streams.  Bear,  turkey,  elk,  deer 
and  grouse.  Priced  at  $60  per  acre,  25%  down,  balance  over 
15  years  with  1%  interest.  Also  have  133  acre  farm  on  Rio 
Grande  10  miles  north  of  Espanola.  Has  54  irrigated  acres, 
frontage  on  Rio  Grande  also  U.S.  64.  Terms.  Also  have  1 acre 
cabin  sites  on  Chama  River  3 miles  south  of  Chama,  N.M. 
Three  miles  of  private  river  frontage.  $100  down  and  $27.07 
per  month.  Write  for  brochure.  G H.  Denton,  Realtor,  Box  X, 
E',panola,  N.M.  Phone;  505  753-2224.  46S-2-1B 


ARVADA,  COLORADO,  Over  700  sq.  feet  has  just  been 
vacated  by  a pediatrician  whose  practice  grew  too  large. 
This  ground  level  air  conditioned  space  is  located  in  a fast 
growing  community  of  40,000.  Call  3C3-421-5950  or  write  Jeffer- 
son Savings,  P.O.  Box  68,  Arvada,  Colorado  80002.  468-3- IB 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  -- 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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UNION  CARBIDE  OFFERS  exceptional  opportunity  for  general 
practice  in  Western  Colorado.  Fixed  income  from  industrial 
program  and  free  use  of  medical  facilities  for  private  practice. 
Estimated  gross  $50,000.  Housing,  schools  available.  An  equal 
opportunity  employer.  Contact:  J.  J.  Welsh,  M.D.,  Union  Car- 
bide Corporation,  270  Park  Avenue,  New  York,  New  York 
10017.  468-4-lB 


4-MAN  MEDICAL  GROUP  (2  G.P.’s  and  2 Board  Certified 
Surgeons)  in  Southern  New  Mexico  town  of  40,000;  need 
an  additional  G.P.  Write  or  call  collect:  1203  Medpark,  Las 
Cruces,  New  Mexico  88001.  524-3576.  468-5-2 


SPACE  AVAILABLE  in  an  attractive  new  medical  building 
to  be  completed  September,  1968.  Ideal  location  in  rapidly 
growing  residential  area  of  Boulder,  Colorado.  X-ray  and 
laboratory  facilities  available.  Contact  R.  L.  Eddy,  M.D.,  2410 
Broadway,  Boulder,  Colorado.  Phone  444-5263.  468-6-lB 


PHYSICIAN  WANTED — General  practitioner — emphasis  on 
general  surgery.  Six  man  medical  group — old  established 
organization.  Staff  privileges  50  bed  private  hospital.  Partner- 
ship interest  after  first  year.  Excellent  potential.  For  further 
details  write:  Las  Vegas  Clinic,  201  North  Eighth  Street,  Las 
Vegas,  Nevada.  Or  phone  382-7600.  468-7-lB 


PHYSICIAN  NEEIDED  for  Medical  Facility  in  a resort  area 
on  the  Colorado  River.  Must  have  Nevada  license  or  be 
able  to  conform.  Ideal  location  for  semi-retired  physician. 
Monthly  salary.  Contact  North  Las  Vegas  Hospital,  Inc.,  1401 
E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada  89030. 

468-8-4B 


GENERAL  PRACTITIONER  OR  INTERNIST  wanted  for  town 
of  12,000  population,  centrally  located.  Has  well  equipped 
hospital.  All  specialties  well  represented  in  medical  popula- 
tion. Call  Dr.  Robert  Ludwick,  or  Dr.  Jack  Mackey,  303-522- 
2512.  468-9-1 


You 

Can 

Order 

REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to— 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 
/^\ 

309  16th  Street  / \ Telephone 

Denver  80202  534-8714 


LIVING  ON  TOP  OF  THE  WORLD 

at  8600  feet,  19  miles  west  of  Boulder  in  the 
Colorado  Rockies.  From  the  living  room 
picture  window  a magnificent  view  of  moun- 
tains, forests,  lake  and  the  plains  3400  feet 
below.  A year  around  home,  summer  lodge, 
or  a retreat  owned  with  several  friends 
where  you,  wife  and  children  may  enjoy  the 
big  sky  with  no  pollution.  Private  fishing 
and  miles  of  national  forest  bordering  the 
west  boundary.  For  the  horseman  — stables, 
tack  room  and  pasture.  Privacy,  rugged 
beauty,  summer  and  winter  recreation  only 
70  minutes  from  Denver,  35  minutes  from 
Boulder.  Many  other  choice  building  sites. 
Call  Fred  Fugleman  of  Faith  Realty  at 
444-0700  or  442-6759  evenings. 

Faith  Realty  and  Development  Co. 

1696  30th  Street 
BOULDER,  COLORADO  80302 
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When  prescribed— Bennett’s  AP  series  makes 
air  IPPB  therapy  simple  and  efficient! 


They’re  easy  to  use.  Simple,  non-interacting 
controls  make  the  AP  ideal  for  patient  use 
at  home.  They’re  also  widely  used  in  doc- 
tors’ offices,  clinics  and  in  hospitals. 

Bennett’s  AP  units  are  therapeutically  ef- 
ficient. The  famous,  flow-sensitive  Bennett 
Valve — the  valve  that  “breathes”  with  the 
patient-gives  proper  control  of  pressure 
patterns.  The  Bennett/Twin  Nebulizer  (in- 
cluded with  all  AP  Models)  provides  opti- 
mum volume  and  particle  size  for  medica- 
tion and  humidification.  Oxygen  enrichment 
may  be  added  with  other  Bennett  accessories. 


Bennett  makes  two  AP  models — ^the  reliable 
AP-5,  as  shown,  and  its  self-contained  port- 
able teammate,  the  AP-4  (inset).  Both  are 
electrically  operated,  quiet,  compact  and 
quality  built. 

Get  full  information  on  the  Bennett  AP 
Series  from  your  Puritan  representative. 
He’ll  also  tell  you  about  patient  rental  plans. 

Bennett  IPPB  equipment  is  sold  or  rented 
only  on  prescription  by  a physician  or  on 
order  of  a hospital  or  other  recognized  med- 
ical institution. 


GEO.  BERBER!  & SONS,  INC. 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL  255-0408 
1903-1968 — OUR  65th  ANNIVERSARY 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same-patient.  Duo- 
denal normality  is  now  evident. 
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Dilantin’ 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan-  | 

tial  percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti-  | 

convulsant  drugs.  ' 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with  , 

hepatitis,  and  further  dosage  is  contraindicated.  ^ 

Gingival  hypertrophy,  hirsutism,  and  excessive  | 

motor  activity  are  occasionally  encountered.  Dur-  | 

ing  initial  treatment,  side  effects  may  include  gas-  i 

trie  distress,  nausea,  weight  loss,  nervousness,  | 

sleeplessness,  feeling  of  unsteadiness.  Macrocy-  | 

tosis,  megaloblastic  anemia,  leukopenia,  granule-  * 

cytopenia,  thrombocytopenia,  pancytopenia,  l 

agranulocytosis,  and  aplastic  anemia  have  been  ^ 

reported.  Nystagmus,  lymphadenopathy,  lupus 
er^hematosus,, erythema  multiforme  (Stevens-  i 

Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 

DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium.  | 

Parke,  Davis  & Company,  Detroit,  Michigan  48232  1 

The  color  combinations  of  the  banded  capsules  are  ’ 

Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


B LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 


fl  No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 


B Literature  on  indications  and  dosage  aval 
able  on  request. 


B Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


( In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( UTR23 ) 
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] leduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications;  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives : The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T®  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 


SYNTEXS 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm,  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  fretmoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


■ new  low  dose  of  tlme-ptfoved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


University  of  Colorado  Medical  Center 

Dr.  Vincent  A.  Fulginiti,  associate  professor  of 
pediatrics  in  the  University  of  Colorado  School  of 
Medicine,  has  been  awarded  a Fulbright  Scholar- 
ship by  the  U.  S.  State  Department  for  a year  of 
medical  research  overseas.  Objectives  of  the  Ful- 
bright Scholarships  as  defined  by  the  act  estab- 
lishing the  program  is  “to  increase  mutual  under- 
standing between  the  people  of  the  United  States 
and  the  people  of  other  countries  by  means  of 
educational  and  cultural  exchange;  to  strengthen 
the  ties  which  unite  us  with  other  nations  . . . 
and  thus  to  assist  in  the  development  of  friendly, 
sympathetic,  and  peaceful  relations  between  the 
United  States  and  the  other  countries  of  the 
world.” 

Dr.  Fulginiti,  who  is  36,  joined  the  CU  medical 
faculty  in  1961  as  a fellow  in  virology.  He  was 
appointed  an  instructor  in  pediatrics  in  1962  and 
was  promoted  to  assistant  professor  in  1964  and 
to  associate  professor  last  year.  He  will  spend  a 
year  at  the  medical  school  of  the  University  of 
Rotterdam  in  The  Netherlands  to  undertake  re- 
search on  resistance  to  virus  infections. 

* * * * 

The  University  of  Colorado  has  received  a 
$24,950  grant  from  the  National  Institutes  of  Health 
to  continue  research  on  how  tuberculosis  develops 
and  grows  within  a person’s  lungs  and  how  certain 
persons  develop  a natural  immunity  to  the  disease. 

The  research,  conducted  by  Dr.  William  Segal 
of  the  CU  Department  of  Biology,  has  received 
total  support  of  $188,319  during  the  last  nine  years. 
Through  a basic  understanding  of  how  the  disease 
develops.  Dr.  Segal  hopes  to  find  a vaccine  that 
can  be  used  to  prevent  the  disease. 

Tuberculosis  remains  a complex  disease  in 
every  way.  While  drugs  have  cut  down  the  death 
rate  and  make  the  TB  bacteria  inactive,  they 
cannot  completely  eliminate  the  organisms  from 
the  lungs. 

For  the  last  18  months.  Dr.  Segal  has  worked 
on  the  molecular  biology  aspects  of  the  problem. 
He  taught  at  the  University  of  Colorado  Medical 
School  for  eight  years  before  coming  to  the  Boul- 
der campus  in  1966.  This  September,  he  will  go 
to  France  for  work  he  hopes  will  give  him  im- 
portant leads  on  immunization. 

There  are  15  to  20  million  cases  of  infectious 
TB  in  the  world  today,  and  the  disease  claims 
2 to  3 m.illion  lives  annually.  U.  S.  Public  Health 
Service  figures  show  that  in  1964  there  were  50,800 
new  cases  and  8,303  deaths  in  the  United  States. 
* * * * 


Dr.  C.  Barry  Pierce  of  the  University  of  Michi- 
gan has  been  appointed  professor  and  chairman 
of  the  Department  of  Pathology  at  the  CU  School 
of  Medicine  in  Denver.  The  appointment  is  effec- 
tive July  1. 

A distinguished  pathological  investigator  in  the 
fields  of  cancer,  immunobiology,  immunochemistry 
and  ultrastructure.  Dr.  Pierce  was  born  July  21, 
1925,  in  Westlock,  Alberta,  Canada.  He  received 
his  M.D.  degree  in  1952  from  the  University  of 
Alberta  Faculty  of  Medicine.  Dr.  Pierce  is  cur- 
rently American  Cancer  Society  Professor  of  Pa- 
thology in  the  University  of  Michigan  Medical 
School  at  Ann  Arbor. 

♦ * * ♦ 

The  new  $251,000  Organ  Transplant  Unit  at  the 
University  of  Colorado  Medical  Center,  under  con- 
struction since  last  summer,  will  provide  facilities 
for  the  group  of  surgeons,  physicians  and  medical 
scientists  which  has  pioneered  in  the  surgical 
transplantation  of  vital  human  organs  over  the 
past  six  years.  Construction  of  the  new  wing  has 
bean  financed  entirely  by  federal  and  private 
funds  without  expenditure  of  state  tax  revenues. 
The  new  transplant  unit  will  be  operated  as  a 
division  of  the  research  center. 

The  wing  will  house  10  beds  for  organ  trans- 
plant patients  and  also  will  provide  supporting 
laboratory,  nursing  and  office  space  for  the  trans- 
plant program. 

* * * * 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/6135 
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Rocky  Mountain  Medical  Journal. 


A University  of  Colorado  Medical  Center  physi- 
cian has  been  awarded  a World  Health  Organiza- 
tion traveling  fellowship  to  study  the  reasons  why 
Europeans  do  a ten  times  better  job  than  Ameri- 
cans in  saving  the  lives  of  hospitalized  poisoning 
victims.  The  fellowship  appointment  was  an- 
nounced for  Dr.  Daniel  T.  Teitelbaum,  acting  chief 
of  the  Physicians’  Poison  Consultation  Service  at 
the  CU  Medical  Center.  Dr.  Teitelbaum  is  an 
assistant  in  medicine  and  clinical  instructor  in 
preventive  medicine  on  the  faculty  of  the  CU 
School  of  Medicine  and  serves  as  consultant  in 
clinical  toxicology  to  Denver  General  Hospital  and 
its  poison  control  center. 

Dr.  Teitelbaum  will  visit  European  medical 
centers  for  three  months  later  this  year  for  a 
first-hand  investigation  of  poison  control  and 
treatment  services.  Tentatively,  he  will  visit  Eng- 
land, France,  Denmark,  Poland,  Rumania  and  Is- 
rael. 

The  tour  is  designed  to  gain  information  to 
guide  in  planning  for  a regional  poison  control 
service  at  the  CU  Medical  Center.  At  present,  no 
such  service  exists  in  the  United  States,  although 
the  program  has  been  endorsed  by  WHO  as  an 
ideal  approach  to  poison  problems  and  has  been 
widely  accepted  in  Europe. 

* * * * 

The  University  of  Colorado  has  received  a 
$116,751  National  Institute  of  Mental  Health  grant 
to  begin  a training  program  in  behavioral  genetics 
at  the  CU  Institute  of  Behavioral  Genetics. 

The  grant  is  for  the  first  year  of  the  proposed 
five-year  program  which  will  give  predoctoral 
students  and  postdoctoral  fellows  specialized  train- 
ing in  behavioral  genetics.  Total  support  for  the 
proposed  program  is  expected  to  total  more  than 
$625,000. 

The  first-year  grant  provides  six  predoctoral 
stipends  and  two  post-doctoral  fellowships  for  the 
one-year  period  beginning  July  1,  1968.  The  sti- 
pends will  range  from  $2,400  to  $3,000,  and  the 
fellowships  will  be  $6,000  plus  allowances  for  de- 
pendents and  for  tuition.  Students  for  the  program 
will  come  from  cooperating  CU  academic  depart- 
ments. 


University  of  Utah  Medical  Center 

The  University  of  Utah  Board  of  Regents  re- 
cently approved  the  establishment  of  a graduate 
program  in  medical  technology  for  a Master  of 
Science  degree.  It  will  be  one  of  14  in  the  nation — 
the  first  in  the  intermountain  area. 

Dr.  DeWitt  Hunter,  director  of  the  Medical 
Center  Clinical  Laboratory,  will  direct  the  pro- 
gram. Other  members  of  the  Medical  Technology 
Administrative  Committee  include  Dr.  Stanley 
Marcus,  Dr.  Paul  Nicholes,  Dr.  John  Carlquist,  Dr. 
Bruce  Lloyd  and  Miss  Lora  Allred.  Directors  of 
medical  technology  training  at  Utah  State  Uni- 
versity, Brigham  Young  University  and  Weber 


State  College  are  ex-officio  members  of  the  com- 
mittee and  will  coordinate  their  efforts  with  the 
new  interdisciplinary  graduate  program. 

A primary  goal  of  the  new  program  is  to  turn 
out  graduates  who  will  be  qualified  to  teach  in 
this  new  field  of  medicine. 

* * * * 

A new  surgical  scalpel  that  has  made  deep, 
bloodless  incisions  on  animals  with  an  ionized  gas 
at  temperatures  above  10,000  degrees  centigrade 
was  demonstrated  at  the  36th  annual  meeting  of 
the  American  Association  of  Neurological  Sur- 
geons. The  “bloodless  scalpel”  was  shown  in  an 
exhibit  prepared  by  the  University  of  Utah  College 
of  Medicine  where  surgeons  have  tested  it  during 
the  last  16  months  in  more  than  100  operations 
on  guinea  pigs,  rabbits,  rats  and  monkeys. 

* * * * 

Dr.  Theodore  S.  Roberts,  chairman  of  the  Di- 
vision of  Neurological  Surgery  at  Utah,  said  fur- 
ther research  will  be  conducted  before  any  plans 
are  made  to  use  it  on  human  tissue,  but  that  the 
scalpel  shows  particular  promise  in  the  field  of 
neurosurgery — operations  involving  the  nervous 
system. 
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BOOK  CORNER  I 

New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Allergic  Asthmatic;  Irvin  Caplin.  Springfield,  111.,  1968,  Thomas. 
105  p. 

The  Balkan  Nephropathy:  Ciba  Foundation.  Boston,  1967, 
Little,  Brown.  123  p.  Price:  $3.50. 

Cell  Differentiation;  Ciba  Foundation.  Boston,  1967,  Little, 
Brown.  257  p.  Price;  $12.00. 

Communication  in  Science;  Ciba  Foundation.  Boston,  1967, 
Little,  Brown.  273  p.  Price:  $12.50. 

Complete  Speakers  and  Toastmaster’s  Guide:  By  Jacob  M. 
Braude.  Englewood  Cliffs,  N.J.,  1965,  Prentice-Hall.  8 vols. 
Price:  $29.50. 

Disciplinary  Digest;  Court  Decisions  in  Regard  to  Disciplinary 
Actions  by  State  Boards  of  Medical  Examiners:  By  A.M.A., 
Chicago,  A.M.A.,  1967.  78  p.  Price;  Gift. 

Health  of  Mankind:  By  Ciba  Foundation.  Boston,  1967,  Little, 
Brown.  297  p.  Price:  $12.00. 

Heredity,  Disease,  and  Man;  Genetics  in  Medicine:  By  Alan 
E.  Emery,  Berkeley,  1968,  University  of  California  Press.  247  p. 
Price;  $6.95. 

Nephrology:  By  Jean  Hamburger  and  others.  Philadelphia, 
1968,  Saunders.  2 vols.  $50.00. 

Physical  Standards  in  World  War  II:  By  U.S.  Army.  Washing- 
ton, D.C.,  1967,  U.S.  Army.  356  p.  Price:  $3.00. 

Planning  for  Hospital  Expansion  and  Remodeling:  By  Donald 
C.  earner.  Springfield,  111.,  1967,  Thomas.  112  p.  Price:  $8.50. 
A Planning  Guide  for  Physicians’  Medical  Facilities:  Edited 
by  American  Medical  Association.  A.M.A.,  1966.  54  p.  Price: 
Gift. 

The  Suffering  of  the  Cancer  Patient;  By  Vera  M.  Naylor  and 
David  Michaels.  London,  1964,  Hutchinson  Benham.  93  p. 
Price:  $4.00. 

Veterinary  Pharmacology  and  Therapeutics:  By  Meyer  L. 
Jones.  Ames,  Iowa,  1965,  Iowa  State  University.  1037  p.  Price: 
$18.00. 
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Ogden  Surgical  Society 

Ben  Lomond  Hotel,  Ogden,  Utah 
May  15-16,  1968 

(See  May  issue  of  “What  goes  on”  bulletin  for 
complete  program.) 


Coronary  Care  Symposium 

New  Mexico  Heart  Association 

Regional  Medical  Program 

University  of  New  Mexico  School  of  Medicine 

Albuquerque,  New  Mexico 

May  16-17,  1968 

(See  May  issue  of  “What  goes  on”  bulletin  for 
complete  program.) 


Hematology  Course,  University  of 
New  Mexico  School  of  Medicine 
Albuquerque,  New  Mexico 
May  25,  1968 

Principles  governing  approaches  and  management 
of  the  Leukemias. 

Principles  governing  approach  to  the  management 
of  disorders  of  hemostasis  and  of  anticoagulant 
therapy. 

(See  May  issue  of  “What  goes  on”  bulletin  for 
complete  program.) 


Montana  Academy  of  General  Practice 
Annual  Scientific  Assembly 
Many  Glacier  Hotel,  Glacier  National  Park 
June  13-15,  1968 
Speakers  to  include: 

George  Crile,  Jr.,  David  Cheek,  Stewart  Wolf, 
Matthew  Block,  John  Watkins,  Allen  Enelow, 
Carroll  Witten. 

Contact  Program  Chairman,  Ward  E.  Benkelman, 
M.D.,  Box  1450,  Poison,  Montana. 

American  Medical  Association 
117th  Annual  Convention 
Brooks  Hall,  San  Francisco,  California 
June  16-20,  1968 


Rocky  Mountain  Neurosurgical 
Society  Annual  Meeting 
Banff  Springs  Hotel,  Banff,  Alberta,  Canada 
June  23-26,  1968 

This  meeting  is  open  to  all  physicians  and  registra- 
tion fee  is  $10.00. 
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Rocky  Mountain  Medical  Journal 


Cascade  County  Medical  Society 
Big  Sky  Medical  Pow-wow 

College  of  Great  Falls  Campus 
Great  Falls,  Montana 
August  15-17,  1968 

THURSDAY,  AUGUST  15,  1968 
Afternoon 

1:00  Drug  Eruptions,  Diagnosis  and  Therapy 

R.  F.  Dickey,  M.D. 

Director  of  Department  of  Dermatology 
Geisinger  Medical  Center 
1 :40  The  Biology  of  Cancer  in  Childhood 
A.  H.  Bill,  M.D. 

Chief  of  Surgical  Services  and  Director  of 
Surgical  Research  at  Children’s  Orthopedic 
Hospital,  University  of  Washington  School 
of  Medicine 

2:20  Indication  for  and  Complicatioh  of  Surgery 
for  Rheumatic  Heart  Disease 

S.  G.  Blount,  M.D. 

Professor  of  Medicine,  Head,  Division  of 
Cardiology,  University  of  Colorado  Medical 
Center 

3:20  Non-Union  of  Fracture 
J.  S.  Miles,  M.D. 

Professor  and  Head,  Division  of  Orthopedics, 
University  of  Colorado  Medical  Center 
4:00  Rehabilitation  in  Arthritis 

L.  F.  Bender,  M.D. 

Professor  of  Physical  Medicine  and 
Rehabilitation,  University  of  Michigan 
Medical  School 

4:40  The  Surgery  of  Imperforate  Anus  and 
Other  Anomalies 
A.  H.  Bill,  M.D. 

5:30  Buffet  with  Rooms  for  Informal  Discussions 
with  the  Speakers 
Evening 

8:15  The  Official  Investigation  of  Sudden, 
Suspicious  and  Violent  Death 

M.  Helpem,  M.D. 

Chief  Medical  Examiner,  City  of  New  York 

FRIDAY,  AUGUST  16,  1968 
Morning 

9:00  Teens  and  Drugs 
D.  C.  Greaves,  M.D. 

Professor  and  Chairman  of  Department  of 
Psychiatry,  University  of  Kansas  Medical 
Center 

9:40  Biomechanics  of  the  Hand 
L.  F.  Bender,  M.D. 

10:40  Diagnosis  of  Acyanotic  Heart  Disease 
S.  G.  Blount,  M.D. 

1 1 :20  Dermatologic  Manifestations  Associated 
with  Internal  Disease 
R.  F.  Dickey,  M.D. 

Afternoon 

1 :40  Acute  Serous  Otitis  Media 
D.  A.  Dolowitz,  M.D. 

Ear,  Nose  and  Throat  and  Allergy 
Salt  Lake  City,  Utah 


2:20  Bone  Tumors 
J.  S.  Miles,  M.D. 

4:00  Brain  Disorders:  Acute  and  Chronic, 
Delirious,  Circulatory,  Nutritional  and 
Metabolic 
D.  C.  Greaves,  M.D. 

4:40  Industrial  Allergies  and  their  Application 
to  Clinical  Practice 
D.  A.  Dolowitz,  M.D. 

Evening 

7:00  Summer  “Pops”  Ice  Skating  Exhibitions 
Sponsored  by  Great  Falls  Figure  Skating 
Club 

Featuring  John  Misha  Petkevich, 

Member  of  U.  S.  Olympic  Team 

8:30  Social  Hour 

9:00  Banquet 

Physicians  and  Wives 

The  Role  of  the  Forensic  Pathologist  in  the 

Adminstration  of  Justice 

M.  Helpern,  M.D. 

SATURDAY,  AUGUST  17,  1968 

Morning 

9:00  Symposium  of  Sports  Injury 

Coaches,  Trainers  and  Physiotherapists 
are  invited. 


90th  Annual  Meeting, 

Montana  Medical  Association 

Shrine  Auditorium,  Billings,  Montana 
September  11-13,  1968 


American  College  of  Physicians, 
Montana- Wyoming  Region 
Butte,  Montana 
October  5,  1968 


“Why  do  you  always  think  you’ve  caught  your 
patient’s  ailments — especially  since  you’re  a gyne- 
cologist?” 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM  A. 


The  American  Medical  Association  stated  that 
the  regional  medical  programs  had  showed  good 
progress  in  the  early  stages  but  urged  that  Con- 
gress order  an  early  evaluation  by  a non-govern- 
ment agency. 

The  AMA  position  was  outlined  by  Bland  W. 
Cannon,  M.D.,  of  Memphis,  Tenn.,  a member  of 
the  Association  Council  on  Medical  Education,  in 
testimony  before  the  House  Subcommittee  on  Pub- 
lic Health  and  Welfare.  The  subcommittee  was 
considering  administration  legislation  to  extend 
the  regional  medical  program  law  for  five  years. 

Subcommittee  members  reacted  favorably  to 
an  AMA  recommendation  that  the  extension  be 
for  only  three  years.  Some  of  the  congressmen 
also  indicated  opposition  to  a recommendation  by 
Michael  DeBakey,  M.D.,  of  Houston,  Tex.,  that 
appropriations  for  the  regional  medical  programs 
be  increased  sharply. 

“We  view  with  favor  the  early  progress  of 
BMP,  its  ability  to  build  on  existing  patterns  of 
medical  care  (sometimes  adding  new  features  or 
changing  old  ones  as  local  demands  and  resources 
make  possible)  and  the  local  flexibility  which 
allows  the  program  to  make  a real  contribution 
to  the  health  care  of  our  nation,”  Dr.  Cannon 
said.  “At  the  same  time,  we  recognize  that  the 
concept  of  the  Regional  Medical  Program  is  still 


in  its  very  early  stage  of  existence  and  that  it  is 
difficult  to  fully  appraise  the  program.  We  do  not 
know,  for  example,  how  much  this  program  adds 
to  the  stress  on  an  already  overtaxed  supply  of 
available  medical  manpower. 

“There  is  some  concern  that  the  pr®liferation 
of  federal  health  programs  substantially  contrib- 
utes to  the  rise  in  health  care  costs.  For  this  reason, 
we  are  pleased  that  H.R.  15758  provides  for  an 
evaluation  of  the  program.  We  would  suggest, 
however,  that  the  evaluation  begin  July  1,  1968, 
rather  than  July  1,  1969,  since  ‘evaluation’  should 
be  an  integral  part  of  the  planning.  We  also  sug- 
gest that  the  subcommittee  consider  further 
amending  Section  102  to  provide  that  the  evalua- 
tion shall  be  made  by  a non-government  agency. 

“We  recommend  that  the  subcommittee  delete 
the  open-end  authorization  for  funds  for  the  four 
fiscal  years  ending  after  June  30,  1969.  In  view 
of  the  fact  that  we  are  still  dealing  with  a rela- 
tively untried  program,  we  believe  it  would  be 
wise  to  limit  the  authorization  to  such  sums  as 
this  subcommittee  may  determine  to  be  reasonable, 
rather  than  to  provide  for  ‘such  sums  as  may  be 
necessary  for  the  next  four  fiscal  years.’  ” 

Henry  Brill,  M.D.,  of  Brentwood,  N.Y.,  chair- 
man of  the  AMA’s  Committee  on  Alcoholism  and 
Drug  Dependence,  said  that  the  AMA  supported 
the  part  of  the  legislation  authorizing  federal 
grants  for  construction  of  facilities  for  a new 
program  for  alcoholic  and  narcotic  addict  rehabili- 
tation. 

“However,”  he  said,  “we  have  long  felt  that 
funds  for  staffing  and  operation  are  properly  the 
responsibility  of  the  community,  once  the  major 
burden  of  construction  has  been  met  with  federal 
assistance.” 


VD  Incidence  National  Survey 

On  July  1,  1968,  all  practicing  physicians  in  the  U.  S.  will  receive  a questionnaire  asking 
the  number  of  cases  in  infectious  syphilis,  other  stages  of  syphilis  and  gonorrhea  treated 
by  them  from  April  1 through  June  30,  1968. 

This  survey,  entitled,  “National  Survey  of  VD  Incidence,”  is  a repeat  of  a similar  1962 
poll  and  is  sponsored  jointly  by  the  American  Medical  Association,  The  American  Osteo- 
pathic Association,  the  National  Medical  Association,  American  Social  Health  Association  in 
cooperation  with  the  Public  Health  Service. 

Current  estimates  show  that  VD  is  infecting  Americans  at  the  alarming  rate  of  1,100,000 
cases  a year  and  is  now  the  nation’s  most  urgent  communicable  disease  problem.  Indications 
are  that  private  physician  reporting  has  increased  considerably  since  the  1962  survey,  which 
showed  the  level  of  reporting  to  be  only  11  per  cent  of  the  infectious  cases  treated.  The  1968 
survey  should  determine  the  extent  of  the  increase. 

The  questionnaire  card  requires  no  signature  and  replies  of  individual  physicians  will 
not  be  identified  by  name.  Results  of  the  survey  will  be  published  nationally  by  the  spon- 
soring organizations. 
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patients 

300  POUNDS  if  / 
^ND  15-TO-2o¥  UjA- 
'f^ESSURE.  ^ 

SC/SA/Cf  /VBvs- 
(JUMB  29)  /963, 


LOST  TH£  BATTLE 
OF  k/ATERLOO  BECAUSE 
HE  MAS  TOO  FAT!  / 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE  / 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT. " 

source:  jama  WeiES  (OCT.S)  /963. 


dro 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
„ „ VERY  ANXIOUS  OR  DEPRESSED."^  THE  AMBAR  FORMULA 

THE  BOOK  PRAY  YOUR  HE/6HT  AMAY  URGES  READERS  TO  PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 

“ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY.  MOOD  AND  PHENOBARBITAL TO  HELP  REDUCE  ANXIETY. 


source:  rev.  c.w.  shedd:  new  york,  l/pp/ncott.  iQsa. 


source:  archives  of  general  PSYCHIATRV  6:26  (JUNE  1963 ). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR*2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Ir.d.-caflcr.":  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company. 


A.  H.  ROBINS  COMPANY,  >a,L|„| 
RICHMOND,  VA.  23220  ^ ^ | 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  „„ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complele  information 
consult  Official  Package  Circular.  Indicaiiom:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
.soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation.  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood>.  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  I capsule  q.i.d.  Con- 
tinfie  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin/5  ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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When  the  emotionally  impaired  patient  pays  an  office  call... 


She’s  excessively 
apprehensive; 
demands  much  more  of 
your  nurse’s  attention. 


She  often  seeks  a 
physical  explanation 
for  her  distressing 
emotional  state. 


When  not  at  your  office, 
she’s  constantly 
on  the  phone:  can’t  sleep, 
headache,  G.l.  upset. 


She  asks  for  your  help, 
but  just  can’t  seem 
to  follow  through 
on  your  advice. 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
!■  tension,  agitation,  apprehension,  restlessness,  hypermotility 
I ■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 
" Mellaril  frequently  helps  strengthen  emotional  resources 
J ■ Mellaril  helps  the  patient  maintain 
' realistic  contactwith  environment, closer 
■ harmony  with  family 
i Contraindications:  Severely  depressed  or 
; comatose  states  from  any  cause,  and  in 
li  association  with  or  following  MAO  inhibi- 
:!  tors;  severe  hypertensive  or  hypotensive 
i heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 

r where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

MeUariT 

(thioridazine) 
25  mg.  t.i.d.A 


Befors  prescribing,  see  package  insert  for  fuJi product  information. 
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one 

K.?” 


Wiinthelp“my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


“Will  It  st^me  pain?” 


Effective  neutratization-- 

with  the  two  most  widely  prescribed  antacids: 

aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Prolonged  acceptance  confirmed- 
in  87.5®/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains;  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Persona!  communication. 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Picture  of  treated  with 

low  back  pain  Parafon  Forte®iABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


■ Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  tx)  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy® 

! and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
^ and  analgesia  in  sprains,  strains,  myalgias,  low  back 
; pain,  bursitis  and  other  musculoskeletal  disorders. 
; Your  patients  will  appreciate  the  restored  comfort 
. and  freedom  of  movement  it  usually  provides, 
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Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316,. 
1955.  2.  Goodman,  !>.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth,. 
J.  L.  A.,  et  cd.i  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  cl.i  Dis- 

Nerv.  Syst.  25:430,  1964.  5.  Friend,. 
D.  G.:  Clin.  Pharmacol.  Ther,  5:871, 

1964.  *0.5.  PATENT  NO.  2,895,877- 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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but  her  other  symptoms: 
anxiety,  loss  of  interest,  anorexi 
psychomotor  retardation 
strongly  suggest  < 

an  underlying  depression. 

when  the  diagnosis  is  depression 

ELAVIE^"^' 

AMITRIPTYLINE  H( 

indications:  Mental  depression  and  mild  anxiety  accompi 
ing  depression. 

Contraindications;  Glaucoma  and  predisposition  to  urinary 
tention.  Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within 
first  few  days  of  therapy.  Patients  should  be  warned  aga 
driving  a car  or  operating  machinery  or  appliances  requi 
alert  attention.  When  depression  is  accompanied  by  anx 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCl  ak 
a phenothiazine  tranquilizer  may  be  given  concomitar 
Suicide  is  always  a possibility  in  mental  depression  and  t 
remain  until  significant  remission  occurs.  Supervise  patii 
closely  in  case  they  may  require  hospitalization  or  concomil 
electroshock  therapy.  Untoward  reactions  have  been  repoi 
after  the  combined  use  of  antidepressant  agents  ha> 
varying  modes  of  activity.  Accordingly,  consider  possib 
of  potentiation  in  combined  use  of  antidepressants.  Me 
amine  oxidase  inhibitor  drugs  may  potentiate  other  drugs 
such  potentiation  may  even  cause  death;  permit  at  least 
weeks  to  elapse  between  administration  of  two  agents 
such  patients,  initiate  therapy  with  ELAVIL  HCl  cautiously  v 
gradual  increase  in  dosage  required  to  obtain  a satisfad 
response.  Caution  patients  about  errors  of  judgment  dui 
change  in  mood,  and  that  the  response  to  alcohol  may 
potentiated.  May  provoke  mania  or  hypomania  in  manic 
pressive  patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitem 
hypotension;  fine  tremor;  jitteriness;  weakness;  heada( 
heartburn;  anorexia;  increased  perspiration;  incoordinat 
allergic-type  reactions  manifested  by  skin  rash,  swellinj 
face  and  tongue,  itching;  numbness  and  tingling  of  lin 
including  peripheral  neuropathy;  activation  of  schizophn 
which  may  require  phenothiazine  tranquilizer  therapy; 
leptiform  seizures  in  chronic  schizophrenics;  temporary  < 
fusion,  disturbed  concentration  or,  rarely,  transient  vi: 
hallucinations  on  high  doses;  evidence  of  anticholinergic 
tivity,  such  as  tachycardia,  dryness  of  the  mouth,  blurrin 
vision,  urinary  retention,  constipation;  paralytic  ileus;  js 
dice;  agranulocytosis. 

Careful  observation  of  ail  patients  is  recommended.  The  c 
depressant  activity  may  be  evident  within  3 or  4 day* 
may  take  as  long  as  30  days  to  develop  adequately,  and 
of  response  sometimes  occurs.  Response  to  medication! 
vary  according  to  severity  as  well  as  type  of  depression  p 
ent.  Elderly  patients  and  adolescents  can  often  be  mana 
on  lower  dosage  levels. 

Supplied;  Tablets  ELAVIL  HCl,  containing  10  mg.,  25  mg.,i 
50  mg.  amitriptyline  HCl,  bottles  of  100  and  1000;  Injec 
ELAVIL  HCl,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  . 
triptyline  HCl,  44  mg.  dextrose,  1.5  mg.  methylparaben, 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular 
package  or  available  on  request. 

^ MERCK  SHARP  & DOHME  Division  of  Merck  & Co. Inc. West  Point  pJ 

WHERE  today’s  THEORY  IS  TOMORROW’S  THER< 


vol.  3,  no.  2 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Gdmpany,  Lincoln,  Nebraska  68501.  Address 
unications' to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 
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serous  otitis  media  “ 
an  original  article 
by  Robert  H.  Lofgren,  M.O. 


sinusitis 


t 


he 

complaining 
earache- 
key  to 

serous  otitis  media 


nasal  allergy  -f 
deviated  septui 


Robert  H.  Lofgren,  M.D. 

Associate  Surgeon,  Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massachusetts 


aerotitis 


occluded  Eustachian  t'\ 


adenoids  (enlarged) 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick* 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the' 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian. 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is  , 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter.  I 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep-  ! 
tal  deformity  and  cleft  palate  can  all  cause  eusta-  j 
chian  tube  obstruction.  Some  children  may  have  a ‘ 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  £ ■ 
serous  otitis.  One  must  always  rule  this  out  in  an)  ^ 
adult  who  later  in  life  develops  repeated  or  persist  j 
ing  serous  otitis.  Causes  sometimes  overlooked  ar(  j 
nasogastric  tubes  after  surgery,  simple  obesity  anc  | 
cardiorenal  disease,  which  may  produce  congestioi  i 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re  i 
cent  years  we  have  been  seeing  a new  cause— acutf  ( 
otitis  media,  where  the  patient  is  adequately  treatec 
with  antibiotics  but  where  drainage  has  not  beer 


established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
dle ear. 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 


^iThe  inflammatory  response  may  be  caused  by  a 
t marked  negative  pressure  as  in  air  otitis  from  flying, 
j Dr  it  may  be  from  a mild  bacterial  or  viral  infection 
1 in  the  middle  ear.  Serous  fluid  is  a good  culture 
1 medium  and  will  frequently  go  on  to  purulent  otitis 

I'  media,  especially  if  the  original  blockage  was  caused 
by  an  inifectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
scarring  in  the  middle  ear  mucosa.  Mucous  glands 
develop  in  this  tissue  and  pour  out  a thick  mucoid 
material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
and  to  provide  drainage  from  the  middle  ear.  Often 
:his  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  they 
should  be  removed.  Sinusitis  should  be  treated  with 

II oral  decongestants  or  nose  drops,  plus  antibiotics 
(vhere  indicated.  Nasopharyngeal  tumors  should  be 
reared.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

i|f  the  fluid  does  not  clear  with  medical  treatment 
within  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
I of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
: Ibe  done  in  the  office  without  anesthesia.  It  is  no 
1 Imore  painful  than  an  intravenous  needle  for  a blood 
itest.  A good  safe  topical  anesthetic  has  a tremen- 
' dous  psychological  value  to  the  patient.  Children 
hnder  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
I sential  although  a general  anesthetic  may  be  used  to 
f 'avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
■ aminations.  I usually  do  the  myringotomy  at  the 
i ‘same  time  as  the  adenoidectomy  if  the  adenoids  are 
‘ Enlarged.  Once  drainage  has  been  established  with 
pecongestants  or  by  myringotomy,  positive  pressure 
mflation  of  the  middle  ear  is  invaluable  in  forcing 
but  the  serous  fluid  and  keeping  it  from  reforming. 
” The  patient  can  do  this  himself  by  performing  the 
j Valsalva  maneuver.  This  should  be  done  several 


In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 


Otoscopic  Views 


Normal  Acute  Serous  Acute  Purulent  Chronic  Serous 


dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINICSYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  S[de 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  Vz  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 

ENDURON 


lElHyCLOIHI/IZlOE 


Excellent  day-long  Na""  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’ 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  etfectivenesE 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases.  i 


MILD  TO  MODERATE  TO  SEVEFi 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


I Once  a day,  every  day 


ENDUROHYL 


MEmL0THI«IDE5mg.wit[i 
DESERPIDINE  0.25  mg.  or  (EORIE)  0.5  mg. 


MtLD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  - 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PMGYLINE  HYDROCHLORIDE  mg. 
wiOiMEIHYCLOlHIAZIDEOmg. 


MtLD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  801094 
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ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokaiemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  In  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

PrecaEvf/ons— Pargyiine:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especiaily  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyVme:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TRADEMARK 


He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


I 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
eserpine  formula;  it  supplements  it  with  the  mildly 
edative  effect  of  Butisol  (butabarbital). 

IjiClinical  comparisons  have  shown  that  many  patients 
ifespond  to  this  treatment  with  (1)  smooth,  uniform 
flowering  of  blood  pressure' ...  at  times  below  the  levels 
Hattained  with  previous  therapy^;  (2)  “striking”  im- 

}' 

(■ 

'iContraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
lative  colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
•jconsider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
I'allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
.,in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
^bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
i;iSurgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 

(‘should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
ijneonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
Polism;  adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
f t'ms:  Butisol  (butabarbital)  — Exercise  caution  in  moderate  to  severe  hepatic 
; disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
Repression.  Hydrochlorothiazide  — Uay  induce  electrolyte  imbalance;  when  used 
with  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
sufficiency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
; produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochlcr-emic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — Qhsene  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
! emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  Ce/reAs/— Reduce  concomitant  antihypertensives  by  at  least 

i50%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
tation, superficial  skin  bruises,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
|!  ity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia. 


provement  in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness^;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”^ 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  BUTl3ERPAZiDE®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  B7:35,  1964.  2.  Coodley,  E.  L: 
Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide*-25 

Prestabs®*  Tablets  ® 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need... 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”* 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly— usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

WithVistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


f 


Contraindications : Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  ec.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 
Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension : Equivalent  to  25  mg.  hydroxyzine  HCl  per  5 ec.  teaspoonful. 
Vistaril  (hydroxyzine  HCl)  Parenteral  Solution : 25  mg./ce.— 10  ec.  vial 
and  50  mg./ce.— 2 cc.  and  10  ce.  vial;  Isoject,®  25  and  50  mg.  per  ce.,  1 ce. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.  ,R. : Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-lSTarcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 
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DARVON 
COMPOUND-65 

Each  Puiviile®  contains  65  mg.  propoxyplxjene  1i;^rofeKlorlde, 
227  mg.  aspirin,  162  mg,  phenacetin,  ahd  32,4  mg.  caffeine. 


Additional  information  avaiiab!|  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 


E D I T O R I A t.  S 


A HE  REPORT  of  the  President’s  Health  Man- 
power Commission  recommended  a variety 
of  peer  review  procedures  to  operate  under 
the  sponsorship  of  professional  societies  at 
local  levels.  Periodic  relicensing  of  phy- 
sicians and  other 


Controls  on  the 
Quality  of 
Medical  Care 


health  professionals 
was  advised.  These 
aims  are  noble  and 
idealistic  and  no  one 
should  object  to  strengthening  the  profes- 
sional fabric  of  medical  practice.  Yet 
throughout  this  approach  to  the  control  of 
quality  of  medical  practice,  runs  the  thread 
and  threat  of  federal  regimentation.  Phy- 
sicians on  the  Commission  were  apparently 
in  no  position  to  question  the  wisdom  of  such 
a proposal.  The  fact  that  this  recommenda- 
tion has  been  made  suggests  the  possibility 
of  medical  laxity  . . . This  is  open  to  chal- 
lenge. And  in  the  opinion  of  some,  to  question 
the  propriety  of  this  recommendation  places 
the  medical  profession  in  the  old  defensive 
position  of  being  against  change.  Not  so.  We 
constantly  seek  better  medical  care  and 
methods  of  delivery. 


Is  there  a need  for  this  new  control?  In 
what  ways  do  physicians  safeguard  the  qual- 
ity of  their  services?  Do  the  present  safe- 
guards adequately  protect  the  consumer? 


There  are  multiple  means  of  quality  con- 
trol in  the  existing  pattern  of  medical  prac- 
tice. Peer  association  and  peer  competition 
are  the  strongest  elements  of  control  in  the 
free  market  of  medical  service.  State  Boards 
of  Medical  Examiners  define  professional 
qualifications.  In  this  day  of  specialization, 
the  specialty  boards  challenge  their  appli- 
cants in  precise  knowledge.  Rapid  commu- 
nication has  educated  the  average  consumer 
to  expect  medical  care  of  increasing  sophis- 
tication. 


A trend  of  medical  practice  is  the  grow- 
ing use  of  the  hospital  and  its  facilities  ac- 
companied by  physician  demands  that  qual- 
ity standards  be  constantly  improved.  We 


are  all  aware  of  the  beneficial  impact  of  the 
tissue  committee,  the  record  committee,  the 
definition  of  and  granting  of  surgical  privi- 
leges, and  the  stimulus  provided  by  Joint 
Commission  on  Accreditation.  Cybernetic 
information  amassed  by  utilization  review 
committees  tells  us  bluntly  how  long  we 
should  keep  what  patient  in  the  hospital. 
These  hospital  functions  enable  the  physician 
to  produce  optimum  service. 

Third  party  economic  controls  are  already 
effective.  Computer  documentation  of  our 
“reasonable  fees”  identifies  those  physicians 
whose  fees  are  glaringly  out  of  proper  pro- 
file and  force  those  who  have  charged  more 
to  justify  their  charge  or  adapt  to  the  group. 
The  Social  Security  Administration  seeks  to 
establish  fee  control  by  suggesting  that  phy- 
sicians accept  assignments  for  their  fees  in- 
stead of  billing  their  patients  directly.  The 
physician  who  maintains  his  economic  right 
to  bill  his  patient  directly  is  subject  to  criti- 
cism by  process  of  innuendo. 

The  university  center  and  the  many  pro- 
fessional societies  have  made  possible  a wide 
choice  of  postgraduate  courses.  Excellent 
physician  participation  attests  to  the  con- 
tinued zeal  of  today’s  physician  in  maintain- 
ing his  medical  knowledge.  Regional  medical 
programs  may  offer  a worthwhile  approach 
in  continuing  medical  education.  The  Ameri- 
can Medical  Association  through  its  Councils 
has  steadfastly  striven  for  improved  stand- 
ards of  medical  care. 

The  quality  of  medical  care  has  evolved 
through  voluntary  physician  effort  exerted 
individually  and  collectively  through  pro- 
fessional associations.  The  need  for  controls 
sought  by  the  Health  Manpower  Commission 
is  yet  to  be  proved.  Controls  stifle. 

Peer  competition  and  continued  educa- 
tion in  a free  society  enhance  the  quality  of 
medical  care. 

Alfred  M.  Fulton,  MD,  President 

Montana  Medical  Association 
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In  Billings,  three  boys  were  hospitalized 
recently  because  of  poisoning  by  Asthmador, 
a belladonna-containing  powder  ordinarily 
used  for  asthma.  They  bought  it  in  a drug 
store,  mixed  it  with  Coke,  and  drank  it.  The 

effect  was  unforget- 
table to  everyone 
concerned.  During 
the  last  few  years, 
other  teenagers 
have  sniffed  glue,  inhaled  gasoline  fumes, 
and  probably  also  smoked  marijuana.  As 
far  as  we  know,  stronger  drugs  such  as 
LSD  and  methedrine  are  not  being  used  here 
. . . yet.  This  is  probably  an  average  record 
for  a city  this  size  in  these  times  of  adoles- 
cent mal  du  siecle.  The  young  people  in- 
volved, as  so  often  happens,  are  neither 
hippies  nor  economically  deprived.  They 
usually  have  good  school  records  and  come 
from  respectable  families.  They  are  not  un- 
exposed to  reason  and  logic.  Youth,  however, 
is  the  time  for  impulsive  behavior  and  a 
search  for  excitement,  and  when  one  looks 
for  “kicks,”  one  finds  they  are  more  available 
than  ever  before.  When  the  teenagers  tire 
of  their  cars,  motorcycles  and  other  external 
diversions,  they  find  that  drugs  are  more 
potent  and  easier  to  obtain  than  they  used 
to  be. 

Physicians  see  people  every  day  who  are 
sick  with  diseases  acquired  through  no  fault 
of  their  own.  We  can  appreciate  more  than 
others  what  a superbly  tuned  machine  the 
healthy  human  body  and  brain  can  be  and 
to  us  it  is,  or  should  be,  incomprehensible 
to  wilfully  tamper  with  this  mechanism  by 
drugs  or  other  form  of  abuse.  Young  people, 
full  of  vigor  and  good  health,  cannot  compre- 
hend what  it  means  to  be  in  poor  health  any 
more  than  they  can  empathize  with  the 
psycho-sexual  problems  of  an  Australian 
bushman.  If  we  don’t  do  it,  who  will  tell 
them  that  one  trial  with  one  of  these  drugs 
may  be  one  too  many,  and  there  may  be  no 
second  chance?  To  survive  in  these  times,  we 
need  all  our  wits  about  us,  and  to  dull  them 


in  any  manner  is  inexcusable.  Instead  of 
being  drawn  into  making  equivocal  state- 
ments in  the  public  press  as  to  whether,  for 
example,  marijuana  may  or  may  not  be  as 
addicting  as  alcohol,  we  would  be  better  off 
to  come  out  firmly  against  experimentation 
with  or  chronic  use  of  any  of  these  drugs.  If 
we  do  not  wish  to  argue  on  the  grounds  of 
morality  or  legality,  there  is  always  common 
sense  and  basic  hygiene  to  fall  back  upon. 

On  the  slim  chance  that  future  research 
may  show  some  of  these  drugs  to  be  rela- 
tively harmless,  we  may  privately  reserve 
final  judgment;  publicly,  our  duty  to  our 
implusive  and  inexperienced  offspring  is 
clear. 

Warren  D.  Bowman,  Jr.  M.D.* 

* Editor,  Montana  Section  of  the  Rocky  Mountain  Medical 
Journal. 


P 

A ERSONS  who  wish  to  donate  their  eyes  to  the 
Boston  Eye  Bank  should  be  careful  not  to  die 
on  Sundays.  One  individual  had  gone  to  the 
trouble  of  having  the  necessary  permission 
signed  and  immediately  available.  He  expired 
at  6:30  a.m.  one  Sunday 
morning.  For  several  hours, 
the  Eye  Bank,  which  is  at 
the  Massachusetts  Eye  and 
Ear  Infirmary,  did  not  an- 
swer their  telephone.  The  Harvard  Medical 
School  was  contacted  but  could  not  be  help- 
ful. The  undertaker  stated  on  arrival  that  he 
knew  personally  of  several  other  instances 
when  death  on  Sundays  precluded  such  dona- 
tions to  the  Eye  Bank. 

One  other  member  of  the  family  who  had 
intended  to  donate  to  the  Eye  Bank  has,  as  a 
result  of  this  experience,  withdrawn  permis- 
sion. Such  a critical  need  as  corneal  trans- 
plant should  have  24-hour  coverage.  Other- 
wise, there  will  be  many  other  unfortunate 
incidents  of  this  kind. — Mass.  Physician. 


Like,  Man, 
Who  Needs  It? 


Never  on 
Sunday 
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! Mallory-Weiss  syndrome  with  massive 
; gastrointestinal  bleeding* 

Elmer  E.  Kobold,  MD,  Billings,  Montana, 
and  Alexander  J.  Walt,  MD,  Detroit,  Michigan 

I 


||  In  1929^  and  again  in  1932^  G.  K.  Mallory 
and  S.  Weiss  described  a syndrome  of  spon- 
taneous esophago-gastric  mucosal  lacerations 
due  to  vomiting  associated  with  massive  up- 
per gastrointestinal  bleeding.  After  their 
original  report,  no  further  cases  were  re- 
ported until  1952  when  Palmer  recorded 
seven  patients  in  whom  the  diagnosis  was 
made  clinically. In  1955  Whitney  and  Bar- 

Irow  described  the  first  case  with  preopera- 
tively  diagnosis  and  successful  treatment  by 
surgery.®  Since  then  the  reported  incidence 
of  occurrence  and  of  surgical  management 
has  increased  rapidly.^'®  This  has  been  at- 
tributed to  the  more  frequent  use  of  gastro- 
esophagoscopy  as  a diagnostic  aid  and  also 
to  more  thorough  surgical  exploration  of  the 
cardioesophageal  junction  in  patients  with 
upper  gastrointestinal  bleeding  of  obscure 
etiology.*'^®  Above  all,  greater  awareness  of 
' the  entity  has  resulted  in  a more  systematic 
; ( approach  to  the  patient  with  acute  upper  G.I. 

■ bleeding. 

i This  sudden  increase  in  the  diagnosis  of 
the  Mallory-Weiss  syndrome  has  also  been 
S true  at  Detroit  General  Hospital.  Prior  to 
i > January,  1964,  no  cases  of  massive  bleeding 
1 due  to  esophagogastric  lacerations  were  rec- 
. ognized.  In  the  subsequent  2y2  years,  seven 
■ cases  of  documented  Mallory-Weiss  Syn- 
* »'  drome  associated  with  massive  hemorrhage 

j r *From  the  Robert  S.  Marx  Surgical  Laboratories,  Wayne 
State  University  School  of  Medicine,  Department  of  Sur- 

igery,  1400  Chrysler  Freeway,  Detroit,  Michigan,  and  De- 
troit General  Hospital  Research  Corporation. 


have  been  treated  at  this  institution.  This 
report  is  concerned  with  the  clinical  fea- 
tures and  management  of  these  patients. 

CASE  REPORTS 

Case  1 . A 40-year-old  while  male  alcoholic  was 
admitted  to  Detroit  General  Hospital  on  Jan.  19, 
1964.  The  patient  remembered  drinking  a large 
quantity  of  beer,  following  which  he  “passed  out” 
and  subsequently  awoke  vomiting  blood.  The 
patient  had  no  history  of  peptic  ulcer.  On  ad- 
mission, two  hours  after  the  hematemesis,  his 
blood  pressure  was  130/100;  pulse  rate,  114;  and 
hemoglobin,  14.2  gm.  per  cent.  Physical  examina- 
tion was  normal  except  for  bright  bleeding  through 
a nasogastric  tube.  Laparotomy  was  performed 
six  hours  after  admission  because  of  continued 
bleeding  which  required  five  units  of  blood  to 
maintain  vital  signs.  The  stomach  was  found  to  be 
massively  distended  with  blood  clots.  A pylor- 
otomy,  followed  by  a gastrotomy  in  the  mid- 
stomach, revealed  no  source  of  bleeding.  An 
empiric  gastrectomy  was  performed  and  about 
70  per  cent  of  the  stomach  was  resected.  After 
transecting  the  stomach,  the  remaining  gastric 
pouch  rapidly  filled  with  blood.  On  further  ex- 
amination, active  arterial  bleeding  was  noted  in 
the  base  of  a 1.0  longitudinal  laceration  of  the 
posterior  wall  of  the  cardiac  portion  of  the  stomach 
at  the  cardioesophageal  junction.  This  laceration 
was  oversewn  and  the  gastrectomy  completed. 
The  patient  had  an  uneventful  postoperative 
course.  Histological  examination  of  the  resected 
specimen  revealed  acute  gastritis. 

Case  2.  A 56-year-old  white  male  alcoholic 
vomited  several  times  following  which  he  de- 
veloped massive  hematemesis.  He  was  admitted 
to  Detroit  General  Hospital  on  July  14,  1964  in  pro- 
found shock  and  required  3,000  cc.  of  blood  to 
restore  his  vital  signs.  As  rapid  U.G.I.  bleeding 
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continued,  an  exploratory  laparotomy  was  per- 
formed two  hours  after  admission.  A 2.0  cm. 
linear  laceration  with  active  arterial  bleeding 
from  the  base  was  found  extending  across  the 
cardioesophageal  junction.  This  area  was  over- 
sewn. As  an  associated  hiatus  hernia  and  du- 
odenal ulcer  causing  partial  pyloric  obstruction 
were  present,  truncal  vagotomy,  pyloroplasty,  and 
hiatus  herniorrhaphy  were  performed.  The  post- 
operative course  was  uneventful  except  for  a 
wound  infection. 

Case  3.  A 41-year-old  white  male  alcoholic  was 
admitted  on  September  18,  1964  with  hematemesis 
and  melena  of  one  day  duration.  Fifteen  months 
previously  he  had  had  an  episode  of  upper  gas- 
trointestinal bleeding  diagnosed  as  alcoholic  gas- 
tritis. After  receiving  eight  units  of  blood,  a 
Sengstaken-Blakemore  tube  was  inserted  to  rule 
out  esophageal  varices.  When  bleeding  continued, 
a laparotomy  was  performed.  A gastrotomy  op- 
posite the  cardioesophageal  junction  revealed  mas- 
sive bleeding  from  the  esophageal  lumen.  It  was 
elected  not  to  extend  the  incision  into  the  esopha- 
gus but  to  reinflate  the  Sengstaken-Blakemore 
tube.  The  bleeding  stopped  following  inflation 
of  the  tube  but  recurred  within  a few  hours  and 
the  patient  expired  24  hours  later,  having  received 
25  units  of  blood.  A post  mortem  examination 
revealed  a 1.5  cm.  linear  laceration  of  the  posterior 
wall  of  the  esophagus  extending  into  an  esopha- 
geal varix  and  acute  hemorrhagic  gastritis  of  the 
stomach. 

Case  4.  A 78-year-old  obese  Negro  male,  with 
uremia  secondary  to  obstructive  uropathy,  was 
admitted  to  Detroit  General  Hospital  on  February 
7,  1965  with  a one-day  history  of  vomiting  fol- 
lowed by  hematemesis  and  melena  on  the  day  of 
admission.  Blood  pressure  in  the  Emergency  Room 
was  85/60  and  pulse  was  120/minute.  He  con- 
tinued to  bleed  massively  and  required  eight  units 
of  blood.  Laparotomy  was  performed  five  hours 
after  admission.  At  exploration  a high  gastrotomy 
incision  was  made  after  exploration  of  the  py- 
loroduodenal  area  revealed  no  abnormality.  A 
3.0  cm.  tear  in  the  posterior  gastric  mucosa  ex- 
tending across  the  cardioesophageal  junction  was 
found.  This  area  was  oversewn  and  a vagotomy 
and  plyoroplasty  performed.  The  patient  under- 
went an  uneventful  recovery  with  the  exception  of 
continued  mild  azotemia.  A biopsy  of  the  gastric 
wall  was  reported  as  “atrophic  gastritis.” 

Case  5.  A 56-year-old  white  male  alcoholic 
developed  severe  upper  abdominal  pain  associated 
with  retching  and  later  began  vomiting  bright  red 
blood.  His  blood  pressure  on  admission  on  Novem- 
ber 10,  1965  was  unobtainable,  but  rose  to  90/60 
after  two  liters  of  lactated  Ringer’s  solution.  He 
continued  to  bleed  massively  despite  placement 
of  a Sengstaken-Blakemore  tube.  Laparotomy 
was  performed  five  hours  after  admission  at  which 
time  he  had  received  five  units  of  blood.  A 
gastrotomy  revealed  two  linear  lacerations  about 


3 cm.  in  length  in  the  posterior  gastric  wall  at 
the  cardioesophageal  junction.  These  were  over- 
sewn and  a vagotomy  and  pyloroplasty  performed. 
This  patient  had  extensive  gastric  adhesions  sec- 
ondary to  a previous  splenectomy  for  trauma  and 
the  stomach  was  rotated  about  150  degrees  pos- 
teriomedially  and  was  tightly  adherent  to  the 
posterior  abdominal  wall.  It  was  felt  that  this 
abnormal  fixation  of  the  stomach  may  have  al- 
tered the  normal  mechanism  of  vomiting  and 
may  have  been  etiologic  significance  in  this  pa- 
tient. His  postoperative  course  was  tmeventful. 

Case  6.  A 54-year-old  Negro  male  alcoholic 
developed  sudden  hematemesis.  His  blood  pres- 
sure on  admission  on  June  24,  1966  was  170/110 
and  pulse  was  110/minute.  He  continued  to  bleed 
and  underwent  exploratory  laparotomy  12  hours 
after  admission  having  received  six  units  of  blood. 
At  exploration  through  a high  gastrotomy  incision, 
five  1.0-2.0  cm.  lacerations  in  the  gastric  mucosa 
at  the  cardioesophageal  junction  were  found  with 
arterial  bleeding  from  two  of  these.  These  were 
oversewn  and  a vagotomy  and  pyloroplasty  per- 
formed. There  was  also  marked  erosive  gastritis 
present  although  no  bleeding  was  noted  from  the 
erosions.  He  had  an  uneventful  postoperative 
course. 

Case  7.  A 33-year-old  Negro  male  admitted  to 
Detroit  General  Hospital  on  August  12,  1966  gave 
a history  of  onset  of  hematemesis  on  the  day  of 
admission  preceded  by  3 episodes  of  non-bloody 
vomiting.  He  had  a history  of  epigastric  pain  six 
months  prior  to  admission  which  was  diagnosed 
as  gastritis  and  treated  with  antacids.  The  pa- 
tient admitted  to  recent  heavy  alcohol  intake. 
His  blood  pressure  in  the  Emergency  Room  was 
120/80;  pulse  rate,  120/minute;  and  respirations, 
36/minute.  On  palpation  of  the  abdomen,  there 
was  deep  epigastric  tenderness.  Nasogastric  as- 
piration revealed  bright  red  bleeding  which  con- 
tinued despite  irrigation  with  iced  saline.  He 
continued  to  bleed  moderately  and  laparotomy 
was  performed  14  hours  after  admission  due  to 
continued  bright  red  gastric  hemorrhage  requiring 
two  units  of  blood.  After  exploration  of  the  py- 
loroduodenal  area,  in  which  no  abnormalities  were 
found,  a high  gastrotomy  was  performed.  A single 
1.0  cm.  linear  laceration  of  the  posterior  gastric 
wall  was  identified  with  active  arterial  bleeding. 
The  laceration  was  oversewn  and  a vagotomy  and 
pyloroplasty  performed  due  to  the  presence  of 
“gastritis.”  His  postoperative  course  was  compli- 
cated by  delirium  tremens  lasting  several  days, 
and  he  was  discharged  on  the  11th  postoperative 
day. 

Discussion 

Twenty  to  thirty  percent  of  patients  ad- 
mitted to  the  hospital  with  upper  gastro-in- 
testinal  bleeding  are  subsequently  discharged 
without  a definitive  diagnosis  despite  ex- 
haustive investigations.  Many  of  these  indi- 
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viduals  have  a history  of  alcoholism  and  the 
episode  of  bleeding  is  attributed  to  alcoholic 
gastritis.  In  the  past,  a number  of  these 
patients  who  required  laparotomy  for  mas- 
sive bleeding  in  whom  no  lesion  was  dis- 
covered at  laparotomy,  were  subjected  to 
so-called  “bhnd  gastrectomy”  and  indeed  had 
no  recurrence  of  bleeding.  Many  of  these  pa- 
tients probably  had  an  undiagnosed  gastro- 
esophageal laceration  which  healed  spon- 
taneously.® Others,  however,  continued  to 
bleed  and  subsequently  died. 

The  recognition  of  the  Mallory- Weiss  syn- 
drome in  patients  with  upper  gastro-intes- 
tinal  tract  hemorrhage  depends  primarily  on 
a constant  awareness  of  the  disease  and  the 
etiologic  factors  involved.  Diagnosis  is  aided 
by  a careful  history  to  document  any  epi- 
sodes of  retching  or  vomiting,  and  the  avail- 
ability of  skilled  endoscopy  to  search  for 
gastroesophageal  lacerations.  Katz,  et  al.,® 
evaluated  297  cases  of  upper  gastrointestinal 
bleeding  and  encountered  eight  cases  of  Mal- 
lory-Weiss  tears.  The  incidence  of  the  Mal- 
lory-Weiss  syndrome  in  patients  with  upper 
gastrointestinal  hemorrhage  in  whom  no  ra- 
diologic abnormalities  of  the  upper  gastroin- 
testinal tract  could  be  found  was  9.8  per  cent. 
Since  the  overall  incidence  of  upper  gastro- 
intestinal bleeding  without  radiologic  ab- 
normalities is  about  20-25  per  cent,  this  sug- 
gests that  cardioesophageal  tears  are  much 
more  common  than  previously  thought.  Un- 
til the  present  time,  about  90  cases  of  Mal- 
lory-Weiss  Syndrome  have  been  reported  of 
which  34  were  diagnosed  at  autopsy,  40  at 
the  time  of  surgery  and  16  by  endoscopy. 
Since  patients  with  upper  gastrointestinal 
hemorrhage  are  not  routinely  gastroscoped 
at  our  institution,  all  cases  in  this  series  were 
found  at  time  of  surgery  except  one  in  which 
the  diagnosis  was  missed  and  made  later  at 
autopsy. 

The  etiology  of  Mallory- Weiss  syndrome 
has  been  well  explained  by  the  work  of 
Mallory  and  Weiss,^  Atkinson,®  Fleischner,^ 
and  others  who  have  noted  the  sudden  in- 
crease in  differential  pressures  on  the  un- 
supported gastroesophageal  junction  in  the 
course  of  uncontrolled  vomiting.  The  im- 
portance of  gastritis  and  hiatal  hernia  in  the 
pathogenesis  has  been  stressed.  In  the  pres- 


ent series  one  patient  had  uremia  with 
atrophic  gastritis  and  another  had  extensive 
gastric  adhesions  which  produced  mechanical 
distortion  of  the  stomach  and  may  possibly 
have  altered  the  normal  mechanism  of  vomit- 
ing. Five  of  our  patients  had  hypertrophic 
gastritis  and  one  had  a large  sliding  hiatal 
hernia.  The  prevalence  of  gastritis  suggests 
that  perhaps  the  hemorrhage  commonly  at- 
tributed to  gastric  erosions  may  actually 
arise  from  cardioesophageal  tears  caused  by 
vomiting  in  a substantial  number  of  patients. 

The  high  incidence  of  alcoholism  in  pa- 
tients with  the  Mallory- Weiss  Syndrome  was 
a feature  of  the  original  report.  This  was 
confirmed  in  our  series  of  seven  patients,  six 
of  whom  were  chronic  alcoholics  and  gave 
a history  of  a heavy  alcoholic  spree  imme- 
diately prior  to  the  onset  of  bleeding.  It  is 
possible  that  the  gastritis  associated  with 
alcoholism  destroys  the  integrity  of  the  mu- 
cosa and  reduces  its  capacity  to  withstand 
sudden  trauma.  A history  of  alcoholism  is 
not  essential,  however,  and  occasionally  sim- 
ple retching  will  be  followed  by  vomiting 
in  which  blood  in  alarming  quantities  may 
or  may  not  be  present  from  the  start.  Con- 
ditions associated  with  this  syndrome  include 
uremia,  pancreatitis,  migraine,  excessive 
coughing  or  wheezing  with  consequent  vio- 
lent diaphragmatic  contraction,  travel  sick- 
ness and  epilepsy. 

Gastroesophageal  tears  are  usually  situ- 
ated on  the  gastric  side  of  the  cardioesopha- 
geal junction  but  may  also  involve  esopho- 
geal  mucosa.  In  our  seven  cases,  four  lacera- 
tions were  confined  to  the  gastric  mucosa, 
two  extended  across  the  cardioesophageal 
junction  and  one  was  located  in  the  esophagus 
only.  Five  patients  in  this  series  had  single 
tears,  while  the  other  two  had  two  to  five 
separate  lacerations.  Lacerations  of  esopha- 
geal mucosa  are  much  more  difficult  to  ex- 
pose surgically  but  must  be  repaired  if 
present.  The  one  death  in  this  group  of  seven 
patients  was  due  to  inadequate  exploration 
of  the  distal  esophagus  and  failure  to  find  the 
laceration  present. 

The  treatment  of  Mallory-Weiss  Syn- 
drome depends  on  the  magnitude  of  bleed- 
ing. If  hemorrhage  persists  or  is  of  massive 
proportions,  as  it  was  in  all  cases  in  this 
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series,  exploratory  laparotomy  should  be 
performed.  Laparotomy  must  be  conducted 
in  a systematic  manner.  The  pyloroduodenal 
area  is  first  inspected  due  to  the  frequency 
with  which  peptic  ulceration  is  associated 
with  upper  gastrointestinal  bleeding.  When- 
ever no  etiological  factor  is  discovered  in  this 
area,  it  is  mandatory  that  a separate  gas- 
trotomy  incision  be  placed  high  in  the  stom- 
ach to  provide  clear  visualization  of  the  car- 
dioesophageal  junction.  Any  laceration^ 
found  should  be  undersewn  and  hemostasis 
ensured.  Retractors  should  be  gently  and 
judiciously  placed  as  the  friable  mucosa  in 
these  patients  is  easily  torn,  resulting  in 
fresh  bleeding.  A large  gastrotomy  is  nec- 
essary in  obese  and  barrel-chested  individ- 
uals if  the  entire  gastroesophageal  junction  is 
to  be  clearly  seen.  In  addition,  vagotomy 
may  be  required  to  provide  the  mobility 
required  for  delivery  and  suture  of  this  area. 
In  six  out  of  seven  cases  in  this  series, 
vagotomy  was  carried  out  as  an  additional 
measure,  pyloroplasty  having  been  first  per- 
formed in  the  course  of  duodenal  inspection. 
In  one  of  these,  an  active  duodenal  ulcer  was 


present;  four  others  had  erosive  gastritis. 
It  is  our  feeling,  however,  that  vagotomy  is 
not  an  essential  feature  of  the  treatment  of 
all  cases  of  Mallory-W^eiss  Syndrome. 

Summary 

An  increasing  awareness  of  the  impor- 
tance of  the  Mallory-Weiss  Syndrome  in 
massive  upper  gastrointestinal  bleeding 
coupled  with  more  diligent  exploration  of  the 
cardioesophageal  junction  has  resulted  in  the 
discovery  of  a relatively  large  number  of 
cases  in  a short  period  of  time. 

Data  from  seven  patients  in  whom  the 
Mallory-Weiss  Syndrome  was  diagaosed  and 
treated  surgically  is  presented.  Routine  ex- 
ploration of  the  cardioesophageal  junction 
should  be  undertaken  in  any  patient  with  up- 
per gastrointestinal  bleeding  who  has  no  other 
demonstrable  lesions.  If  cardioesophageal 
lacerations  are  encountered,  treatment  is  pri- 
marily ligature  of  bleeding  vessels  and  repair 
of  the  laceration,  although  in  many  cases, 
vagotomy  and  drainage  procedure  may  be 
added  to  control  associated  disorders.  • 
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Pulmonary  resection  for  metastatic 

lung  cancer* 

Adrian  Johnson,  MD,  and  John  Heizer,  MD,  Billings,  Montana 


The  appearance  of  a metastatic  pulmon- 
ary nodule  following  apparent  complete  re- 
moval of  a primary  malignant  neoplasm  else- 
where in  the  body  is  a discouraging  though 
not  a hopeless  finding.  During  recent  years 
an  increasing  number  of  pulmonary  resec- 
tions have  been  done  for  metastatic  disease. 
In  carefully  selected  patients  the  results  are 
encouraging  and  compare  favorably  with 
pulmonary  resection  for  primary  carcinoma 
of  the  lung. 

The  purpose  of  this  paper  is  to  emphasize 
that  the  appearance  of  a metastatic  pulmon- 
ary nodule  is  not  necessarily  a fatal  event, 
and  that  surgery  may  have  much  to  offer 
patients  with  this  disease.  It  should  also  be 
stressed  that  such  nodules  may  be  primary 
lung  cancer  rather  than  metastatic  and  that 
frequently  the  distinction  between  the  two 
can  be  made  only  at  operation.  The  material 
presented  here  is  drawn  from  the  author’s 
experience  and  a review  of  the  recent  litera- 
ture on  this  subject. 

The  following  cases  were  selected  to  illus- 
trate the  type  of  patient  which  may  benefit 
from  this  form  of  treatment. 

CASE  REPORTS 

Case  1.  A 49-year-old  woman  had  left  radical 
mastectomy  September,  1964,  for  carcinoma  of  the 
breast.  In  January,  1967,  routine  follow-up  chest 
x-ray  revealed  a coin  lesion  in  the  right  upper 
lobe.  Skeletal  survey  for  metastases,  liver  pro- 
file, bronchoscopy  and  sputum  cytology  were  all 
normal.  For  personal  reasons  she  delayed  surgery 
until  March,  1967,  at  which  time  a right  upper 
lobectomy  was  done  for  a solitary  nodule  ap- 
proximately 1.6  cm.  in  diameter.  There  were  no 
other  palpable  nodules,  and  no  evidence  of  region- 
al node  metastases.  Histologic  examination  re- 
vealed a metastatic  adenocarcinoma  similar  to  the 
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previous  carcinoma  of  the  breast.  She  made  an 
uneventful  recovery  from  surgery  and  her  last 
examination  nearly  a year  later  revealed  no  clin- 
ical or  x-ray  evidence  of  cancer. 

Case  2.  A 60-year-old  woman  had  left  radical 
mastectomy  in  September,  1958,  and  because  of 
axillary  node  metastases  she  received  a course  of 
postoperative  x-ray  therapy.  In  January,  1963, 
she  developed  “pneumonia.”  In  October,  1963,  a 
chest  x-ray  revealed  a suspicious  area  in  the 
right  middle  lobe.  Follow-up  x-rays  revealed  a 
definite  right  middle  lobe  nodule.  Tomograms 
did  not  reveal  any  additional  lesions.  A skeletal 
survey  for  metastases,  bronchoscopy  and  sputum 
cytology  were  normal.  In  February,  1964,  a right 
middle  lobectomy  was  performed.  Histologic  ex- 
amination revealed  metastatic  adenocarcinoma  of 
the  right  middle  lobe.  A mediastinal  lymph  node 
was  free  of  cancer.  The  patient  has  had  follow-up 
with  chest  x-rays  at  6 -month  intervals  and  re- 
mains well  and  free  from  evidence  of  recurrent 
disease  4 years  later. 

Case  3.  A 50-year-old  male  had  anterior  re- 
section of  rectosigmoid  for  carcinoma  of  the  rec- 
tum in  October,  1963.  He  did  well  until  January, 
1967,  when  a solitary  pulmonary  nodule  was  noted 
on  routine  follow-up  chest  x-ray.  In  March,  1967, 
at  thoracotomy  the  patient  was  found  to  have, 
in  addition  to  the  nodule  noted  on  x-ray,  multi- 
ple small  nodules  involving  the  entire  lung.  Biop- 
sies taken  revealed  metastatic  adenocarcinoma.  In 
view  of  the  extensive  disease,  no  resection  was 
performed. 

This  case  demonstrates  that  at  times,  unfor- 
tunately, what  appears  to  be  a solitary  nodule  by 
x-ray  turns  out  to  be  multiple  nodules  at  surgery. 
In  these  cases  tomograms  may  be  helpful  in  re- 
vealing the  multiplicity  of  lesions. 

Discussion 

Unlike  those  with  primary  carcinoma  of 
the  lung,  the  majority  of  patients  with  meta- 
static carcinoma  of  the  lung  are  asympto- 
matic at  the  time  the  diagnosis  is  first  made. 
The  presence  or  absence  of  symptoms  ap- 
pears to  have  less  prognostic  significance  in 
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metastatic  than  in  primary  carcinoma  of  the 
lung.  When  present,  signs  and  symptoms 
include  cough,  hemoptysis,  chest  pain,  fever, 
dyspnea,  weight  loss,  wheeze,  joint  pain 
and  clubbing. 

Diagnosis  is  usually  made  oy  chest  x-rays 
taken  as  a part  of  routine  follow-up  for  treat- 
ment of  a malignant  neoplasm.  The  appear- 
ance is  characteristically  that  of  a round, 
smooth,  non-calcified  pulmonary  lesion. 
Bronchoscopy  is  of  little  help  in  most  cases 
because  of  the  peripheral  location  of  the 
nodule.  Sputum  cytology  is  diagnostic  in  less 
than  half  of  the  cases  in  which  it  is  used  and 
for  that  reason  was  not  employed  routinely. 

In  surgical  procedures  an  attempt  should 
be  made  to  preserve  as  much  lung  tissue  as 
possible,  consistent  with  apparent  complete 
removal  of  the  lesion.  Where  feasible,  re- 
moval of  regional  lymph  nodes  should  be 
performed.  When  pneumonectomy  was  nec- 
essary the  prognosis  was  less  favorable.*’’ 
There  was  no  apparent  difference  in  survival 
when  lobectomy,  segmental  resection  or 
wedge  resection  was  performed. 

Multiple  thoracotomies  were  performed 
for  the  appearance  of  metastases,  on  the  same 
side  or  the  opposite  lung,  subsequent  to  the 
resection  of  the  initial  metastic  lesion.  As 
would  be  expected,  the  prognosis  was  less 
favorable  for  patients  with  multiple  metas- 
tases; however,  there  have  been  several  re- 
ports of  patients  with  multiple  bilateral  re- 
sections for  multiple  metastases  with  good 
results.®’®’*” 

Pulmonary  resection  for  metastatic  can- 
cer is  a safe  procedure  if  patients  are  care- 
fully selected.  Some  of  the  larger  series 
report  no  hospital  deaths  (Table  1). 


TABLE  1 

PULMONARY  RESECTION  FOR  METASTATIC 
MALIGNANCY 


Author 
Thomford  (1) 
Ochsner  (2) 
Edlich  (3) 
Wilkins  (4) 


No.  Operations  Mortality 

221  No  Hospital  Deaths 

34  No  Hospital  Deaths 

81  1.6  percent 

75  No  Hospital  Deaths 


If  the  primary  cancer  was  a carcinoma, 
the  prognosis  is  better  than  for  sarcomas.  A 
notable  exception  to  this  is  a report  by 
Sweetnam®  of  twelve  patients  with  bone  can- 
cers. Seven  survivors  were  alive  an  average 
of  six  years  seven  months,  of  which  only  two 
were  less  than  four  year  survivors.  The 
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prognosis  seemed  to  be  better  if  the  primary 
lesion  originated  from  bowel,  kidney,  uterus, 
ovary  or  testes/’® 

In  selection  of  patients  rigid  criteria  must 
be  met  if  unnecessary  operations  are  to  be 
avoided  and  good  results  are  to  be  achieved. 

1.  The  primary  cancer  must  have  been 
apparently  completely  removed  or 
controlled. 

2.  There  must  be  no  evidence  of  other 
metastases. 

2.  The  pulmonary  metastatic  lesion  must 
be  in  a location  where  its  complete 
removal  can  be  anticipated. 

Some  authors®’®  suggest  a waiting  period 
of  three  months  to  observe  for  the  appear- 
ance of  other  metastases  before  making  a 
final  decision  to  operate.  They  believe  that 
this  probably  does  not  appreciably  effect  the 
prognosis  of  favorable  lesions.  However, 
since  it  is  often  impossible  to  differentiate 
between  metastatic  lung  cancer  and  primary 
lung  cancer,  it  may  not  be  advisable  to  ob- 
serve lesions  that  are  not  clearly  metastases. 
There  are  few  large  series  as  yet  but  from 
the  information  available  the  cumulative  five 
year  survival  for  all  patients  with  pulmonary 
resection  for  metastatic  disease  regardless 
of  cell  type,  operative  procedure,  number  of 
metastases,  etc.,  can  be  expected  to  be  in  the 
range  of  24-30  per  cent  when  the  above  cri- 
teria for  resection  are  observed.  Three  of 
the  larger  series  can  be  seen  in  Table  2. 


TABLE  2 

RESULTS  OF  PULMONARY  RESECTION  FOR 
METASTATIC  TUMOR 


Author 

Thomford,'  et  al 
Wilkins, 2 et  al 
Edlich,’  et  al 


No.  Cases 

no 

67 

61 


Cumulative  Percent 
Yr.  Survival 
30.3% 

26.0% 

24.0% 


Factors  influencing  prognosis: 

1.  The  time  interval  between  resection 
of  the  primary  cancer  and  the  appear- 
ance of  the  pulmonary  metastases  ap- 
pears to  be  an  important  factor.  The 
prognosis  seems  to  improve  as  the 
interval  becomes  larger. 

2.  If  pneumonectomy  is  necessary  the 
prognosis  is  less  favorable. 

3.  Multiple  metastases  in  one  lung  do  not 
rule  out  operability;  however,  the 
prognosis  is  less  favorable. 

4.  Multiple  operations  carry  a less  fav- 
orable prognosis  though  some  good  re- 
sults have  been  reported  with  multiple 
unilateral  and  bilateral  resections. 

5.  The  cell  type  of  the  primary  cancer 
influences  the  prognosis.  Carcinoma 
carries  a better  prognosis  than  sar- 
coma. Bowel,  kidney,  uterus,  ovarian 
and  testicular  lesions  have  a more 
favorable  prognosis. 

6.  The  presence  or  absence  of  symptoms 
has  little  prognostic  significance  in 
metastatic  pulmonary  cancer. 

Summary 

In  carefully  selected  patients  pulmonary 
resection  for  metastatic  lung  cancer  can  be 
expected  to  yield  a 24-30  per  cent  five  year 
survival. 

The  majority  of  patients  are  asymptomatic 
and  diagnosis  is  most  often  made  by  chest 
x-ray  as  a part  of  routine  follow-up  of  treat- 
ed cancer  patients. 

Surgical  procedures  should  be  designed 
to  preserve  as  much  lung  tissue  as  possible. 

Some  factors  which  influence  prognosis 
have  been  discussed.  ® 
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The  single  umbilical  artery- 


A study  of  1,073  consecutive  deliveries 


Robert  C.  Whitesitt,  MD,  Helena,  Montana 


In  the  literature  on  the  single  umbilical 
artery  syndrome  the  oldest  reference  may 
have  been  by  Hurtl,  J.,  ‘‘^Die  Blutgefasse 
der  Menschlichen  ISachgeburt  in  Normalen 
und  Abnormen  Verhaltnissen,”  Vienna, 

1870,  quoted  by  Faierman  in  I960.* 


Until  1955,  vascular  anomalies  of  the  cord 
were  felt  to  be  only  medical  curiosities,  but 
in  that  year  Benirschke  and  Brown  first 
cited  instances  of  concomitant  anomalies.^’® 
Since  that  time,  many  publications  have  sup- 
ported their  observations.  The  incidence  of 
absence  of  one  umbilical  artery  has  been 
quoted  as  anywhere  from  0.5  per  cent®'^°  to 
1.13  per  centh  However,  the  largest  series, 
reported  by  Froelich  and  Fujikura,  listed  an 
incidence  of  203  per  26,539  births,  or  0.76  per 
cent.®  It  is  reportedly  ten  times  higher  in 
twins  or  multiple  births. There  seems  to 
be  a slightly  higher  incidence  in  females 
(54.2  per  cent)  than  in  males  (45.8  per  cent)  ®, 
and  a more  frequent  occurrence  among  white 
(73.5  per  cent)  than  among  negro  (26.5  per 
cent)  populations.® 

There  is  a high  stillbirth  rate  associated 
with  the  single  umbilical  artery.  Froelich 
reported  an  incidence  of  9.8  per  cent,®  and 
Seki,  in  a selected  series  reported  45  per 
cent.^^  Placental  anomalies  are  often  asso- 
ciated, especially  the  velamentous  type.® 

The  presence  of  other  fetal  anomalies  is 
the  most  important  aspect  of  this  problem. 
Richart  and  Benirschke,  in  1958,  first  de- 
scribed gonadal  dysgenesis  associated  with  a 
single  umbilical  artery,^  and  subsequent 
authors  have  reported  anomalies  of  skeletal. 


Fig.  1.  Cross  section  of  umbilical  cord  of  patient 
with  single  umbilical  artery. 


Fig.  2.  Cross  section  of  normal  cord  for  compari- 
son. Note  two  umbilical  arteries  and  one  umbilical 
vein. 
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gastrointestinal  genitourinary,  cardiovascu- 
lar, respiratory,  central  nervous,  and  integu- 
mentary systems.®’®'®’^^  The  incidence  of  as- 
sociated anomalies  has  been  reported  from 
19  per  cent®  to  26  per  cent.®  In  the  absence 
of  obvious  defects  at  birth,  Feingold  et  al. 
did  I.V.P.’s  on  24  of  32  infants  born  with  a 
single  umbilical  artery  and  found  eight  in- 
fants with  urinary  anomalies,  including 
horseshoe  kidney,  rotation  of  a kidney,  and 
other  defects.®  Chromosome  defects  have 
been  found  in  some  series.  Benirschke  re- 
ports 10  cases  out  of  15  with  single  umbilical 
artery  showing  either  Trisomy  D (13  to 
15)  or  Trisomy  18  defects.^ 

Present  series 

The  umbilical  vessels  were  examined  in 
1,073  consecutive  deliveries,  from  January 
1962  to  January  1968.  Five  instances  of  single 
umbilical  artery  were  found  (0.47  per  cent) , 
and  a single  instance  of  4 umbilical  vessels, 
which  has  apparently  not  been  previously 
reported.  Of  the  five  with  single  umbilical 
artery,  one  fetus  was  stillborn,  approx,  six 
weeks  before  term,  weighing  39  oz.  The 
only  anomaly  found  at  autopsy  was  the  sin- 


gle umbilical  artery.  The  other  four  babies 
are  apparently  normal  in  all  respects,  and 
no  anomalies  have  been  noted  on  subsequent 
examinations.  The  youngest  of  these  infants 
is  now  12  months  old,  the  oldest  19  months. 
No  special  studies,  such  as  I.V.P.  or  chromo- 
some analysis  have  been  done  as  yet. 

Of  economic  interest  is  the  fact  that  one 
infant  with  a single  umbilical  artery  was 
denied  insurance  for  the  first  year  of  life. 
The  infant  bom  with  4 umbilical  vessels  was 
apparently  normal  at  birth.  The  age  would 
be  two  months  now;  however,  because  of 
adoption,  this  infant  has  been  lost  to  follow- 
up. 

Summary 

Literature  on  the  single  umbilical  artery 
syndrome  has  been  briefly  reviewed,  and  the 
author’s  series  of  1,073  consecutive  deliveries 
with  an  incidence  of  5 single  umbilical  ar- 
teries and  1 cord  with  4 vessels  is  presented. 
There  was  one  stillbirth  in  the  series;  all 
other  infants  are  apparently  normal.  • 
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Dysphagia  associated  with  left  atrial 
enlargement  and  atrial  fibrillation* 


Richard  V.  Lee,  MD,  and  William  A.  Freeman,  MD,  Poplar,  Montana, 
and  Robert  J.  Olson,  MD,  Williston,  North  Dakota 


Dysphagia  produced  by  abnormalities  of  the 
thoracic  aorta  and  its  branches  is  an  uncom- 
mon but  well  documented  clinical  prob- 
lem. Less  attention  has  been  given  to  the 
role  of  cardiac  enlargement  as  a cause  of  diffi- 
cult or  uncomfortable  swallowing.  Osier  men- 
tioned dysphagia  as  a symptom  of  pericarditis 
with  effusion.’'  Keates  and  Magidson  reported 
a series  of  hypertensive,  aged  patients  with 
dysphagia  due  to  compression  of  the  esopha- 
gus between  a sclerotic,  tortuous  aorta  and 
an  enlarged  or  faihng  left  ventricle,  frequent- 
ly associated  with  atrial  fibrillation.^  A recent 
report  described  dysphagia  in  two  patients 
with  rheumatic  heart  disease  caused  by  com- 
pression of  the  esophagus  by  dilated,  fibrillat- 
ing  left  atria.^  This  report  was  of  interest  to 
us  because  of  similarities  to  the  following 
case. 

CASE  REPORT 

The  patient  is  a 60-year-old  American  Indian 
man  who  had  rheumatic  fever  at  the  age  of  17. 
He  was  told  that  he  had  a heart  murmur  during 
the  1940’s  but  had  no  symptoms  referable  to  his 
heart  disease  until  1960  when  he  noted  the  gradual 
onset  of  dyspnea  on  exertion.  He  was  seen  at  the 
Indian  Health  Clinic,  Poplar,  Montana,  in  1962 
with  complaints  of  orthopnea,  dyspnea  on  minimal 
exertion  and  pains  in  the  chest.  The  murmur  of 
mitral  stenosis  with  atrial  fibrillation  was  found 
and  he  was  digitalized.  A barium  swallow  demon- 
strated left  atrial  enlargement;  he  had  no  symp- 
toms referable  to  the  gastrointestinal  tract.  In  1963 
the  murmur  of  aortic  insufficiency  was  first  heard 
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and  he  was  referred  to  the  Public  Health  Service 
Hospital  in  Seattle  for  evaluation.  X-rays  demon- 
strated mitral  valve  calcification  and  left  atrial  en- 
largement. Cardiac  catheterization  revealed  a 
pulmonary  artery  pressure  of  35/12  mm  Hg,  a pul- 
monary wedge  pressure  of  21/11  mm  Hg,  and  a 
right  ventricular  pressure  of  33/4  mm  Hg.  The 
direct  radial  arterial  pressure  was  148/62  mm  Hg. 
The  calculated  mitral  valve  area  was  1.17  cm^  by 
the  Fick  method.  Surgery  and  an  attempt  to  con- 
vert his  fibrillation  to  normal  sinus  rhythm  were 
not  done  because  of  the  patient’s  reluctance  and 
his  well  compensated  status. 

The  patient  did  well  until  January,  1966,  when 
he  noted  the  onset  of  early  satiety,  mild  anorexia 
and  difficulty  swallowing.  Food,  particularly  sol- 
ids, seemed  to  get  stuck  and  produce  substemal 
and  epigastric  discomfort  and  he  confined  himself 
to  a liquid  diet.  An  EKG  showed  slow  flutter- 
fibrillation.  There  was  moderate  exercise  intoler- 
ance but  no  edema,  hepatomegaly,  or  thyromegaly. 
A PBI  was  3.7  microgms.%.  A chest  x-ray  re- 
vealed left  atrial  and  left  ventricular  enlargement. 
Phenobarbital,  30  mgm  t.i.d.  produced  some  relief 
of  his  symptoms  until  July,  1966,  when  he  again 
came  to  the  Indian  Health  Clinic  complaining  of 
difficulty  swallowing,  early  satiety,  and  substernal 
pain  and  burning.  There  was  no  regurgitation, 
water  brash,  or  recumbent  substernal  distress;  his 
symptoms  were  confined  to  meals  and  the  immedi- 
ate post-prandial  period.  There  was  moderate 
dyspnea  on  exertion  but  no  orthopnea  or  edema. 
The  neck  veins  were  not  distended  at  30°;  the 
lungs  were  clear  to  percussion  and  auscultation. 
The  heart  had  an  irregularly,  irregular  rhythm 
with  a rate  of  75  to  85  and  a small  pulse  deficit; 
murmurs  of  aortic  stenosis  and  insufficiency  and 
mitral  stenosis  and  insufficiency  were  heard.  There 
was  no  hepatosplenomegaly;  neurologic  examina- 
tion was  within  normal  limits  and  there  was  no 
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Fig.  1.  Barium  swallow  in  the  left  lateral  projec- 
tion. Note  the  definite  displacement  of  the  lower 
esophagus  indicating  left  atrial  enlargement.  In- 
dentation on  the  mid-esophagus  indicates  promi- 
nent pulmonary  arteries. 

ptosis.  The  hematocrit  was  47%  and  the  RBC  mor- 
phology was  normal.  A barium  swallow  demon- 
strated extrinsic  pressure  from  an  enlarged  left 
atrium  (Figs.  1 and  2)  and  pulmonary  artery 
engorgement.  No  intrinsic  esophageal  lesions  were 
seen  and  barium  flowed  through  the  esophagus 
without  difficulty.  The  remainder  of  the  upper 
gastrointestinal  tract  was  normal.  A chest  x-ray 
showed  atrial  and  right  and  left  ventricular  en- 
largement. 

The  patient  was  treated  with  thiazide  diuretics, 
phenobarbital  and  belladonna  tablets,  antacids,  and 
a six-feeding,  low  salt,  soft  diet  with  excellent 
symptomatic  results  and  a 10-pound  gain  in 
weight.  His  condition  has  remained  stable  except 
for  an  episode  of  acute  bronchitis  accompanied  by 
recurrent  dysphagia,  orthopnea,  and  decrease  in 
his  exercise  tolerance  but  still  no  edema  or  hepato- 
megaly. Successful  treatment  and  resolution  of  this 
intercurrent  illness  resulted  in  decreased  dyspha- 
gia and  return  to  his  usual  state  of  cardiac  com- 
pensation. 

Discussion 

Dysphagia  is  a symptom  which  requires 
careful  evaluation.  It  is  particularly  distress- 


Fig.  2.  Spot  film  in  the  supine  position  shows  con- 
spicuous pressure  defect  of  the  esophagus  sec- 
ondary to  left  atrial  enlargement. 


ing  to  patients  with  organic  heart  disease  and  | 
may  contribute  to  the  syndrome  of  cardiac  j 
cachexia.  The  patient  presented  had  no  radio- 
logic  evidence  for  intrinsic  gastric  or  esopha- 
geal disease  such  as  neoplasm  or  hiatal  hernia 
with  reflux.  The  x-rays  demonstrated  signifi-  j 
cant  extrinsic  pressure  on  the  esophagus  from  ! 
dilated  pulmonary  arteries  and  an  enlarged  1 
left  atrium  similar  to  that  described  by  Dines  I 
and  Anderson.^  Careful  attention  to  diet  and 
some  improvement  in  cardiac  compensation  | 
significantly  relieved  his  symptoms.  An  inter-  | 
current  illness  resulted  in  rapid  reappearance  f 
of  dysphagia  and  symptoms  of  congestive  I 
heart  failure;  successful  therapy  for  this  I 
again  lessened  his  troubles  with  swallowing.  | 

Two  of  Keates  and  Magidson’s  patients  | 

had  atrial  fibrillation  and  in  one  of  them  i 

1 

there  was  co-existing  evidence  of  left  atrial  ! 
compression  of  the  esophagus  which  they  felt 
resulted  from  posterior  displacement  of  the  i 
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left  atrium  by  an  enlarged  left  ventricle.®  In 
the  cases  presented  by  Dines  and  Anderson^ 
and  in  this  report  abnormalities  of  the  tho- 
racic aorta  and  left  ventricle  were  less  severe. 
A prominent  feature  of  these  cases  is  the 
presence  of  atrial  fibrillation  which  may  be 
a clue  for  the  clinician  when  confronted  with 
a patient  with  organic  heart  disease  and  dys- 
phagia. Improved  cardiac  compensation  as 
measured  by  diuresis  significantly  alleviated 
the  symptoms  of  dysphagia^;  it  is  interesting 
to  speculate  on  the  possibility  of  similarly 
improving  the  dysphagia  associated  with  a 
dilated,  fibrillating  left  atrium  by  successful 


conversion  to  normal  sinus  rhythm,  and  im- 
proved atrial  emptying.  Dysphagia  occurring 
in  a patient  with  organic  heart  disease  may 
indicate  cardiac  decompensation. 

Summary 

A patient  with  dysphagia  associated  with 
rheumatic  heart  disease,  atrial  fibrillation 
and  atrial  enlargement  is  presented.  Radio- 
graphic  studies  demonstrated  extrinsic  com- 
pression of  the  esophagus  by  the  left  atrium. 
Review  of  similar  reported  cases  suggests  the 
role  of  atrial  fibrillation  as  a contributing 
factor  and  a clinical  sign.  • 
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How  To  Be  A Good  Witness 

1.  Think  before  you  speak.  When  your  lawyer  roars  “Objection!”  wait  until  the  court 
gives  its  ruling. 

2.  Be  fair,  be  frank.  Don’t  be  too  anxious  to  please  or  too  eager  to  fight.  If  you 
make  a mistake,  or  a slight  contradiction,  admit  it  and  correct  it.  Don’t  tie  yourself  in 
knots  trying  to  cover  up  some  slip  of  speech  or  memory. 

3.  Keep  your  temper.  Don’t  let  anybody  rile  you  into  arguments  over  trivial  points 
or  even  important  ones.  Be  firm,  but  flexible. 

4.  If  you  can’t  answer  “Yes”  or  “No,”  say  so.  Modify  your  reply  by  “Under  certain 
circumstances  ...” 

5.  If  you  don’t  know  or  can’t  remember,  say  so.  Those  are  legitimate  answers  to 
the  most  illegitimate  questions. 

6.  Avoid  mannerisms  of  speech.  The  habit  of  prefacing  your  replies  with  something 
like  “I  can  truthfully  say  ...”  may  cast  unwarranted  doubts  on  your  whole  testimony. 

7.  Don’t  get  caught  by  snares  like  these: 

“Did  you  ever  discuss  this  with  anyone?”  Of  course.  And,  if  asked,  name  the  people. 
The  lawyer,  the  parties  to  the  suit,  etc. 

“Are  you  as  positive  about  this  as  the  rest  of  your  testimony?”  STOP!  Are  you? 

“You  won’t  say  yes  or  you  won’t  say  no?”  Try,  maybe. 

“Do  you  want  this  jury  to  understand  Listen  closely  to  that  one.  If  you  don’t 

want  the  jury  to  understand  it  that  way,  make  clear  what  you  do  want  them  to  under- 
stand. 

8.  Never  try  to  be  a “smart”  witness.  And  if  a lawyer  is  obviously  giving  you  a 
chance  for  a wisecrack,  avoid  it  like  the  plague.  It’s  just  the  anaesthetic  before  the  knife 
— putting  you  in  the  no w-this-won’t-hurt-a- bit-mood. 


for  May  1968 


45 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 

Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 

In  bacterial/allergic  u.r.i.,ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 

Average  adult  dosage;  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 

Contraindications;  History  of  hypersensitivity  to  any 
component. 

Warning;  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 

Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 

Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions;  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions;  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney- rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver -cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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Pterygium— 


Surgical  excision  followed  by  beta  irradiation 


Gerald  E.  Rowen,  MD,  Miles  City,  Montana 


This  discussion  concerns  a technic 
disparaged  by  some  hut  which, 
when  properly  performed, 
gives  favorable  results. 


Recurring  pterygium  is  a vexing  problem 
with  no  single  standard  treatment  at  the 
present  time. 

Current  Therapy 

1.  Surgery:  In  1953,  Rosenthal  wrote  a 
comprehensive  discussion  of  previously  de- 
scribed surgical  procedures.^  In  the  ensuing 
14  years,  numerous  other  articles  appeared 
reporting  new  methods.  In  all,  the  recur- 
rence rate  is  somewhere  between  20  and  60 
percent.^'^  Technics  with  inconclusive  results 
include  grooving  the  limbus  and/or  entrance 
into  the  anterior  chamber®’  and  corneal 
grafts.®’  The  latter  technic  shows  consid- 
erable promise  but  is  expensive  and  com- 
plicated. 

2.  Surgery  and  Chemotherapy:  In  addi- 
tion to  surgery,  or  combined  with  it,  drugs 
have  been  used  with  limited  success.^  Tri- 
ethylenethiophosphoramide  (Thio-TEPA) 
has  shown  some  promise  as  an  inhibitory 
agent  with  results  reported  as  comparable 
to  surgery  plus  irradiation.  ®’  This  treat- 
ment, however,  has  to  be  continued  for  at 
least  as  long  as  six-eight  weeks,  using  a 
1:2000  solution  every  four  hours  during  the 
patient’s  waking  period.  The  author  has  tried 
this  technic  with  six  patients — two  had  re- 
currences, two  developed  scars,  and  one  had 
a severe  allergic  reaction. 


3.  Surgery  and  Irradiation:  In  the  au- 
thor’s opinion,  the  most  promising  results 
follow  combined  surgery  and  beta  irradia- 
tion. Much  has  been  written  to  substantiate 
this  but  it  is  still  not  generally  accepted.  The 
point  of  contention  is  not  whether  the 
pterygia  are  cured,  but  whether  the  side  ef- 
fects offset  the  benefit’s  obtained. 

Beta  irradiation  has  been  given  with 
radon  bulbs,  radium  plaques,  Grenz  rays  and 
x-rays  in  poorly  controlled  dosage  schedules 
prior  to  1950,  and  even  today  in  some  insti- 
tutions. All  of  these  technics  are  less  sus- 
ceptible to  good  control  than  Sr  90  or  low 
voltage  beta  irradiation,  which  was  first  used 
in  1949-50.  Consequently,  numerous  serious 
complications  were  reported  following  huge 
dosages  of  irradiation  given  for  vernal 
catarrh,  corneal  vascularization,  tumors  and 
other  diseases,  and  once  these  complications 
are  reported  they  are  repeated  throughout 
the  literature  until  an  illusion  is  created 
that  the  incidence  is  far  greater  than  it 
actually  is.  For  example,  Jones  and  Reese 
reported  three  cases  of  scleral  atrophy^®  and 
subsequently  this  report  has  reappeared  in 
several  papers;®’  however,  these  patients 
were  not  treated  for  pterygium  but  for 
squamous  cell  carcinoma.  In  the  largest  series 
of  treatment  of  pterygium  with  surgery  and 
beta  irradiation  reported  to  date,  only  one 
patient  in  166  had  what  might  be  called  a 
serious  side  effect,  and  that  was  keratiniza- 
tion  of  the  conjunctival  epithelium.®  Four 
patients  seen  by  this  author  have  developed 
symblepharon  resulting  from  surgery  and 
beta  irradiation,  but  the  source  and  dosage 
given  were  not  known.  Two  of  these  patients 
cannot  move  the  involved  eye  beyond  the 
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midline  and  have  resulting  diplopia.  One 
patient  has  undergone  numerous  surgical 
procedures  without  success  in  an  attempt  to 
relieve  the  situation. 

The  development  of  cataract  is  a theo- 
retical hazard  but  practically  is  of  minimal 
importance.  Of  695  cases  reported,  only  five 
had  cataracts  of  the  sector  type  and  none  of 
these  went  on  to  visual  loss.'*  In  a recent 
report,  83  eyes  were  treated  with  1,000  to 
7,200  reps  given  during  the  first  three  post- 
operative days.  Seven  eyes  showed  sector- 
type  non-progressive  opacities,  and  these 
occurred  in  the  patients  receiving  higher  dos- 
ages. No  patients  receiving  3,000  reps  or  less 
developed  any  opacities  during  the  five  to 
eight  year  follow-up  period. 

There  seems  to  be  some  latitude  allow- 
able in  the  amount  and  timing  of  the  beta 
irradiation.  For  instance,  3,000  reps  in  divided 
doses  of  1,000  reps  weekly  was  found  satis- 
factory, while  others  have  advocated  a single 
dose  of  1,500  to  2,500  reps.^-  ^ One  investi- 
gator has  advised  that  only  ophthalmologists 
give  the  irradiation. In  general,  however, 
ophthalmologists  are  neither  adequately 
trained  nor  experienced  in  using  such  a po- 
tentially hazardous  therapy.  Irradiation 
should  be  employed  only  by  someone  fully 
aware  of  its  physical,  pathologic  and  thera- 
peutic potentialities. 

Method 

The  pterygium  is  excised  by  lamellar  dis- 
section, including  the  head  and  the  body. 
Within  24  hours,  the  limbal  area  is  given 
1,380  r with  the  Strontium  90  applicator  and 
the  patient  is  placed  on  steroid  drops  q.i.d. 
Irradiation  is  repeated  in  two  weeks.  An  extra 
dose  of  irradiation  may  be  given  if  the 
pterygium  is  especially  vascular. 

Results 

No  recurrences  occurred  with  two  doses 
two  weeks  apart,  but  when  a single  dose  was 
given,  recurrences  did  occur.  In  seventy- 
three  patients  treated  with  various  methods 
by  this  author,  the  recurrence  rate  prior  to 
the  use  of  beta  irradiation  was  37  percent, 
whereas,  with  beta  irradiation,  if  was  reduced 


to  zero.  This  is  comparable  to  the  experiences 
of  others.  " 

Results  of  the  total  group  are  as  follows: 

Recur- 


Surgery  and  Cautery 

Eyes 

Scars 

rence 

Cured 

Alone 

Surgery  and  Beta 

46 

13 

17 

29 

Irradiation 

27 

2 

2 

27 

In  the  27  eyes  treated  by  the  latter  method 
there  have  been  23  without  scar  or  recur- 
rence. Two  had  recurrences  after  only  one 
dose  of  1,380  r.  They  were  reoperated  and 
given  two  treatments  of  1,380  r each  without 
recurrence  or  scar.  The  term  “scar”  is  used 
to  indicate  a growth  of  tissue  into  the  corneal 
area  of  excision  but  which  does  not  progress 
beyond  this  point.  The  reason  for  using  this 
term  is  that  many  pterygia  are  removed  for 
cosmetic  reasons,  and  a scar  is  a poor  cos- 
metic result.  One  patient  had  irradiation  for 
four  consecutive  weeks  with  a resultant  scar. 
The  followup  in  this  series  has  been  as  long 
as  seven  years  and  the  findings  are  com- 
mensurate with  the  results  obtained  else- 
where with  a followup  of  ten  years.* 

In  one  recent  report  there  was  a recur- 
rence rate  of  8 percent,^®  but  here  irradiation 
was  given  only  during  the  first  three  post- 
operative days.  This  suggests  that  the  treat- 
ment periods  should  be  separated. 

Steroids  were  used  postoperatively  be- 
cause of  their  anti-inflammatory  effect  and 
their  contribution  to  the  comfort  of  the  pa- 
tient. Many  patients  complain  of  pain  the 
day  of  irradiation.  One  patient  in  this  series 
had  pain  relieved  only  by  an  intramuscular 
injection  of  Meticorten.  When  the  opposite 
eye  was  operated  on  subsequently,  however, 
the  pain  following  irradiation  was  minimal 
and  controlled  with  topical  steroids.  The 
technic  was  the  same  for  both  eyes  and  the 
explanation  for  the  difference  in  pain  is  not 
apparent. 

Discussion 

The  author’s  personal  experience  and  re- 
ports in  the  literature  indicate  that  a high 
percentage  of  success  may  be  obtained  in 
the  treatment  of  pterygium  by  employment 
of  surgical  excision  followed  by  irradiation. 
A thorough  review  of  the  literature  reveals 
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only  one  case  with  a serious  complication 
following  the  recommended  treatment  by 
surgery  followed  by  beta  irradiation.  The 
serious  sequelae  of  irradiation  can  be  traced 
mainly  to  excessive  dosage  and  poor  titration 
methods.  However,  it  is  apparent  irradiation 
may  be  used  with  safety  when  certain  pre- 
cautions are  taken.  For  best  results  and 
greatest  safety,  it  appears  that  irradiation 
should  be  given  in  divided  doses  and  the 
total  dose  should  not  exceed  3,000  reps. 
Optimally,  2,500-3,000  reps  given  in  biweekly 


dosage  of  1,380  reps  per  administration  is 
very  safe  and  effective.  It  is  the  author’s 
opinion  that  administration  should  be  by  a 
radiologist  rather  than  an  ophthalmologist, 
since  few  of  the  latter  are  fully  cognizant 
of  all  the  ramifications  of  such  therapy.  When 
properly  employed,  beta  irradiation  coupled 
with  surgical  excision  appears  to  be  the  most 
effective  treatment  for  pterygia.  ® 
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Neurological  diagnosis* 


Significance  and  limitations  of  ancillary  studies 


Alexander  C.  Johnson,  MD 
Great  Falls,  Montana 


Tests  are  useful  within  the  specific  scope 
of  each  and  within  their  limits  of  accuracy. 
Disastrous  consequences  can  follow  the 
assumption  that  any  of  these  studies^ 
particularly  if  negative,  can  be  accepted 
as  final. 


Clinicians  in  a given  field  of  medicine 
are  aware  of  the  limitations  of  various  diag- 
nostic studies  which  they  may  perform  or 
request.  Conversely,  clinicians  outside  the 
particular  speciality  often  regard  such  tests 
as  yielding  incontrovertable  evidence  of  pres- 
ence or  absence  of  a particular  disease  or 
pathologic  condition.  It  may  follow  that 
colleagues  in  pathology  and  radiology  may 
attach  more  significance  to  their  findings 
than  the  knowledgeable  clinician.  It  is  not 
the  purpose  of  this  essay  to  criticize  the  value 
of  such  studies  in  neurological  diagnosis,  nor 
to  attempt  a statistical  analysis  of  the  rela- 
tive “accuracy”  of  such  studies  in  diagnostic 
investigation.  Such  statistical  analyses  have 
been  done,  but  often  none  too  meaningful 
because  of  variation  in  relative  indications 
for  certain  examinations.  This  may  result  in 
some  studies  being  requested  routinely  and 
others  only  in  particular  circumstances.  Fur- 
thermore, not  only  the  time  that  a test  is 
made  but  its  correlation  with  other  studies, 
both  clinical  and  laboratory,  are  factors  of 
utmost  significance.  It  is  rather  my  purpose 
to  outline  generally  what  one  can  learn  in 
study  of  a neurologic  patient  from  these  tests 

‘From  the  Montana  Neurological  Clinic,  Great  Falls,  Mon- 
tana. 


and  examinations.  Space  limitations  require 
omission  of  infrequent  tests  or  those  of  limit- 
ed usefulness. 

All  ancillary  studies  are  but  measure- 
ments; there  is  a flexible  range  of  “normal,” 
with  measurements  beyond  the  usual  nor- 
mal but  not  necessarily  indicative  of  “ab- 
normal” in  indicating  the  presence  of  disease. 

For  convenience,  these  studies  will  be  con- 
sidered in  the  following  order  without  imply- 
ing any  relative  value  of  one  over  another; 
(1)  Radiography,  (2)  Electrodiagnostic  tech- 
nics, (3)  Cerebrospinal  fluid,  (4)  Radioiso- 
tope “scans,”  and  (5)  Contrast  studies. 

Radiography 

Ordinary  radiography  of  the  skull  and 
vertebral  column  yields  direct  information 
about  certain  problems  within  the  central 
nervous  system  such  as  fractures,  disloca- 
tions, bone-productive  or  bone-destructive 
processes,  foreign  bodies,  etc.  Radiography  of 
other  parts  of  the  body  may  be  directly  per- 
tinent to  peripheral  neuropathology,  or  may 
yield  information  relative  to  other  diseases 
affecting  neural  structures.  Radiography  is 
of  such  routine  utilization  that  its  value  is 
well  recognized,  but  there  are  many  patho- 
logic conditions  not  demonstrated  by  plain 
radiography,  such  as  vascular,  inflammatory 
or  even  neoplastic  disease,  unless  there  is 
calcification  or  secondary  bone  changes  in 
the  form  of  hyperostosis,  destruction,  or  ero- 
sion. The  presence  or  absence  of  a fracture 
or  dislocation  does  not  necessarily  correlate 
with  central  nervous  system  trauma  since  an 
extensive  skull  fracture  may  not  be  accom- 
panied by  brain  injury  while  fatal  injury  may 
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occur  without  a fracture.  Similarly,  traumatic 
myelopathy  of  severe  degree  may  be  associ- 
ated with  little  or  no  vertebral  displacement 
due  to  “rebound.”  The  maximum  displace- 
ment of  a vertebral  fracture-dislocation  may 
be  assumed  nearly  always  to  have  been 
greater  at  the  instant  of  injury  than  that 
demonstrated  radiographically. 

Electrodiagnostic  technics 

These  include  electroencephalography, 
electromyography  and  echoencephalography. 
Electroencephalography  consists  of  a record- 
ing of  a summation  of  ampified  electrical 
potentials  between  pairs  of  electrodes  ar- 
ranged over  the  scalp  (and  occasionally  else- 
where) and  recorded  graphically.  Interpreta- 
tion of  such  records  is  empirical.  Certain 
types  of  wave  forms,  asymmetric  or  focal 
characteristics  of  the  records,  and  certain 
deviations  in  frequency,  amplitude,  etc.,  may 
each  have  particular  significance  although 
mostly  of  a statistical  sort.  There  are  pro- 
found variations  in  “normal  EEC’s  due  to  the 
patient’s  age  or  state  of  wakefulness.  In  order 
to  derive  maximum  information  from  the 
EEC,  the  clinician  should  discuss  the  EEC 
findings  with  the  electroencephalographer, 
who  requires  information  on  the  clinical 
problem  in  order  to  give  a meaningful  report. 
“Abnormal”  EEC’s  may  be  recorded  in  some 
10  to  15  per  cent  of  the  “normal”  population, 
depending  upon  the  criteria  of  the  individual 
laboratory.  A similar  proportion  of  patients 
with  known  convulsive  disorders  may  have 
normal  EEC’s  at  any  given  time.  This  simply 
means  that  paroxysmal  disturbances  in  these 
individuals’  records  are  occurring  infrequent- 
ly, and  such  records  are  still  of  value  in 
that  they  tend  to  exclude  gross  organic 
seizure  foci  or  other  CNS  disease.  The 
EEC  is  an  extremely  valuable  screening 
study  and  should  be  done  in  any  instance 
of  a convulsive  seizure,  unexplained  lapse 
of  consciousness,  or  other  indication  of 
cerebral  alteration.  The  EEC  does  not  give 
direct  information  about  the  subject’s  intel- 
lectual status  nor  his  psychological  state.  We 
occasionally  receive  requests  for  EEC  exam- 
ination of  infants  because  of  “retardation.” 
In  such  cases,  the  electroencephalographer 
may  provide  information  pertinent  to  prob- 


able gross  brain  disease,  but  cannot  deter- 
mine the  intelligence  of  the  subject. 

Electromyography  involves  the  analysis 
of  nerve-muscle  potentials  either  by  conver- 
sion to  sound  or  by  study  of  wave  forms  on 
an  oscilloscope  screen,  or  more  commonly 
both,  with  a photographic  record  of  the  latter 
if  desired.  The  EMC  can  be  of  great  value  in 
localizing  lesions  involving  spinal  nerve  roots, 
since  the  most  clear-cut  pathologic  findings 
in  electromyography  are  the  potentials  char- 
acteristic of  denervation:  “fibrillation  poten- 
tials.” This  is  of  value  in  atypical  disc  hernia- 
tions or  other  spinal  nerve  pathology,  in  the 
cervical  as  well  as  the  lumbar  areas,  where 
a clear-cut  localization  might  not  be  made  on 
clinical  grounds  or  by  myelography.  Diseases, 
such  as  primary  muscular  dystrophy  and  my- 
asthenia gravis,  which  affect  the  muscles 
directly  rather  than  as  a result  of  lower 
motor  neuron  disease  cannot  be  diagnosed 
accurately  by  EMG,  particularly  in  the  early 
or  equivocal  case. 

Echoencephalography  is  relatively  new, 
and  in  spite  of  considerable  enthusiasm  by 
some,  this  diagnostic  tool  is  still  in  a state  of 
development.  For  the  present,  and  subject  to 
substantial  limitations  even  here,  the  detec- 
tion of  displacement  of  midline  structures  in- 
tracranially  is  the  principal  neurologic  appli- 
cation. This  test  involves  the  use  of  an  ultra- 
sound source,  and  a means  for  demonstrating 
visually  (oscilloscope  screen)  the  time  of 
passage  of  waves  from  their  source  to  the 
opposite  side  of  the  head  or  other  reflecting 
structure,  and  back  to  the  receiver — much  in 
the  manner  of  “sonar.”  Subdural  hematomas 
and  other  space-occupying  lesions  can  cause 
displacement  of  midline  structures  and  other 
changes  which  can  be  detected  by  a skilled 
examiner.  However,  lack  of  displacement  of 
recorded  midline  may  not  of  itself  exclude 
pathologic  conditions,  even  of  a space-occupy- 
ing sort,  as  in  the  presence  of  bilateral,  sub- 
dural hematomas  of  more  or  less  equivalent 
size  and  position.  The  principal  value  of  this 
examination  is  that  it  is  rapidly  done  with 
portable  equipment  at  the  bedside.  Its  limita- 
tions may  create  a false  sense  of  security  in 
the  case  of  a “negative”  examination. 
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Cerebrospinal  fluid 

i 

I Cerebrospinal  fluid  studies  are  subject  to 
[ more  misinterpretation  than  any  other  ancil- 
[ lary  neurologic  examination,  largely  because 
► most  CSF  studies  are  requested  by  physicians 
1 other  than  neurologists  or  neurosurgeons. 
f The  least  reliable  part  of  spinal  fluid  exam- 

1*  ination  is  probably  the  recording  of  its  pres- 
sure, since  this  is  highly  labile  physiologically 
and  tends  to  parallel  intracranial  and/or  in- 
travertebral  venous  pressure.  Reasonably 
reliable  pressure  readings  are  made  with  the 
patient  relaxed  in  the  lateral  decubitus  posi- 


tion, breathing  quietly,  and  without  fleonon 


I because  of  impedence  of  venous  drainage 
from  the  cranial  cavity,  produces  a prompt 
i and  marked  rise  in  the  CSF  pressure.  The 
[ Queckenstedt  test  makes  use  of  this  physio- 
logic phenomenon  and  is  helpful  in  demon- 
strating a block  in  the  spinal  space  between 
the  cranial  cavity  and  the  needle,  provided 
i that  the  block  is  smaller  than  the  lumen  of 
' the  needle.  Thus,  the  absence  of  demonstrable 
^ block  on  Queckenstedt  test  does  not  exclude 
. serious  encroachment  on  intravertebral  struc- 
tures. The  test  should  not  be  done  in  the 
' presence  of  suspected  intracranial  disease, 
for  it  yields  no  information  of  significance 
: in  lesions  above  the  foramen  magnum  and, 

' in  the  presence  of  a space-occupying  lesion, 
merely  magnifies  the  hazards  already  present 
1 with  the  lumbar  puncture  itself.  The  single 
■ exception  is  in  lateralizing  a lateral  sinus 
^ thrombosis,  but  even  here  it  may  be  mis- 
: i leading  due  to  anomalies  of  the  torcula.  Since 
ji  the  Queckenstedt  test  usually  yields  no  in- 
formation  that  is  not  already  known  from 
; clinical  evidence,  it  might  be  best  to  omit  it 
I Y from  the  routine  lumbar  puncture  protocol. 

Any  biochemical  or  biological  tests  can 
be  done  on  the  cerebrospinal  fluid  that  can 
1 be  done  on  any  body  fluid,  but  only  a small 
'■  number  of  studies  have  information  of  im- 
mediate  value.  A cell  count  is  important  in 
^ reference  to  inflammatory  processes,  with 
a large  predominance  of  polymorphonuclear 
cells  suggesting  a pyogenic  infection  and  a 
lesser  number,  associated  with  mononuclear 
V cells,  suggesting  an  acute,  nonpyogenic  infec- 
■ tion.  Predominantly  mononuclear  cell  counts 


are  characteristic  of  later  stages  of  nonpyo- 
genic inflammation,  viral  or  other.  In  this 
era  of  ad  libitum  use  of  antibacterial  agents, 
one  must  bear  in  mind  that  there  is  a rapid 
transition  of  the  cellular  response  toward  a 
more  chronic  type  of  cytologic  picture  after 
an  effective  antibiotic  is  started.  Thus,  a 
spinal  fluid  obtained  after  several  days  of 
treatment  of  an  acute,  purulent  meningitis 
may  suggest  a more  chronic  infection.  Anti- 
biotics may  also  suppress  bacterial  growth 
in  vitro  and  could  result  in  erroneous  conclu- 
sions as  to  the  nature  of  the  infection  when 
undue  reliance  is  placed  on  negative  cultures. 
Bacteriologic  culture  of  the  fluid  is  probably 
of  little  value  in  the  presence  of  cell  counts 
of  less  than  50  per  cubic  millimeter.  Fluids 
with  higher  counts  should  be  subject  to  ap- 
propriate smear  and  culture.  All  cells  should 
be  counted,  though  in  many  laboratories  the 
routine  count  does  not  include  erythrocytes. 
Not  all  red  cells  in  cerebrospinal  fluid  are 
the  result  of  trauma  from  the  puncturing 
needle.  A few  red  cells,  an  elevated  protein 
and  some  xanthochromia  are  very  common 
observations  in  the  presence  of  a chronic  sub- 
dural hematoma.  Intracerebral  hemorrhage 
may  yield  only  a few  red  cells  in  the  fluid. 
In  addition,  the  red  cell  count  permits  rough 
correction  of  the  recorded  protein  level  of 
the  fluid  in  the  case  of  a “traumatic  tap.” 
There  is  a tendency  for  laboratories  to  dis- 
card such  faintly  blood-tinged  fluid  as  value- 
less for  examination.  While  it  is  true  that 
fluid  from  a skillfully  executed  diagnostic 
lumbar  puncture  will  contain  no  red  cells, 
it  is  not  rare  to  find  red  cells  after  myelog- 
raphy as  a result  of  needle  manipulation. 
Here  also,  the  total  protein  level  may  be  of 
some  significance  as  compressive  nerve  root 
lesions  are  often  associated  with  elevation 
of  the  total  protein.  A useful  rule  of  thumb 
is  to  allow  a correction  of  1 mgm  of  protein 
for  each  700  red  cells/mm®. 

Total  protein  content  is  of  significance 
but  without  specific  diagnostic  implications. 
It  is  elevated  in  virtually  all  inflammatory 
and  degenerative  diseases  of  the  central  nerv- 
ous system  and  in  the  presence  of  tumors, 
some  types  (such  as  acoustic  neurinomas) 
more  than  others,  and  other  expanding  le- 
sions. A norm.al  protein  does  not  exclude 
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pathology,  but  a significantly  elevated  pro- 
tein in  a patient  having  little  in  the  way  of 
other  objective  findings  should  at  least  alert 
the  examiner  to  the  fact  that  additional  in- 
vestigation is  needed.  As  a corollary,  the  col- 
loidal gold  curve  (the  reduction  of  colloidal 
gold  by  CSF  in  a series  of  dilutions  reported 
as  colorimetric  changes)  is  useful  only  to  the 
extent  of  indicating  some  abnormality  in 
cerebrospinal  fluid  protein,  either  in  total 
quantity,  relative  proportion  of  its  fractions, 
or  changes  in  the  protein  itself,  somewhat  in 
the  manner  of  an  electrophoretic  examina- 
tion. The  once  widely  held  concept  that  re- 
duction in  the  more  concentrated  dilutions 
signifies  the  presence  of  paresis  is  no  longer 
tenable,  since  it  merely  indicates  a higher 
proportion  of  globulin  to  albumin  than  nor- 
mal. The  reduction  of  colloidal  gold  in  the 
weaker  dilutions  is  related  to  the  presence  of 
an  increased  amount  of  albumin  in  the  spinal 
fluid.  The  third  zone,  or  “meningitic”  type 
of  curve  does  not  mean  the  presence  of  men- 
ingitis nor  does  the  mid-zone  or  “tabetic” 
curve  indicate  the  presence  of  tabes  dorsalis. 
A reduction  of  grade  I in  any  tube  is  not  con- 
sidered significant.  The  greatest  value  of  the 
colloidal  gold  curve  is  in  the  presence  of 
reduction  in  the  first  zone  without  laboratory 
evidence  of  CNS  lues;  this  relationship  is 
fairly  common  in  the  presence  of  demyelinat- 
ing  disease  such  as  multiple  sclerosis,  al- 
though not  diagnostic  of  such.  Much  the  same 
might  be  said  for  electrophoretic  analysis  of 
the  CSF  protein  fractions;  the  gamma  globu- 
lin fraction  is  often  elevated  in  the  presence 
of  demyelinating  disease,  but  not  constantly 
so. 

The  level  of  cerebrospinal  fluid  sugar 
tends  to  parallel  the  blood  sugar,  normally 
being  half  to  two-thirds  of  the  blood  sugar 
level;  spinal  fluid  sugar  of  a non-fasting  pa- 
tient or  a patient  receiving  an  infusion  of 
a dextrose-containing  solution  will  be  subject 
to  the  same  variation  as  a blood  sugar  under 
such  circumstances.  In  general,  virus  infec- 
tions of  the  central  nervous  system  appear 
to  enhance  the  transfer  of  dextrose  across  the 
blood-brain  barrier.  There  is  probably  a simi- 
lar increased  transfer  of  dextrose  to  the  cere- 
brospinal fluid  in  the  presence  of  common 


pyogenic  infections  of  the  spinal  fluid,  but 
since  these  organisms  are  glycolytic,  a reduc- 
tion in  cerebrospinal  fluid  sugar  occurs  which 
is  highly  significant  and  of  some  prognostic 
value,  lower  values  having  a worse  prognosis. 
Conversely,  a “pyogenic”  type  of  cellular  re- 
action with  a normal  CSF  sugar  may  mean 
an  extradural  infection.  Infections  by  tu- 
bercle bacilli  or  fungi  produce  a decrease  in 
sugar  and  chloride  together  with  a moderate 
elevation  of  cells  to  several  hundred/mm^, 
with  significant  numbers  of  both  neutrophils 
and  mononuclear  cells. 

Cerebrospinal  fluid  chloride  may  be  al- 
tered by  electrolyte  imbalance  in  the  blood 
but  also  by  inflammatory  processes.  It  is 
widely  believed  that  lowering  of  CSF  chlor- 
ide is  characteristic  of  tuberculous  meningitis 
but  it  should  be  noted  that  the  chloride  is 
lowered  in  any  type  of  meningitis,  a useful 
point  in  differentiating  between  early  stages 
of  tuberculous  meningitis  and  viral  encepha- 
litis. The  Pandy  test  determines  the  presence 
of  increased  globulin.  Since  nearly  all  of  the 
protein  in  normal  cerebrospinal  fluid  is  albu- 
min, this  test  may  be  considered  as  similar 
to  the  colloidal  gold  curve,  in  that  a positive 
Pandy  reaction  indicates  abnormal  protein 
content  (globulin).  This  reaction  is  usually 
positive  in  CNS  lues  and  in  some  demyelinat- 
ing and  degenerative  diseases,  but  is  general- 
ly of  limited  usefulness. 

Radioisotope  ^‘scans’’ 

The  selective  uptake  of  certain  substances 
by  various  tissues  has  long  been  known.  The 
technic  of  using  radioactive  material  and 
determining  the  amount  of  such  uptake  by 
instruments  may  be  applied  to  examination 
of  the  central  nervous  system,  particularly 
the  brain.  Such  a “brain  scan”  involves  the 
injection  of  a specific  amount  of  a radio- 
isotope-containing material,  such  as  mercury 
203  or  technitium  99,  followed  by  the  record- 
ing of  radioactive  emissions  from  the  pa- 
tient’s head  passing  through  a collimator  into 
a moving  recording  device  using  x-ray  film 
or  special  paper.  This  provides  a graphic  de- 
piction of  the  amounts  of  radiation  emitted 
from  various  areas  of  the  head  and  its  con- 
tents. Vascular  areas  will  normally  show  a 
greater  quantity  of  radioactive  emission,  and 
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certain  pathologic  conditions  may  alter  the 
normal  pattern,  as  in  subdural  hematoma,  or 
show  an  abnormally  increased  uptake,  as  in 
some  neoplasms.  As  might  be  expected,  the 
more  vascular  and  more  cellular  types  of 
tumors  generally  give  more  positive  evidence 
on  a scan  than  poorly  cellular  and  relatively 
avascular  tumors.  This  procedure  has  great 
value,  however,  in  that  it  has  a relatively 
high  degree  of  accuracy  within  the  limita- 
tions indicated  above,  and  is  essentially  un- 
disturbing to  the  patient.  An  isotope  brain 
scan  should  be  included  in  the  study  of  any 
patient  over  the  age  of  25,  who  begins  to 
have  convulsive  seizures,  unless  for  an  ob- 
vious reason  such  as  previous  penetrating 
brain  injury.  A scan  is  useful  and  advisable 
in  any  patient  showing  evidence  of  a progres- 
sive brain  lesion.  This  study  occasionally 
yields  definite  diagnostic  results  where  clini- 
cal evidence  was  only  suggestive  and  the 
contrast  studies  equivocal.  Positive  scans 
have  also  been  encountered  in  intracranial 
hematomas  and  arteriovenous  malformations, 
and  significant  information  has  also  been 
obtained  in  cerebrovascular  pathology  such 
as  cerebral  thrombosis. 

Contrast  studies 

These  radiographic  examinations,  involv- 
ing the  use  of  materials  either,  less  dense  or 
more  dense  than  the  intracranial  and  intra- 
vertebral  contents,  form  the  backbone  of  the 
neurosurgical  diagnostic  armamentarium. 
Myelography  provides  a useful  means  of  de- 
lineating the  gross  anatomy  of  the  spinal 
subarachnoid  space.  Negative  contrast  with 
the  use  of  air  or  other  gases  has  been  used 
in  the  past  but  is  rarely  used  at  the  present 
time.  In  my  experience,  this  has  provided 
rather  limited  information  due  to  poor  con- 
trast with  dense  overlying  bone  and  soft  tis- 
sues. Positive  contrast  originally  involved  the 
use  of  Lipidol  (iodized  poppy  seed  oil)  which 
because  of  its  high  viscosity  was  difficult  to 
remove  completely  and  was  also  less  accurate 
in  delineating  small  defects  compared  to  the 
less  viscous  Pantopaque,  now  the  principal 
contrast  medium  used.  An  unpublished  study 
which  I did  as  a neurosurgical  resident  more 
than  twenty  years  ago,  using  largely  Lipiodol, 


showed  an  accuracy  in  the  diagnosis  of  lum- 
bar disc  lesions  on  the  order  of  50  per  cent. 
Pantopaque  is  substantially  more  reliable 
though  still  with  a fallibility  on  the  order  of 
25  per  cent.  This  is  emphasized  because  of 
the  widespread  belief  that  a myelogram  will 
yield  definitive  diagnostic  information,  posi- 
tive or  negative,  regarding  herniation  of  a 
nucleus  pulposus.  Myelography  is  not  a sub- 
stitute for  accurate  clinical  investigation  and 
a negative  myelogram  is  of  no  significance  in 
the  presence  of  a definite  history  and  objec- 
tive findings  of  a lumbar  disc  lesion.  The 
combination  of  a narrow  dural  sac  and  a wide 
canal  is  particularly  prone  to  yield  “negative” 
myelographic  findings  with  small,  laterally 
placed  lesions.  The  typical  intracanalicular 
herniation  with  severely  disabling  symp- 
toms and  signs  of  single  root  involvement 
often  yields  a “negative”  study  also.  Electro- 
myography would  be  a more  useful  technic 
to  verify  the  myotome  involved  in  such  cases. 
While  we  are  not  as  dogmatic  as  Semmes, 
who  believes  that  myelography  should  almost 
never  be  done  in  the  study  of  lumbar  disc 
lesions,  we  have  largely  utilized  this  proce- 
dure in  those  patients  with  bilateral  symp- 
toms or  evidence  of  involvement  of  more 
than  one  root.  We  also  commonly  use  mye- 
lography in  compensation  cases  as  a matter 
of  record  since  compensation  boards  seem  to 
have  been  influenced  by  the  “infallibility”  of 
this  study.  A “negative”  myelogram  in  such 
cases  is  not,  however,  considered  a contra- 
indication to  surgery  clearly  indicated  on 
the  basis  of  clinical  evidence.  Conversely, 
artefactual  filling  defects  unsupported  by  the 
clinical  picture  have  led  more  than  one  un- 
wary surgeon  to  operate  on  patients  better 
managed  nonsurgically.  It  is  my  feeling  that 
the  fluoroscopic  part  of  myelography  should 
be  seen  by  the  attending  neurosurgeon  (or 
neurologist  with  neurosurgical  help  avail- 
able), a situation  somewhat  parallel  to  the 
use  of  cerebral  pneumography.  The  lack  of 
clinical  data  available  to  the  radiologist  often 
results  in  failure  to  adequately  examine  the 
suspected  area  or  in  the  redundant  reporting 
of  equivocal  findings  which  do  not  fit  the 
clinical  picture.  Occasionally,  a lumbar  punc- 
ture in  the  presence  of  intraspinal  tumor  (for 
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myelography  or  any  other  reason)  may  pre- 
cipitate rapidly  progressive  spinal  cord  dys- 
function due  to  displacement  of  the  mass  and 
can  result  in  permanent  paraplegia  unless 
followed  by  immediate  surgery. 

Pneumoencephalography  and  ventricu- 
lography may  be  considered  together  al- 
though their  main  similarity  involves  the  fact 
that  the  ventricular  system  is  filled  with  air 
or  other  gas.  Pneumoencephalography  is  done 
by  replacing  spinal  fluid  by  air,  using  a lum- 
bar or  cisternal  puncture.  Since  pneumoen- 
cephalography fills  the  basilar  cisterns  and 
the  subarachnoid  spaces  over  the  convexity, 
it  is  particularly  advantageous  in  the  assess- 
ment of  atrophic  lesions  and  congenital  mal- 
formations. Ventriculography,  on  the  other 
hand,  involves  a direct  filling  of  the  ventricu- 
lar system  by  trephine  opening  and  ventricu- 
lar puncture.  This  is  used  primarily  in  the 
presence  of  increased  intracranial  pressure, 
because  of  the  hazard  of  lumbar  puncture  in 
such  cases  as  well  as  the  unreliable  filling 
of  the  ventricular  system  with  the  lumbar 
approach.  Cisternal  air  replacement  is  more 
hazardous  (rather  than  less  so  as  has  been 
suggested)  in  the  presence  of  increased  pres- 
sure, as  the  fluid  removal  is  still  performed 
below  any  intracran  al  fluid  block.  In  addi- 
tion, there  may  well  be  displacement  of  cere- 
bellar tonsils,  inferior  cerebellar  artery,  etc., 
into  the  extracranial  portion  of  the  cisterna 
magna.  The  fact  that  pneumoencephalogra- 
phy may  be  used  in  the  presence  of  expanding 
intracranial  lesions,  particularly  in  Scanda- 
navia,  does  not  attest  to  the  safety  of  this  pro- 
cedure in  tumor  suspects.  This  may  signify 
only  that  the  hazards  are  possibly  less  than 
suspected  if  followed  by  immediate  surgical 
intervention.  It  is  our  practice,  and  that  of 
most  neurosurgeons,  to  use  ventriculography 
in  the  presence  of  increased  intracranial  pres- 
sure and  pneumoencephalography  for  other 
than  space-occupying  lesions.  An  occasional 
exception  is  the  use  of  spinal  air  replacement 
where  focal  seizures  are  a prominent  part  of 
the  clinical  picture  and  a small  surface  tumor 
is  suspected.  Otherwise,  very  small  tumors 
may  not  be  detectable  by  either  of  these  air 
studies  where  the  space  occupied  by  the  lesion 
is  insufficient  to  deform  or  displace  the  ven- 


tricular system.  It  should  also  be  noted  that 
multiple  space-occupying  lesions  may  at 
times  have  a “cancelling-out”  effect,  and  un- 
less one  of  the  lesions  produces  a detectable 
filling  defect  or  local  ventricular  deformity 
the  findings  may  be  considered  “negative.” 
This  may  be  encountered  occasionally  in  me- 
tastatic tumors  where  the  lesions  are  small 
and  located  in  the  characteristic  immediate 
subcortical  position  of  cerebral  metastases. 
Similarly,  bilateral  subdural  hematomas,  un- 
less large  enough  to  produce  distortion  of 
the  ventricular  system,  may  fail  to  reveal 
themselves  by  the  lack  of  ventricular  dis- 
placement. A normal  study  does  not  perforce 
mean  a normal  patient. 

Cerebral  angiography  has  become  the 
most  versatile  diagnostic  study  for  intra- 
cranial problems.  Originally  introduced  by 
Moniz  and  Lima  of  Lisbon  as  a method  of 
permitting  more  precise  localization  of  intra- 
cranial masses,  angiography  did  not  achieve 
wide  acceptance  in  the  United  States  until 
after  the  development  of  direct  intracranial 
attack  on  aneurysms  and  other  vascular  mal- 
formations. Paradoxically,  the  neurosurgeon 
who  pioneered  the  intracranial  management 
of  saccular  aneurysms,  Walter  Dandy,  felt 
that  angiography  was  largely  a useless  pro- 
cedure in  such  cases  (a  now  completely  un- 
tenable position).  The  use  of  carotid  angiog- 
raphy is  now  recommended  as  the  primary 
contrast  study  for  investigation  of  space- 
occupying  intracranial  lesions  above  the  ten- 
torium. Angiography  may  detect  the  presence 
of  intracranial  masses  by  showing  displace- 
ment of  the  normal  vasculature,  by  the  dem- 
onstration of  aberrant  vascularity,  or  by  out- 
lining the  intrinsic  circulation  of  the  lesion 
itself  in  the  case  of  neoplasms.  The  combina- 
tion of  vascular  displacement  with  an  associ- 
ated avascular  zone  suggests  an  abscess  or 
cyst,  while  an  avascular  zone  in  association 
with  neovascularity  may  indicate  a cystic 
tumor.  Angiography  is  an  imperative  diag- 
nostic study  in  the  presence  of  focal  seizures, 
since  such  seizures  indicate  a cortical  or  im- 
mediate subcortical  lesions.  Thus,  in  contrast 
to  ventriculography,  angiography  provides 
more  information  in  reference  to  the  cerebral 
surface,  but  may  fail  to  detect  intraventricu- 
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lar  or  other  midline  or  near  midline  lesions, 
even  though  some  information  in  these  cases 
may  be  derived  from  the  venous  phase  of  the 
angiogram. 

“Four-vessel  angiography”  refers  to  injec- 
tion of  contrast  material  into  the  carotid- 
vertebral  system  from  its  origins  at  the  aortic 
arch  and  subclavian  arteries.  While  this  is 
more  properly  in  the  realm  of  vascular  sur- 
gery, these  studies  may  occasionally  have 
considerable  importance  in  the  diagnosis  of 
cerebrovascular  insufficiency  secondary  to 
disease  of  the  larger  vessels.  “Positive  con- 
trast” ventriculography  has  limited  though 
occasionally  important  usefulness.  This  em- 
ploys Pantopaque  (other  agents  are  either 
experimental  or  abandoned  as  hazardous)  to 
delineate  the  aquaduct  of  Sylvius  where  air 
contrast  is  inadequate  to  demonstrate  a lat- 
eral displacement  due  to  masses  in  the  cere- 
bellum or  cerebellopontine  angle,  the  contrast 
material  being  instilled  into  the  ventricle. 
The  cerebellopontine  angles  may  also  be  ex- 
amined by  positive  contrast  with  Pantopaque 
instilled  via  lumbar  or  cisternal  puncture, 
this  technic  being  useful  in  disclosing  acous- 
tic nerve  tumors  too  small  to  detect  by  any 
other  means. 

Certainly,  more  detailed  assessment  of 
each  of  these  studies  is  possible  at  the  risk 
of  belaboring  minor  details.  There  are  excep- 
tions to  most  of  the  generalities  made  in  this 
essay,  and  a point  might  also  be  made  that 
there  is  some  degree  of  interrelationship  of 


all  of  these  “measurements,”  at  least  to  the 
extent  that  suggestive  or  clinical  findings  in 
one  study  may  assume  positive  significance 
in  the  light  of  additional  findings  from  an- 
other examination.  The  time  factor  must  also 
not  be  overlooked.  Any  pathologic  process  is 
continually  changing  until  the  patient  re- 
covers or  is  dead.  Thus,  appropriate  labora- 
tory studies  may  be  found  to  deviate  from 
normal  progressively  as  a disease  progresses, 
but  not  necessarily  in  a linear  relationship. 
A “negative”  test  may  only  need  repetition 
at  another  stage  of  the  disease  process  to 
yield  “positive”  findings.  This  presupposes  a 
thorough  understanding  of  the  total  clinical 
problem,  which  returns  us  to  the  initial  prem- 
ise of  this  paper.  • 

Conclusion 

It  follows  that: 

1.  The  technical  precision  with  which  we 
can  make  diagnostic  measurements  in  con- 
temporary neurologic  practice  does  not  mean 
an  equal  precision  in  diagnostic  significance. 

2.  A strongly  “positive”  laboratory  test 
which  does  not  correlate  with  the  clinical 
findings  may  indicate  error  in  the  test  itself. 

3.  A “suggestive”  finding  which  correlates 
with  the  clinical  history  and  findings  may 
be  more  significant  than  a strongly  “positive” 
test  which  does  not.  * 

ACKNOWLEDGMENT 

The  author  wishes  to  express  his  appreciation  for  review 
of  the  manuscript  and  suggestions  to  his  associate,  Dr. 
G.  H.  Syrenne,  and  to  Dr.  D.  W.  Johnson  (Radiology)  and 
Dr.  J.  R.  Henneford  (Clinical  Pathology). 


Patient’s  Records 

Is  it  ethical  for  a physician,  retiring  from  practice,  to  sell  his  patients’  records  to  another 
physician?  . . . According  to  an  opinion  adopted  by  the  A.M.A.  Judicial  Council  in  Novem- 
ber, 1967,  a physician’s  records  have  been  developed  during  the  physician-patient  relation- 
ship. This  relationship,  referred  to  in  Section  9 of  the  “Principles  of  Medical  Ethics,”  re- 
quires that  a physician  not  reveal  the  confidences  entrusted  to  him  in  the  course  of  medical 
attendance.  Therefore,  since  the  physician’s  records  summarize  these  confidences,  they  too 
are  cloaked  with  this  same  protection.  . . The  council  states  further  that  a transfer  of  a pa- 
tient’s records,  without  his  consent,  would  violate  this  confidence.  However,  with  the  pa- 
tient’s consent,  his  records  may  be  transferred  to  a physician  of  his  choice  and  a reasonable 
charge  made  for  secretarial  or  duplicating  services.  . . Furthermore,  the  Judicial  Council 
declares  that  a physician  may  not  ethically  purchase  such  records  from  a retiring  physician 
or  from  the  estate  of  a deceased  physician. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Cautioru  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied;  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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Sideroblastic  anemia* 


Erythroid  depression  following  transfusion 


Wesley  W.  Wilson,  MD,  and  Ernest  Beutler,  MD,  Duarte,  California 


Primary,  non-hereditary,  refractory  anemia 
with  erythroid  hyperplasia  in  the  marrow  and 
excessive  deposition  of  siderotic  granules  in 
the  erythroid  cytoplasm  has  been  termed 
“Acquired  Sideroblastic  Anemia”  (Moilin’^). 
This  designation  excludes  those  cases  with 
similar  morphologic  abnormalities  in  which 
heredity,  drugs,  or  another  primary  disease 
are  implicated.  Theories  of  the  etiology  of 
this  disorder  range  from  a deficiency  state 
(MacGibbon®)  or  an  enzymatic  abnormality 
(Mollin^)  to  a malignant,  neoplastic  disease 
(Dameshek®).  Failure  of  depression  of  eryth- 
roid activity  in  the  bone  marrow  after  trans- 
fusion could  be  considered  as  evidence  in 
favor  of  a malignant  neoplastic  basis  for  this 
disorder.  Therefore,  studies  were  carried  out 
to  determine  whether  the  erythroid  precur- 
sors in  patients  with  acquired  sideroblastic 
anemia  were  sensitive  to  changes  in  the 
hemoglobin  level  of  the  blood.  This  rep>ort 
details  serial  changes  in  the  bone  marrow  of 
three  such  patients  following  transfusion. 

CASE  REPORTS 

Case  1:  A 78-year-old  woman  was  found  to 
have  hypochromic  anemia  in  1958,  and  failed  to 
improve  with  oral  or  parenteral  iron.  The  anemia 
was  slowly  progressive  and  periodic  blood  trans- 
fusions were  given  until  1965  when  she  was  re- 
ferred to  the  City  of  Hope  Medical  Center.  There 
was  no  family  history  of  anemia.  Examination 
showed  retinal  degeneration,  moderate  hepato- 
splenomegaly  and  pallor.  Schilling  test  was  nor- 

*This study  was  supported,  in  part,  by  Public  Health 
Service  Grant  HE-07449,  and  is  from  the  Division  of 
Medicine,  City  of  Hope  Medical  Center.  Dr.  Wilson  is  now 
at  Western  Montana  Clinic,  Missoula,  Montana.  Dr.  Beutler 
is  Chairman,  Division  of  Medicine,  City  of  Hope  Medical 
Center,  Duarte,  California. 


mal.  Fasting  blood  sugar  was  normal,  but  glucose 
tolerance  test  was  diagnostic  of  diabetes  mellitus. 
Stools  were  negative  for  occult  blood.  Needle 
biopsy  of  the  liver  showed  cirrhosis  with  marked 
increase  in  hemosiderin.  Bone  marrow  aspirate 
showed  marked  megaloblastoid  hyperplasia  with 
frequent  ringed  sideroblasts.  Karyotype  revealed 
pseudodiploidy  with  various  chromatid  breaks. 
Serum  iron  was  160  p,gm%  and  total  iron-binding 
capacity  was  165  p,gm%.  White  blood  cell  and 
platelet  counts  remained  at  low  normal  levels; 
differential  and  reticulocyte  counts  were  normal. 
Initially,  the  patient’s  hematocrit  was  stable  at 
30  without  transfusion.  Therapy  with  pyridoxine, 
folate,  Valentine’s  liver  extract,  pantothenic  acid, 
ascorbic  acid,  and  a short  trial  of  prednisone  was 
without  benefit.  Subsequently  there  was  increas- 
ing splenomegaly  and  the  hematocrit  fell  to  19. 
Symptoms  of  dyspnea  and  weakness  necessitated 
the  further  use  of  blood  transfusions,  late  in  1966, 
when  the  present  study  was  undertaken. 

Case  2:  A 70~year-old  white  male  was  found  to 
be  anemic  in  1963.  He  did  not  respond  to  oral  iron 
therapy,  and  24  blood  transfusions  were  given  to 
maintain  the  hematocrit  at  levels  over  35  until 
he  was  referred  to  the  City  of  Hope  in  1964.  Two 
sisters  were  known  to  have  had  mild  anemia.  The 
patient  had  degenerative  arthritis  of  the  hips  but 
otherwise  appeared  to  be  in  good  health.  There 
was  moderate  hepatosplenomegaly.  Bone  marrow 
examination  showed  megaloblastoid  hyperplasia 
with  many  ringed  sideroblasts  on  iron  stain.  Serum 
iron  was  180  ^gm%  and  total  iron-binding  capac- 
ity was  185  jxgm.%.  Needle  biopsy  of  the  liver 
showed  marked  increase  in  hemosiderin  and  cir- 
rhosis. Glucose  tolerance  test  showed  a diabetic 
curve. 

Since  1964  there  has  been  increase  in  splenic 
size  but  the  hematocrit  has  remained  stable  at  30 
per  cent.  White  blood  cell,  platelet,  and  differen- 
tial counts  have  remained  normal.  Reticulocyte 
counts  have  been  about  1 per  cent.  There  has  been 
no  response  to  pyridoxine,  folate,  ascorbic  acid, 
or  Valentine’s  liver  extract. 
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Case  3:  An  86-year-old  white  male  was  in 
robust  health  until  1961  when  he  developed  con- 
gestive heart  failure  and  was  found  to  be  anemic. 
His  mother  is  reported  to  have  had  pernicious 
anemia.  He  was  treated  with  blood  transfusions 
periodically  and  was  found  to  have  occult  blood 
in  the  stools.  The  patient  was  referred  to  the  City 
of  Hope  in  1966,  and  continued  to  require  periodic 
blood  transfusions.  Physical  examination  showed 
cataracts  and  some  telangectasia  of  nail  beds  and 
lips.  Extensive  workup,  including  esophagoscopy 
and  gastroscopy,  failed  to  demonstrate  the  site  of 
blood  loss.  A small  bowel  biopsy  showed  hemo- 
siderosis. Bone  marrow  was  hypoactive  without 
erythroid  hyperplasia,  but  contained  frequent 
ringed  sideroblasts.  Marrow  karyotype  was  nor- 
mal. Serum  iron  was  181  ^gm%,  and  total  iron- 
binding capacity  was  309ju.gin%.  Glucose  tolerance 
test  showed  a diabetic  curve.  White  blood  cell, 
platelet,  reticulocyte  and  differential  counts  re- 
mained normal.  The  patient  required  periodic 
blood  transfusions  and  continued  to  have  slow 
gastrointestinal  blood  loss.  There  was  no  response 
to  pyridoxine. 

Methods 

The  three  patients  were  transfused  with 
ACD  bank-blood  to  normal  hematocrit  levels. 
Four  to  nine  units  of  whole  blood  or  packed 
red  cells  were  given  uneventfully  over  a 
period  of  4-13  days.  The  patients  were  main- 
tained on  their  usual  medications  throughout 
the  study.  Bone  marrow  was  aspirated  from 
adjacent  sites  on  the  sternum  in  two  patients 
(Cases  1 and  2),  and  from  the  posterior  iliac 
crest  in  the  third  patient  (Case  3) . Bone  mar- 
row smears  were  stained  with  Wright’s  stain 
and  for  hemosiderin  by  a modification*  of  the 
method  of  Kaplan,  et  al.^ 

A 500-cell  differential  count  was  done  on 
each  bone  marrow  sample,  and  the  percent- 
age of  myeloid,  erythroid,  lymphocytic  and 
“other”  cells  was  determined.  Erythroid  cells 
in  the  samples  stained  for  hemosiderin  were 
divided  into  three  groups  on  the  basis  of 
numbers  of  siderotic  granules  present  in  the 
cytoplasm.  Group  I cells  contained  0-5  gran- 
ules, Group  II  over  5 granules  but  insufficient 


*Fresh  bone  marrow  smears  were  fixed  in  formalin  vapor 
for  30  minutes,  then  stained  for  30  minutes  at  56  degrees  in 
equal  parts  4 per  cent  potassium  ferrocyanide  and  4 per 
cent  hydrochloric  acid.  The  slides  were  then  washed  in 
tap  water  and  counter-stained  30  seconds  in  dilute  carbo- 
fuchsin  solution.  Fuchsin  stock  solution  was  made  by 
dissolving  1 gm  Basic  Fuchsin  in  10  ml  absolute  ethyl 
alcohol  and  90  ml  of  5 per  cent  aqueous  phenol.  Three  ml 
of  the  filtered  stock  solution  was  added  to  100  ml  distilled 
water.  The  slides  were  counter-stained  30  seconds  in  the 
dilute  Fuchsin  solution,  then  rinsed  in  tap  water  and 
dipped  briefly  in  absolute  ethyl  alcohol.  Cover  slips  were 
added  to  prevent  damage  to  the  bone  marrow  particles. 


TABLE  1 

Classification  of  Erythroid  Cells  by  Content 
of  Non-Heme  Iron 


Patient 

Bone  Marrow 

% of  Erythroid  Cells 
Group  I Group  II  Group  HI 

Case  1. 

# 1 — Day  1 

2 

40 

58 

#2— Day  11 

12 

29 

60 

#3— Day  17 

34 

26 

40 

#4— Day  22 

20 

37 

43 

#5— Day  73 

15 

39 

46 

Case  2. 

#1 — Day  1 

18 

35 

47 

#2— Day  9 

12 

34 

55 

#3— Day  14 

18 

38 

46 

Case  3. 

#1 — Day  1 

20 

20 

60 

#2— Day  21 

38 

30 

32 

Group  I — 0-5  iron  granules  per  erythroid  cell. 

Group  II — 5 iron  granules  per  erythroid  cell,  but 
nucleus  75  per  cent  encircled. 

Group  III — 75  per  cent  of  nucleus  encircled  with  iron 
granules. 


numbers  to  encircle  three-quarters  of  the 
nucleus,  and  Group  III  had  75  per  cent  or 
more  of  the  nucleus  encircled,  giving  the 
typical  “ringed  sideroblast”  appearance.  This 
separation  was  only  approximate  since  iron- 
containing  cells  were  much  more  readily 
identified  than  iron-poor  normoblasts  on  iron 
stain.  Bone  marrow  cellularity  was  estimated 
by  scanning  sections  under  low  power. 


Fig.  1.  The  effect  of  blood  transfusion  upon  blood 
hematocrit  levels  and  bone  marrow  differential 
counts  in  patient  of  Case  1. 
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Fig.  2.  The  effect  of  blood  transfusion  upon  blood 
hematocrit  levels  and  bone  marrow  differential 
counts  in  patient  of  Case  2. 

I 

Results 

Figs.  1,  2,  and  3 show  the  serial  changes 
in  bone  marrow  and  hematocrit  with  trans- 
fusion. In  each  case  there  was  a rapid  de- 
crease in  marrow  erythroid  elements  and 
peripheral  blood  reticulocytes  after  transfu- 
sion. In  addition,  in  Case  1,  two  months  after 
transfusion  and  after  the  hematocrit  had 
again  fallen  to  pre-transfusion  levels,  the 
erythroid  hyperplasia  also  returned  to  the 
original  level.  Table  1 shows  that  there  was 
relatively  little  change  in  the  proportion  of 
iron-laden  to  relatively  iron-free  erythroid 


cells  during  marrow  depression.  Bone  mar- 
row cellularity  was  somewhat  decreased  after 
transfusion  in  the  first  case,  but  quite  con- 
stant in  the  other  two  cases.  A relative  in- 
crease in  marrow  lymphocytes  was  noted  in 
each  case,  most  marked  in  Case  1. 

Discussion 

The  three  cases  in  this  report,  although 
presenting  a varied  clinical  picture,  meet  the 
criteria  for  the  diagnosis  of  acquired  sidero- 
blastic anemia  (Moilin’^).  Each  displayed  evi- 
dence of  systemic  iron  overload  and  hemo- 
chromatosis, probably  not  entirely  related  to 
previous  iron  treatment  or  transfusion.  The 
relative  freedom  from  excessive  iron  deposi- 
tion in  Case  3 may  be  explained  by  the  slow, 
continued  gastrointestinal  bleeding.  In  addi- 
tion, overt  leukemia  has  not  developed  during 
prolonged  observation.  The  disease  has  been 
progressive  in  Case  1,  but  quite  constant  in 
the  other  two. 


DAYS 

Fig.  3.  The  effect  of  blood  transfusion  upon  blood 
hematocrit  levels  and  bone  marrow  differential 
counts  in  patient  of  Case  3. 
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The  three  cases  showed  striking  erythroid 
sensitivity  following  transfusion  to  normal 
levels  of  hemoglobin.  There  was  no  lasting 
benefit  from  transfusion,  however,  and  clini- 
cally each  patient  rapidly  returned  to  the 
pre-transfusion  state.  This  response  to  circu- 
lating hemoglobin  level  suggests  that  sidero- 
blastic erythroid  cells  remain  exquisitely 


sensitive  to  the  usual  humoral  control,  as  has 
been  reported  in  pernicious  anemia  (Mason 
and  LeavelF),  hemolysis  (Chaplin,  et  al.^), 
refractory  anemia  with  cellular  marrow 
(Stohlman®),  and  normal  subjects  (Birkhill, 
et  al.^).  It  seems  unlikely  that  a malignant 
tissue  would  respond  so  well  to  normal  hu- 
moral controls.  • 
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Infantile  lobar  emphysema  and 
congenital  cystic  disease  of  the  lung 


Report  of  two  cases  treated  by  lobectomy 


Harold  C.  Habein,  Jr,  MD,  John  A.  Whittinghill,  MD,  and 
F.  A.  Wierzbinski,  MD,  Billings,  Montana 


Different  pathologic  entities  with  the 
same  clinical  pattern  and  the  same 
striking  response  to  operation. 


Infantile  lobar  emphysema  is  a condition 
characterized  by  massive  overexpansion  of 
one  or,  rarely,  two  lobes  of  a lung.  Although 
uncommon,  it  is  one  of  the  most  impressive 
causes  of  respiratory  distress  in  infancy  and 
early  childhood.  In  recent  years  a number  of 
case  reports  have  appeared  in  the  pediatric 
and  surgical  literature  indicating  that  the 
condition  may  occur  more  frequently  than 
was  once  believed.  Leape  and  Longino'*,  in 
1964,  found  80  previously  recorded  cases  and 
reported  on  26  cases  treated  at  the  Boston 
Children’s  Hospital  over  a 10-year  period. 
Murray®,  in  a recent  review,  found  166  cases 
in  the  English  literature. 

Congenital  cystic  disease  of  the  lung  may 
have  a lobar  distribution  and  present  clinical 
and  roentgenologic  signs  indistinguishable 
from  those  of  infantile  lobar  emphysema. 
Gilbert  and  Myers®,  in  1958,  reported  on  a 
group  of  infants  with  cystic  disease  and  se- 
vere respiratory  distress  in  whom  the  chest 
roentgenograms  gave  findings  exactly  like 
those  of  lobar  emphysema. 

The  clinical  pattern  in  both  these  condi- 
tions is  dramatic  and  the  response  to  surgical 


treatment  is  so  gratifying  that  it  seemed 
worthwhile  to  record  our  experiences  with 
two  cases,  one  of  infantile  lobar  emphysema 
and  one  of  congenital  cystic  disease,  each 
treated  by  lobectomy  and  having  a follow-up 
period  of  several  years.  Our  review  of  the 
literature  has  called  attention  to  certain  pit- 
falls  to  be  avoided  in  handling  these  patients. 

CASE  REPORTS 

Case  1.  Congenital  Cystic  Disease.  A white 
male,  four  weeks  of  age,  was  admitted  to  Saint 
Vincent’s  Hospital,  Billings,  Montana,  on  March 
27,  1962.  There  was  a history  of  respiratory  distress 
and  intermittent  cyanosis  since  birth.  There  had 
been  episodic  vomiting,  and  the  baby  had  “failed 
to  thrive.”  The  family  physician  had  administered 
digitalis.  Examination  revealed  an  acutely  ill,  mal- 
nourished baby  in  marked  respiratory  distress 
with  generalized  cyanosis.  Respirations  were  shal- 
low and  rapid.  There  was  mild  pectus  excavatum. 
Breath  sounds  were  almost  inaudible  over  the  left 
thorax  and  of  increased  intensity  on  the  right. 
There  were  no  rales.  The  heart  rate  was  rapid, 
and  the  area  of  cardiac  dullness  was  shifted  to 
the  right.  No  murmurs  were  noted.  The  liver  edge 
was  palpable  two  centimeters  below  the  right 
costal  margin. 

After  the  baby  was  placed  in  an  oxygen  tent 
his  color  became  normal.  Digitalis  was  continued. 
The  blood  hemoglobin  was  17.8  grams  per  100 
milliliters  and  the  hematocrit  49  per  cent.  The 
leucocyte  count  was  12,600  per  cubic  milliliter  with 
a normal  differential.  Routine  urinalysis  showed 
no  abnormalities.  An  electrocardiogram  was  inter- 
preted as  showing  “dextrocardia.”  The  postero- 
anterior  chest  roentgenogram  (Fig.  1)  showed  shift 
of  the  heart  and  other  mediastinal  structures  into 
the  right  thorax  and  marked  distention  of  a part 
of  the  left  lung  with  herniation  into  the  right  side 
of  the  chest. 
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Fig.  1.  Case  1.  Chest  roentgenogram  showing 
marked  distention  and  herniation  of  the  left  upper 
lobe  with  shift  of  the  mediastinum  and  heart  to 
the  right. 

Bronchoscopic  examination  was  carried  out 
under  general  anesthesia  on  the  day  of  admission. 
The  larynx,  trachea  and  right  side  of  the  bronchial 
tree  appeared  normal.  The  left  upper  lobe  bron- 
chial orifice  was  normal,  but  the  left  lower  lobe 
bronchus  seemed  “flaccid.” 

Respiratory  distress  continued  without  im- 
provement. The  baby  could  not  tolerate  removal 
from  the  oxygen  tent.  Three  days  following  ad- 
mission, exploration  was  undertaken  under  gen- 
eral, endotracheal  anesthesia.  A left  posterolateral 
incision  was  made  and  the  pleural  space  entered 
through  the  fifth  interspace.  The  left  upper  lobe 
was  markedly  distended,  extruded  from  the  thorax 
as  the  ribs  were  retracted,  and  did  not  collapse. 
The  pleural  surfaces  were  covered  with  multiple 
cysts  varying  from  five  millimeters  to  three  centi- 
meters in  diameter.  The  left  lower  lobe  was  small 
and  unexpanded  but  otherwise  normal.  Left  upper 
lobectomy  was  accomplished,  separately  ligating 
and  dividing  the  pulmonary  arterial  branches  and 
the  superior  pulmonary  vein.  The  lobar  bronchus, 
which  appeared  normal,  was  clamped,  divided  and 
closed  with  interrupted  sutures  of  silk.  Following 
this  the  lower  lobe  expanded  quite  well,  although 
it  did  not  completely  fill  the  pleural  space.  A 
catheter  was  placed  for  temporary,  closed,  inter- 
costal drainage,  and  the  pleura  and  thoracic  wall 
were  closed  in  layers. 


In  the  immediate  postoperative  period  there 
was  episodic  respiratory  difficulty,  and  on  the 
third  day  tracheostomy  was  considered  but 
deemed  not  necessary.  Thereafter  the  baby  gradu- 
ally improved  and  was  dismissed  on  the  13th  day. 

This  child  was  last  seen  and  examined  in  July, 
1967,  at  which  time  he  was  five  years  old.  He 
had  had  several  respiratory  infections  in  the  years 
following  the  operation  but  none  requiring  hos- 
pitalization since  1964.  There  was  no  limitation  of 
his  activities  and  exercise  tolerance  was  normal. 
Physical  examination  showed  mild  pectus  exca- 
vatum  and  the  left  thorax  appeared  a little  smaller 
than  the  right.  There  was  a Grade  I (on  the  basis 
of  I to  IV)  systolic  murmur  over  the  aortic  area. 
The  lungs  were  normal  on  auscultation,  and  the 
chest  roentgenogram  showed  the  lungs  to  be  nor- 
mal. There  was  apparent  dextrocardia  (Fig.  2). 

Pathologic  Examination:  The  pleural  surfaces 
of  the  left  upper  lobe  were  covered  with  cysts 
filled  with  bloody  fluid.  On  section  the  lung  had 
a polycystic  appearance  with  loculated  cysts  mak- 
ing up  the  entire  parenchyma.  Microscopically  all 
the  cystic  spaces  were  lined  by  bronchial  epi- 
thelium. There  was  a thin  layer  of  smooth  muscle 
immediately  below  the  epithelium.  The  alveoli 
appeared  normal  (Fig.  3). 


Fig.  2.  Case  1.  Postoperative  chest  roentgenogram 
showing  normal  appearing  left  lower  lobe  and 
apparent  dextrocardia. 
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Fig.  3.  Case  1.  Photomicrograph  showing  portions  of 
congenital  lung  cysts  lined  by  respiratory  epithe- 
lium. Alveoli  are  normal. 


Case  2:  Infantile  Lobar  Emphysema.  A white 
male,  born  February  14,  1963,  at  Saint  Vincent’s 
Hospital,  Billings,  Montana,  was  noted  to  have 
respiratory  difficulty  soon  after  birth.  The  preg- 
nancy and  delivery  had  been  normal.  The  infant’s 
weight  at  birth  was  8 pounds,  8 ounces.  At  three 
days  of  age  respirations  were  episodically  rapid 
and  shallow,  and  there  was  marked  sternal  retrac- 
tion. The  baby  was  placed  in  an  incubator  with 
supplementary  oxygen,  and  penicillin  and  strepto- 
mycin were  administered.  The  following  day  he 
became  cyanotic  while  taking  his  feedings.  Exam- 
ination revealed  labored  respirations  and  tachyp- 
nea with  increased  breath  sounds  over  the  right 
thorax.  No  rales  or  cardiac  murmurs  were  heard. 
The  electrocardiogram  was  interpreted  as  showing 
tachycardia  and  right  ventricular  preponderance. 
Roentgenogram  of  the  chest  (Fig.  4)  showed  the 
heart  to  be  displaced  into  the  right  thorax  by  an 
overexpanded  left  lung  which  had  herniated  into 
the  mediastinum. 

The  baby  was  digitalized  and.  at  the  age  of 
six  days  bronchoscopic  examination  was  carried 
out  under  general  anesthesia.  The  larynx  and 
trachea  were  normal.  The  right  main  bronchus 
was  large  and  admitted  a 3.5  millimeter  broncho- 
scope. The  left  main  bronchus  was  smaller  than 
normal,  could  not  be  entered  with  the  broncho- 
scope, and  the  secondary  bronchial  orifices  could 


not  be  visualized.  There  were  no  significant  secre- 
tions. 

During  the  next  four  days  the  baby’s  condition 
remained  unchanged.  There  was  continuous  res- 
piratory distress  and  intermittent  cyanosis.  Roent- 
genograms of  the  chest  showed  no  change  in  the 
appearance  of  the  heart  and  lungs. 

At  the  age  of  eleven  days  exploration  was  un- 
dertaken under  general,  endotracheal  anesthesia. 
A left  posterolateral  incision  was  made  and  the 
pleural  space  entered  through  the  fifth  inter- 
space. The  left  upper  lobe  was  markedly  dis- 
tended, emphysematous  and  almost  filled  the 
pleural  space.  It  did  not  collapse  but  protruded 
from  the  thorax  as  the  ribs  were  retracted.  Initial- 
ly the  lower  lobe  was  partly  collapsed,  but  later 
it  expanded  satisfactorily.  Left  upper  lobectomy 
was  accomplished  after  individually  ligating  and 
dividing  the  pulmonary  arterial  branches  and  the 
superior  nulmonary  vein.  The  bronchus  was  small, 
obviously  abnormal,  and  was  divided  and  closed 
with  a suture  ligature  of  silk.  Temporary,  closed, 
intercostal  catheter  drainage  was  established.  The 
pleura  and  thoracic  wall  were  closed  in  layers.  In 
the  immediate  postoperative  period  there  were  no 
significant  problems,  and  the  baby  was  dismissed 
from  the  hospital  on  the  9th  day. 

At  the  age  of  five  weeks  readmission  was  nec- 
essary because  of  recurrence  of  respiratory  distress 


Fig.  4.  Case  2.  Chest  roentgenogram  showing 
marked  distention  and  herniation  of  the  left  upper 
lobe  and  displacement  of  the  heart  and  mediasti- 
num. A triangular  density  representing  the  col- 
lapsed left  lower  lobe  is  visible  along  the  left 
heart  border. 
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and  the  appearance  of  a cough.  The  leucocyte 
count  was  18,100  and  a roentgenogram  of  the 
thorax  revealed  a normal  appearing  right  lung. 
The  left  lung  seemed  a little  more  radiolucent  than 
normal.  The  respiratory  symptoms  subsided  after 
four  days  of  antibiotic  therapy.  During  the  next 
few  years  this  child  was  treated  on  numerous 
occasions  for  “asthmatic  bronchitis”  which  usually 
was  characterized  by  fever,  cough,  wheezing  res- 
pirations and  leucocytosis.  The  symptoms  and  signs 
subsided  after  administration  of  anitbiotics  and 
supportive  measures.  For  two  years  the  parents 
had  noted  the  child  became  breathless  and  wheezed 
on  exertion.  He  was  last  seen  and  examined  by 
us  at  the  age  of  four  years.  There  had  been  no 
recent  breathlessness  or  wheezing,  and  the  parents 
believed  his  exercise  tolerance  was  improving. 
Examination  of  the  lungs  and  heart  gave  negative 
results.  A thoracic  roentgenogram  (Fig.  5)  showed 
left  apical  adhesions  but  no  other  abnormalities. 

Pathologic  Examination:  The  resected  lobe  was 
markedly  emphysematous  and  larger  than  normal. 
Microscopically  the  alveoli  were  distended  and  in 
many  areas  septa  were  destroyed  resulting  in 
coalescence  of  alveoli. 

Discussion 

The  etiology  of  infantile  lobar  emphysema 
is  unknown.  It  is  primarily  a disease  of  the 
upper  lobes  or  of  the  right  middle  lobe.  In 
the  cases  in  the  literature  the  left  upper  lobe 
was  the  most  frequently  involved.  Rarely, 
the  condition  may  involve  two  lobes.  In  about 
half  the  recorded  cases  there  was  no  discern- 
ible bronchial  obstruction.  In  the  remaining 
cases  there  was  an  anatomic  explanation  for 
the  marked  increase  in  volume  of  the  in- 
volved lobe.  Most  commonly  this  was  due  to 
an  intrinsic  defect,  usually  a cartilaginous 
deficiency  causing  flaccidity  of  the  corre- 
sponding bronchus.  This  was  the  situation  in 
our  case  of  lobar  emphysema.  Extrinsic  bron- 
chial obstruction  has  been  reported  in  some 
cases.  This  has  included  patent  ductus  arteri- 
osus, aberrant  vessels,  lymphadenopathy,  en- 
larged heart,  etc.  Bolande,  et  al.\  described 
a condition  which  they  designated  “alveolar 
fibrosis”  in  a group  of  cases  of  lobar  emphy- 
sema, and  they  believed  this  was  of  etiologic 
significance. 

In  the  classical  case  of  infantile  lobar 
emphysema®  the  involved  lobe  is  enlarged  to 
many  times  its  normal  size,  the  remaining 
lung  being  compressed  but  normal.  The  lung 
surface  is  smooth,  pink  and  of  spongy  con- 
sistency, and  the  diseased  tissue  does  not 
collapse  even  when  the  bronchus  to  the  lobe 


Fig.  5.  Case  2.  Postoperative  chest  roentgenogram 
showing  left  apical  adhesions  and  otherwise  normal 
appearing  left  lower  lobe. 


is  left  open.  It  floats  in  water,  only  a small 
portion  being  submerged.  The  cut  surface 
shows  many  small,  dilated  alveoli  within  the  ^ 
spongy  lung  tissue.  Microscopically  the  alve- 
oli are  distended,  and  the  alveolar  septa  are 
thin  and  in  some  areas  destroyed,  causing 
coalescence  of  the  alveoli. 

It  is  apparent  that  some  of  the  cases  re- 
corded in  the  literature  and  classified  as  lobar 
emphysema  are  actually  examples  of  congen- 
ital cystic  disease.  Emphysematous  blebs  and 
bullae  are  noted  occasionally  in  lobar  emphy- 
sema. The  involved  lobe  in  our  first  case, 
however,  was  almost  completely  replaced  by 
cysts  which  were  lined  by  respiratory  epi- 
thelium. The  gross  and  microscopic  patterns 
were  obviously  different  from  those  seen  in 
lobar  emphysema.  The  practical  significance 
of  our  cases  lies  in  the  marked  similarity  of 
the  clinical  picture  presented  by  the  two 
infants  and  in  the  fact  that,  despite  the  dif- 
ferent pathology,  the  physiologic  changes  and 
the  surgical  indications  were  identical. 

From  the  physiologic  standpoint,  the  res- 
piratory function  of  the  emphysematous  or 
cyst  replaced  lobe  is  markedly  diminished. 
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In  addition,  all  the  remaining  lung  tissue  is 
compressed  and  compromised  and  the  dia- 
phragms flattened.  Respiratory  exchange  is 
further  reduced  by  limited  diaphragmatic 
excursion.  Cardiovascular  function  is  im- 
paired by  increased  intrathoracic  pressure 
and  mediastinal  displacement,  both  condi- 
tions limiting  the  return  of  venous  blood  to 
the  heart. 

In  view  of  the  pathologic  anatomy  and 
physiology  in  these  conditions,  it  is  not  sur- 
prising that  the  chest  roentgenogram  is  of 
primary  diagnostic  importance.  The  lobar 
distention  demonstrated  in  our  cases  is  char- 
acteristic. Some  authors^'®  have  called  atten- 
tion to  the  compressed  lower  lobe  sometimes 
visible  radiologically  at  the  lower  cardiac 
border.  “Bronchovascular”  or  lung  markings 
in  the  area  of  radiolucency  aid  in  the  exclu- 
sion of  pneumothorax.  Diaphragmatic  hernia 
and  hyaline  membrane  disease  should  not 
cause  difficulty  in  differential  diagnosis  since 
the  roentgenologic  characteristics  are  usually 
different  and  specific  for  these  conditions. 
Primary  atelectasis  with  compensatory  em- 
physema might  cause  confusion.  As  noted  by 
Robertson  and  Stewarf^,  however,  the  dia- 
phragm is  usually  elevated  on  the  affected 
side  in  this  condition,  and  the  atelectatic  lobe 
is  more  radiopaque  than  lung  compressed 
by  a distended  lobe.  It  is  unlikely  that  com- 
pensatory emphysema  ever  attains  the  pro- 
portions necessary  to  cause  herniation  of  the 
limg  into  the  mediastinum  and  opposite  tho- 
rax. 

Although  special  bronchial  studies  may 
not  always  be  necessary  for  diagnosis,  it 
seems  proper  to  carry  out  bronchoscopic 
examination  in  these  cases  unless  the  risk 
appears  too  great.  Foreign  bodies  are  unusual 
in  early  infancy  but  may  occur,  and  it  is 
helpful  to  have  some  information  preopera- 
tively  relative  to  the  condition  of  the  bron- 
chial tree.  Leape  and  Longino^,  however, 
stated  that  bronchoscopic  examination  should 
seldom  be  necessary  to  establish  a diagnosis 
of  infantile  lobar  emphysema  if  the  chest 
roentgenogram  is  characteristic.  Bronchog- 
raphy is  unnecessary  and  may,  actually,  be 
contraindicated  in  early  infancy. 

The  treatment  of  severe  respiratory  dis- 
tress due  to  infantile  lobar  emphysema  or 
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congenital  cystic  disease  is  resection  of  the 
affected  lobe.  Most  authors  warn  that  tem- 
porizing or  “conservative”  measures  are  use- 
less and  dangerous.  This  is  especially  true  of 
needle  aspiration  of  the  emphysematous  or 
cystic  lobe  which  has  caused  tension  pneumo- 
thorax in  some  patients  with  progression  of 
respiratory  distress  and  occasionally  death. 

At  the  Boston  Children’s  Hospital  non- 
operative treatment  has  been  uniformly  fatal 
in  patients  having  the  onset  of  symptoms  of 
lobar  emphysema  in  the  neonatal  period. 
Twenty-one  patients  reported  by  Leape  and 
Longino^  had  lobectomy,  seven  in  the  neo- 
natal period,  eleven  with  onset  of  symptoms 
at  one  to  four  months  and  three  “form  fruste” 
cases.  All  patients  survived!  One  patient  with 
onset  of  symptoms  at  birth  was  found  to  have 
both  the  left  upper  lobe  and  the  right  middle 
lobe  involved  and  these  were  treated  by 
lobectomy  at  three  and  six  months  respec- 
tively. 

Some  authors  have  noted  the  association 
of  lobar  emphysema  with  other  abnormalities 
such  as  congenital  heart  disease  and  pectus 
excavatum.  Whitesell  and  White^®,  in  report- 
ing a case  of  congenital  cystic  disease,  stated 
that  in  this  condition  “associated  defects  in 
other  parts  of  the  body  which  would  preclude 
corrective  measures  are  uncommon.” 


Most  infants  have  done  well  following 
lobectomy  for  lobar  emphysema  or  congenital 
cystic  disease.  In  each  of  our  cases  there  was 
marked  improvement  of  serious  respiratory 
distress  following  removal  of  the  involved 
lung  tissue.  Postoperatively  both  babies  ex- 
perienced episodic  respiratory  symptoms  for 
several  months,  and  the  infant  with  lobar 
emphysema  was  noted  to  have  some  pul- 
monary insufficiency  for  two  years  following 
operation.  Sloan®  reported  this  phenomenon 
in  a few  cases  in  1953.  A subsequent  report^, 
however,  indicated  that  these  children  have 
developed  normally  as  has  our  patient. 

Summary 

Two  cases  are  here  reported  of  severe 
respiratory  distress  in  infants  due  to  marked 
distention  of  the  left  upper  lobe.  The  patho- 
logic entity  was  congenital  cystic  disease  in 
one  case  and  infantile  lobar  emphysema  in 
the  other.  There  were  striking  similarities  in 
the  two  cases  clinically  and  roentgenologi- 
cally.  Surgical  treatment,  consisting  of  resec- 
tion of  the  involved  lobe,  is  essential  in  these 
conditions.  Review  of  the  literature  indicates 
that  temporizing  procedures,  such  as  needle 
aspiration  of  the  distended  lung,  should  be 
avoided.  • 
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Bactericidal  action  of  urea  on  shigella* 


A bacteriologic  study  with  possible  clinical 
significance  in  treating  of  urinary  infection. 


Physicians  have  noted  that  patients  with 
poor  kidney  function  are  more  susceptible  to 
urinary  tract  infections  than  those  with  nor- 
mally functioning  kidneys.  It  is  conceivable 
that  urine  contains  substances  that  are  bac- 
tericidal to  the  pathogenic  gram  negative 
bacteria  which  are  most  frequently  encoun- 
tered in  urinary  tract  infections.^  Urea  is  re- 
ported by  many  workers  to  have  bacterial 
action.^'  ® One  of  the  important  functions 
of  the  kidney  that  is  impaired  in  chronic 
pyelonephritis  is  the  ability  to  concentrate 
the  urine,  which  also  means  the  loss  of  the 
ability  to  concentrate  urea. 

It  is  conceivable  that  organisms  causing 
intestinal  disease  may  gain  entry  to  the  kid- 
ney through  the  urethra  and  the  ureters. 
Therefore,  kidney  infections  may  be  caused 
by  a relatively  common  intestinal  pathogen, 
namely.  Shigella.  In  the  present  report  data 
are  presented  on  the  in  vitro  effects  of  urea 
on  shigellae. 

Materials  and  methods 

CULTURES:  Shigella  sonnei  B-2506-3,  S. 
flexneri  B-9833,  and  S.  hoydii  were  the  test 
organisms  used  in  these  experiments.  The 
cultures  were  routinely  maintained  on  nutri- 
ent agar  slants  and  on  a chemically  defined 
medium.®  Cultures  for  experimental  use  were 
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transferred  daily  for  three  days  prior  to  test- 
ing. Purity  of  the  stock  cultures  was  deter- 
mined by  growth  on  SS  agar  and  then  check- 
ing with  specific  antiserum. 

ASSAY  METHODS:  The  cultures  were 
placed  in  urea  solutions,  sterilized  by  Seitz 
filtration,  for  varying  periods  of  time  and 
removed  to  determine  viability.  Viability  was 
determined  by  plating  0.1  ml  of  the  exposed 
cells  on  nutrient  agar  plates  and  on  the  chem- 
ically defined  medium.  After  distributing  the 
organisms  uniformly  over  the  plate  with  a 
sterile  bent  glass  rod,  the  plates  were  incu- 
bated at  37°  C for  24  to  48  hours  and  exam- 
ined with  the  aid  of  a Quebec  colony  counter. 
The  concentration  of  urea  tested  ranged  from 
0 to  15  per  cent  (W/V). 

In  the  experiments  where  diameters  of 
the  colony  grown  in  the  presence  of  urea 
were  determined,  ten  colonies  were  measured 
with  the  aid  of  a magnifying  glass  and  rule 
and  the  mean  diameter,  in  mm,  was  recorded. 
In  order  to  avoid  the  possibility  that  “crowd- 
ing” may  alter  colony  diameters,  only  those 
plates  containing  30  to  50  colonies  were  ob- 
served. 

MEASUREMENT  OF  GROWTH  IN  PRES- 
ENCE OF  UREA:  The  ability  of  the  Shigella 
to  grow  in  the  presence  of  urea  was  studied 
in  a liquid  chemically  defined  medium.  A 
standard  suspension  of  cells  containing  ap- 
proximately 1.0  to  1.5  X 104  organisms  per  ml 
was  used  for  the  inoculum.  The  inoculum 
was  dispensed  with  a pipette  and  consisted  of 
0.1  ml.  The  inoculated  tubes  were  incubated 
at  37°  C and  the  turbidity  produced,  which 
is  a criterion  for  growth,  was  determined 
with  the  aid  of  a Bausch  and  Lomb  Spectronic 
20  Spectrophotometer.  The  tubes  were  exam- 
ined every  24  hours  for  seven  days. 
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Results 

Shigella  was  found  to  be  relatively  re- 
sistant to  the  bactericidal  action  of  urea.  The 
concentration  of  urea  used  and  the  length  of 
time  the  cells  were  exposed  to  urea  were 
determined  (see  Table  1).  Whereas  a concen- 
tration of  5 per  cent  urea  required  7.5  to  10 
hours  to  destroy  the  organism,  a concentra- 
tion of  13  per  cent  killed  the  organisms  in 
less  than  one  hour.  The  three  species  of  Shi- 
gella tested  possessed  similar  susceptibilities 
to  the  bactericidal  action  of  urea. 

TABLE  1 

Bactericidal  effect  of  urea  on  Shigella  species 

Time  (in  hours)  required  to 
produce  bactericidal  effect 
Concentration  Shigella  species 

of  urea  (percent)  S.  sonnei  S.  flexneri  S.  boydii 


5 

7.5 

8.0 

10.0 

8 

5.0 

5.0 

7.5 

10 

3.5 

4.0 

3.0 

12 

1.0 

0.5 

1.0 

13 

0.5 

0.1 

0.5 

At  concentrations  of  3 per  cent  or  less  the 
bacteria  were  able  to  grow  in  48  hours  pro- 
ducing discernable  and  distinct  colonies.  Al- 
though the  number  of  colonies  was  not  re- 
duced by  3 per  cent  urea  the  size  of  colonies 
was  considerably  smaller  compared  with 
those  grown  in  the  absence  of  urea  (see 
Table  2).  Therefore,  it  is  clear  that  the  in- 
hibition was  not  in  preventing  the  colonies 
from  forming  but  in  allowing  the  colonies  to 
develop  into  full-size  colonies.  Some  of  the 
colonies  grown  in  urea  developed  phase  vari- 
ation. 

TABLE  2 


Colony  size  of  Shigella  sonnei  grown  on  a 
chemically  defined  medium  containing  urea 
(after  48  hours) 

Concentration 
of  urea  in 
medium  ( % ) 

Mean  colony  diameter  (in  mm) 

0 

3.8 

1.0 

2.3 

2.0 

1.3 

2.5 

0.2 

3.0 

<0.15 

The  Shigella  organisms  grew  well  in 
liquid  media  containing  1 per  cent  urea.  The 
growth  after  48  hours  was  as  heavy  as  in 
media  not  containing  urea  (see  Table  3).  S. 
flexneri  produced  good  growth  at  0.5  and  1.0 
per  cent  urea,  whereas  the  growth  of  S. 
hoydii  was  slightly  reduced  by  these  concen- 
trations of  urea.  The  growth  of  Shigella  was 
reduced  considerably  at  concentrations  of 
urea  over  1 per  cent.  At  concentrations  of  6 
and  7 per  cent  urea,  viable  cells  could  not 
be  recovered  after  48  hours  suggesting  that 
the  measured  turbidity  was  due  to  the  inocu- 
lated cells  or  that  slight  growth  occurred 
which  was  subsequently  inhibited. 

Attempts  to  develop  urea-resistant  mu- 
tants were  all  negative. 

TABLE  3 

Growth  of  Shigella  in  the  presence  of  urea 

Optical  density  (at  575  m^)  after 
growth  in  a chemically  defined 
liquid  medium  for  48  hours  at 
37°  C. 

Shigella  species 
S.  sonnei  S.  flexneri  S.  boydii 


0 

1.18 

1.08 

1.00 

0.5 

1.20 

1.08 

.91 

1 

1.20 

1.08 

.85 

4 

.73 

.12 

.24 

5 

.15 

.02 

.05 

6 

.09 

.01 

.02 

7 

O 

V 

<.01 

<.01 

Discussion 

From  the  results  obtained,  it  appears  that 
urea  had  a bacteriostatic  and  bactericidal  ef- 
fect on  the  Shigella  species  tested.  However, 
it  was  surprising  to  learn  of  the  relative 
resistance  of  this  group  of  organisms  to  urea. 
As  would  be  expected,  the  higher  concentra- 
tions of  urea  and  longer  exposure  were  more 
effective  in  inhibiting  growth. 

Urea  inhibited  the  growth  of  the  isolated 
colonies.  Increasing  concentrations  produced 
greater  reduction  in  colony  diameters.  Pre- 
viously, it  was  found  that  lithium  chloride 
induced  diphasic  colony  variation  on  Shigella 
colonies.^ 

It  seems  that  the  concentrations  of  urea 
known  to  be  found  in  the  renal  medulla  dur- 
ing antidiuresis  are  within  the  range  of 


Concentration 
of  urea  (%) 
in  growth 
medium 
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values  at  which  bacteriostatic  effects  occur. 
This  finding  helps  to  confirm  the  postulate 
that  with  a loss  of  ability  to  concentrate  urine 
and  concomitant  loss  of  ability  to  concentrate 
urea,  as  observed  in  advanced  chronic  pyelo- 
nephritis, bactericidal  concentrations  of  urea 
cannot  be  achieved.  Water  diuresis  results 
in  the  dilution  of  urea  in  urine  and  the  renal 
medulla.  This  dilution  may  permit  active 
growth  of  Shigella  resulting  in  clinical  shigel- 
losis. Therefore,  it  is  suggested  that  clinicians 


re-examine  the  rationale  of  instituting  water 
diuresis  by  forced  water  intake  as  supportive 
therapy  in  urinary  tract  infections.^ 

Summary 

The  effects  of  urea  on  the  survival  and 
growth  of  Shigella  species  were  studied.  Al- 
though higher  concentrations  of  urea  had 
bactericidal  action  on  the  organisms,  lower 
concentrations  allowed  the  organisms  to 
grow.  • 
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The  excitement  of  San  Francisco’s  famous  sites  is  waiting 
for  you.  Chinatown,  the  Golden  Gate  Bridge,  Fisherman’s  Wharf, 
Telegraph  Hill,  will  add  to  five  memorable  and  stimulating  con- 
vention days.  Plan  to  attend  now  and  look  forward  to  an  excel- 
lent convention  in  a city  of  unlimited  charm. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Auto  Accidents,  Health 
Care  Planning,  Infectious  Diseases,  Treatment  of  Advanced 
Malignant  Disease  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  600  scientific  and  indus- 
trial exhibits.  All  are  designed  to  bring  you  up-to-date  on  what 
is  making  medical  news  today.  You  will  attend  lectures  by  the 
nation’s  outstanding  medical  authorities  and  discuss  with  them 
the  significant  advances  in  medicine. 

in  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  news. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  June  19,  1968. 
Since  space  is  limited,  we  suggest  you  make  your  reservations 
before  June  3,  1968.  Tickets  are  $10.00  each,  payable  in 
advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  6,  1968. 

SAN  FRANCISCO,  CALIFORNIA- JUNE  16-20, 1968 
AMERICAN  MEDICAL  ASSOCIATION’S  117th  ANNUAL  CONVENTION  ■ BROOKS  HALL 
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ORGANIZATION 


The  Interim  Session 

The  21st  Interim  Session  of  the  Montana  Medi- 
cal Association  which  convened  in  Helena,  March 
22-23,  was  indeed  an  interesting  and  well  attended 
meeting.  All  of  the  component  medical  societies 
were  well  represented  during  the  meetings  of  the 
House  of  Delegates  and  participated  fully  in  the 
hearings  of  the  reference  committees  upon  all 
committee  reports  and  resolutions.  Reference  com- 
mittee discussions  were  spirited  and  pertinent,  but, 
as  a result,  sound  opinions  and  conclusions  were 
developed  by  each  of  the  reference  committees. 
The  excellent  reports  which  were  presented  to 
the  House  of  Delegates  by  each  of  the  reference 
committees  were  considered  with  deliberation,  and 
action  by  the  House  was  facilitated  because  its 
members  acted  thoughtfully,  with  full  knowledge 
of  each  of  the  subjects  upon  which  they  voted. 

The  panel  discussion  entitled  “Medical  Care — 
1975”  was  well  attended  and  presentations  of  each 
of  the  speakers  were  most  interesting  and  informa- 
tive. Lively  discussion  of  each  presentation  devel- 
oped from  the  audience. 

The  registration  records  indicate  that  there 
were  104  Montana  physicians  present  at  the  in- 
terim session. 

Vietnam 

The  AMA  Volunteer  Physicians  for  Vietnam 
has  just  announced  that  Grant  P.  Raitt,  M.D.,  of 
Billings,  Montana,  has  volunteered  to  serve  in 
Vietnam  for  a 60-day  tour  of  duty  from  April  8 
to  June  6. 


USMA  Briefs 


Dr.  Raymond  Ranes  has  opened  his  office  for 
the  practice  of  medicine  in  Kanab,  Utah.  He  is  a 
graduate  of  Bowman  Gray  Medical  School  which 
is  affiliated  with  Wake  Forest  College  in  Winston 
Salem,  North  Carolina.  His  internship  was  served 
at  Jackson  Memorial  Hospital  in  Miami,  Florida, 
and  he  has  practiced  in  Florida  since  that  time. 

^ # 3H  % 

Dr.  Carl  D.  Lusty  recently  opened  offices  in 
Panguiteh  for  the  practice  of  medicine.  He  had 
previously  practiced  in  Granger,  Utah,  and  Winne- 
mucca,  Nevada.  He  is  a native  of  Wyoming  and 
graduated  from  the  University  of  Colorado  School 
of  Medicine. 

* * * * 


Dr.  Irven  H.  Moncrief,  who  has  been  acting 
health  director  in  Weber  County,  has  been  named 
the  director  by  the  Weber  County  Commission. 
His  appointment  was  announced  by  Commissioner 
William  S.  Moyes.  He  will  continue  as  medical 
director  of  Weber  Memorial  Hospital.  A graduate 
of  the  University  of  Utah  Medical  School,  Dr. 
Moncrief  interned  at  Dee  Memorial  Hospital  and 
has  been  in  the  practice  of  medicine  in  Ogden 
since  that  time. 

* * * * 


The  Utah  Society  of  Internal  Medicine  recently 
installed  Dr.  F.  Clyde  Null  of  Salt  Lake  City  as 
the  president.  Other  officers  named  at  the  annual 
election  meeting  included  Weldon  S.  Abbott,  Salt 
Lake  City,  president-elect;  Earl  A.  Wight,  Salt 
Lake  City,  secretary-treasurer;  Alan  E.  Lindsay, 
M.D.,  Salt  Lake  City,  John  D.  Newton,  M.D.,  Og- 
den, Kenneth  J.  Nielson,  M.D.,  Salt  Lake  City,  and 
Richard  A.  Nimer,  M.D.,  Provo,  as  trustees. 

* * * # 


Dr.  Homer  R.  Warner,  eminent  Utah  physician, 
recently  addressed  the  annual  meeting  of  the 
International  Anesthesia  Research  Society  held 
in  San  Francisco.  Speaking  on  the  role  of  the 
computer  in  medicine.  Dr.  Warner  told  the  as- 
sembled physicians  of  the  computer  system  opera- 
tive in  Utah  that  involves  five  hospitals  sharing 
a single  facility.  He  stated  that  the  computer’s 
most  useful  function  is  in  monitoring  patients  in 
intensive  care  units  and  referred  to  the  various 
procedures  that  can  be  effectively  used  in  the 
system. 

* ♦ * * 


The  Utah  District  Branch  of  the  Utah  Psychi- 
atric Association  recently  held  their  annual  elec- 
tion meeting  and  the  following  physicians  were 
named  as  officers  for  the  coming  year:  Peter  T. 
Knoepfler,  M.D.,  president;  Roger  S.  Kiger,  M.D., 
president-elect;  Reed  S.  Andrus,  M.D.,  secretary; 
Denise  C.  Quinn,  M.D.,  treasurer;  H.  Edward 
Beaghler,  M.D.,  delegate;  Jack  L.  Tedrow,  M.D., 
alternate  delegate,  and  John  J.  Bateman,  M.D., 
newspaper  editor. 
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C^oiorado  - ^lAJt 


Science 


^omin^  science  ^air 


The  Colorado-Wyoming  Science  Fair  this  year 
was  held  under  the  administrative  direction  of  the 
Colorado  Medical  Society  for  the  first  time.  This 
is  a Fair  specifically  for  the  winners  of  regional 
fairs  of  the  states  of  Colorado  and  Wyoming.  Win- 
ners at  this  Fair  go  to  the  International  Fair  in 
Detroit,  Michigan,  this  year.  Sponsors  of  the  Colo- 
rado-Wyoming Science  Fair  are  the  National 
Bureau  of  Standards,  the  Colorado  Engineering 
Council,  Colorado-Wyoming  Academy  of  Science, 
Colorado  Dental  Association,  Colorado  Medical 
Society,  Environmental  Science  Services  Adminis- 
tration, and  the  Wyoming  State  Medical  Society. 

The  Colorado  Medical  Society  supplied  admin- 
istrative direction  and  secretarial  service.  Secreta- 
rial service  was  accomplished  by  Mrs.  Betty  Whit- 
more in  a highly  professional  fashion.  She  gave 
of  her  personal  time  without  compensation,  hun- 
dreds of  hours  of  professional  secretarial  service. 
As  a result  of  this  the  committee  and  sponsors  of 
the  Colorado-Wyoming  Science  Fair  voted  to  send 
her  with  the  two  winners  from  the  Fair  to  the 
International  Science  Fair  at  Detroit  in  May. 
Advisory  members  for  the  Fair  came  from  the 
Wyoming  Mathematics  and  Science  Teachers  Asso- 
ciation and  the  Colorado  Science  Teachers  Associa- 
tion. 

It  consisted  of  a lecture  at  the  Boulder  Labora- 
tories, sponsored  by  the  Colorado  Medical  Society 
entitled  “Baffin  Island — A Natural  Laboratory  for 
Studies  on  the  Ice  Age.”  Dr.  J.  D.  Ives,  Director 
of  Arctic  and  Alpine  Research  Institute  at  the 
University  of  Colorado,  was  the  lecturer.  This  lec- 
ture was  well  attended  and  the  audience  was 
highly  enthusiastic  about  a lecture  which  consisted 
of  many  beautiful  colored  slides  and  a technical 
description  of  the  topography  and  geography  of 
Baffin  Island. 

Friday,  April  5,  the  exhibit  opened  at  the  Boul- 
der Laboratories  and  Base  Line  Junior  High  School. 
Exhibits  were  set  up  and,  during  the  afternoon, 
judges  came  to  a decision  on  winners  in  all  cate- 
gories and  for  special  awards.  Categories  for  the 
Fair  are  biological  exhibits,  mathematics  exhibits, 
physical  sciences  and  engineering  exhibits.  Awards 
for  first,  second,  and  sometimes  third  place  and 
honorable  mention  are  given  to  both  junior  high 
and  high  school  students  in  these  three  categories. 


Saturday,  April  6,  the  Fair  was  open  to  the 
public  from  9 a.m.  to  4 p.m.  At  11:30  a.m.  an 
awards  luncheon  attended  by  some  500  people 
was  held  in  Glenn  Miller  Ballroom  at  the  Memo- 
rial Center,  University  of  Colorado.  At  this  time, 
awards  in  general  and  special  categories  of  the 
Fair  were  given. 

The  top  award  for  all  exhibits  went  to  Woody 
McGinnis,  11th  Grade,  La  Junta  High  School,  La 
Junta,  Colorado,  and  his  exhibit  was  entitled 
“Antibacterial  Agents  From  Mollusks.”  His  work 
was  highly  sophisticated  and  represented  a tre- 
mendous amount  of  detailed  observation  and  was 
well  controlled.  Second  place  went  to  John  H. 
Wright,  12th  Grade,  Akron  High  School,  Akron, 
Colorado.  His  exhibit  was  entitled  “Application 
of  Fluidics  to  a Digital  Adder.”  The  third  place 
went  to  Judy  Dwyer,  10th  Grade,  Big  Piney  High, 
Big  Piney,  Wyoming.  The  title  of  her  exhibit  was 
“The  Geometric  Solutions  of  Quadratic  Equations.” 

In  addition  to  the  Science  Fair  exhibits  and  the 
awards  luncheon  a dance  was  held  on  Friday 
night  for  all  participants  in  the  Fair.  This  is 
enthusiastically  received  always,  and  was  a matter 
of  mixing  some  pleasure  with  work  at  hand. 

By  many,  this  was  acclaimed  to  be  the  best 
Colorado-Wyoming  Science  Fair  in  its  history. 
Several  exhibitors  from  the  State  of  Wyoming 
were  unable  to  get  to  the  Fair  because  of  a big 
snow  storm  the  day  before  and  one  group  spent 
16  hours  traveling  from  Rock  Springs  to  the  Fair 
in  Boulder.  There  was  plenty  of  motivation  for 
these  young  people  to  get  to  the  Fair,  with  their 
teachers.  This  year  was  Teachers  Recognition  Day 
at  the  awards  luncheon  and  teachers  of  all  awards 
winners  were  on  the  platform  following  awards. 
Ken  Armstrong,  an  employee  of  National  Bureau 
of  Standards,  and  Shirley  Platt,  also  an  employee, 
were  given  special  awards  for  long  service  at 
the  Fair. 

The  Colorado  Medical  Society  can  take  great 
pride  in  this  deed  of  service,  which  the  Fair  Com- 
mittee has  requested  again  next  year.  Mrs.  Betty 
Whitmore  deserves  special  commendation  for  the 
tremendous  amount  of  efficient  work  which  she 
performed  as  secretary  to  the  Fair.  This  service 
is  something  we  could  not  have  secured  even  had 
we  paid  for  it. 

Calvin  Fisher,  M.D., 

Fair  Director. 
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COLORADO-WYOMINC  SCIENCE  FAIR- 


1968  Regular  Science  Fair  Awards 

TOP  AWARDS — ALL  EXHIBITS 


Junior  High 

1st  Place:  James  G.  Ogg,  9th  Grade,  Lesher  Junior  High, 

Fort  Collins,  Colo. 

“Mathematical  Prediction  of  Martian  Lu- 
nar Eclipses.’’ 

2nd  Place:  Ron  Lee,  9th  Grade,  Pinedale  High  School, 
Pinedale,  Wyo. 

“The  Effects  of  Varying  Conditions  on  the 
Rate  of  Photosynthesis.” 


Senior  High 

1st  Place: 


2nd  Ploce: 


3rd  Place: 


Woody  McGinnis,  11th  Grade,  La  Junta  High, 
La  Junta,  Colo. 

“Antibacterial  Agents  From  Mollusks.” 
John  H.  Wright,  12th  Grade,  Akron  High, 
Akron,  Colo. 

“Application  of  Fluidics  to  a Digital 
Adder.” 

Judy  Dwyer,  10th  Grade,  Big  Piney  High, 
Big  Piney,  Wyo. 

“The  Geometric  Solutions  of  Quadratic 
Equations.” 


BIOLOGICAL  EXHIBIT  AWARDS 


Junior  High 
1st  Place: 

2nd  Place: 

3rd  Place: 

Hon.  Men.: 

Hon.  Men.: 

Hon.  Men.: 

Hon.  Men.: 


Ron  Lee,  9th  Grade,  Pinedale  High,  Pinedale, 
Wyo. 

“The  Effects  of  Varying  Conditions  on  the 
Rate  of  Photosynthesis.” 

Jeannie  Corbridge,  9th  Grade,  Kepner  Junior 
High,  Denver. 

“Training  and  Behavior  of  Pill  Bugs.” 
Patty  Baker,  9th  Grade,  Skinner  Junior  High, 
Denver. 

“Bacterial  Growth  and  Death.” 

Randy  Kelleher,  7th  Grade,  St.  Josephs  School, 
Rawlins,  Wyo. 

“The  Effects  of  Centrifugal  Force  on  the 
Metabolism  of  Mice.” 

Mark  Nelson,  9th  Grade,  Ft.  Morgan  Junior 
High,  Fort  Morgan,  Colo. 

“Too  Hot?  Too  Cold?” 

BMee  Jean  Mizer,  9th  Grade,  Kim  High  School, 
Kim,  Colo. 

“Factors  Affecting  Enzymes.” 

Charles  Fautin,  9th  Grade,  University  School, 
Laramie,  Wyo. 

“Fruit  Fly  Population  Study.” 


Senior  High 
1 st  Place: 

2nd  Ploce: 

3rd  Place: 

Hon.  Men.: 

Hon.  Men.: 

Hon.  Men.: 


Woody  McGinnis,  11th  Grade,  La  Junta  High, 
La  Junta,  Colo. 

“Antibacterial  Agents  From  Mollusks.” 
Paul  Martin,  12th  Grade,  Alameda  High,  Den- 
ver. 

“The  Amphibian  Excitement  Darkening 
Response.” 

Jim  Waits,  12th  Grade,  Alameda  High,  Denver. 
“Intestinal  Damage  and  the  Resulting  Ab- 
sorption Patterns.” 

Scott  Sims.  12th  Grade.  Fremont  County  Voca- 
tional High,  Lander,  Wyo. 

“Animal  Behavior  Under  Sedation.” 
Richard  F.  Sternath,  12th  Grade,  Mapleton 
High,  Denver. 

“Studies  on  the  Growth  of  BW  5147  in  an 
AKR  Leukemic  Mouse.” 

Mary  Moore,  11th  Grade,  Rifle  High,  Rifle, 

Colo. 

“Parapsychology!  ESP?  PK?” 


MATHEMATICS  EXHIBIT  AWARDS 


Junior  High 

1st  Place: 

2nd  Place: 

3rd  Place: 

Hon.  Men.: 

Hon.  Men.: 

Senior  High 

1 st  Place: 

2nd  Ploce: 

3rd  Place: 

Hon.  Men.: 

Hon.  Men.: 

Hon.  Men.: 


Kim  Adcock,  9th  Grade,  Carey  Junior  High, 
Cheyenne,  Wyo. 

“Linear  Programming:  Points  in  Space.” 
Paul  E.  Cooley,  8th  Grade,  Washington  Irving 
Junior  High,  Colorado  Springs. 

“Probability.” 

David  W.  Howse,  9th  Grade,  Haxtun  High 
School,  Haxtun,  Colo. 

“The  Parabola.” 

Frank  Jackson,  9th  Grade,  Fort  Morgan  Junior 
High,  Fort  Morgan,  Colo. 

“Lissajous  Patterns.” 

Doug  Holmgren,  7th  Grade,  Horace  Mann 
Junior  High,  Colorado  Springs. 

“How  a Computer  Does  It.” 


Judy  Dwyer,  10th  Grade,  Big  Piney  High,  Big 
Piney,  Wyo. 

“Geometric  Solution  of  Quadratic 
Equations.” 

Douglas  A.  Harnly,  10th  Grade,  General  Wm. 
Mitchell  High,  Colorado  Springs. 

“The  True  Geometry.” 

Margaret  Spear,  11th  Grade,  Mt.  St.  Gertrude 
Academy,  Boulder,  Colo. 

“An  Original  Finite  Geometry.” 

Dan  Rogers,  12th  Grade,  Byron  High,  Byron, 
Wyo. 

“Curves,  Curves  and  Super  Curves.” 
James  Roger  Isgar,  11th  Grade,  Durango  High, 
Durango,  Colo. 

“A  Test  for  Divisibility.” 

Kathy  Burgess,  12th  Grade,  Riverton  High, 
Riverton,  Wyo. 

“A  Study  of  the  Infinity  of  Prime  Num- 
ber.” 


PHYSICAL  SCIENCES  AND  ENGINEERING  EXHIBIT  AWARDS 


Junior  High 

1st  Place: 

2nd  Place: 
3rd  Place: 

Hon.  Men.: 

Hon.  Men.: 

Hon.  Men.: 

Senior  High 

1 st  Place: 

2nd  Place: 

3rd  Place: 

Hon.  Men.: 
Hon.  Men.: 

Hon.  Men.: 


James  Ogg,  9th  Grade,  Lesher  Junior  High, 
Fort  Collins,  Colo. 

“Mathematical  Prediction  of  Martian  Lu- 
nar Eclipses.” 

Linda  Meier,  8th  Grade,  Wiggins  Junior  High, 
Wiggins,  Colo. 

“Aerodynamics-Hydrodynamics.” 

Jeff  Chatman,  8th  Grade,  York  Junior  High, 
Thornton,  Colo. 

“Revolution  in  Color  Idea.” 

Jon  Wagner,  9th  Grade,  Pinedale  High,  Pine- 
dale, Wyo. 

“Corrosion  of  Iron.” 

Randy  Mitchell,  8th  Grade,  Lander  Junior 
High,  Lander,  Wyo. 

“Electricity  From  Biochemical  Fuel  Cells.” 
Doug  Konkel,  8th  Grade,  Springfield  Junior 
High,  Springfield,  Colo. 

“Pressure  Tank  of  the  Future.” 


John  H.  Wright,  12th  Grade,  Akron  High, 
Akron,  Colo. 

“Application  of  Fluidics  to  a Digital 
Adder.” 

Frank  Owen.  12th  Grade,  Meeteetse  High, 
Meeteetse,  Wyo. 

“Modulating  Incoherent  Light.” 

Bob  Rinker,  12th  Grade,  Lake  County  High, 
Leadville,  Colo. 

“Underwater  Radar.” 

Ted  Atlass,  11th  Grade.  South  High,  Denver. 
“Applied  Exterior  Ballistics.” 

Ken  Koski,  12th  Grade,  Newcastle  High,  New- 
castle, Wyo. 

“Thin  Layer  Chromatography.” 

David  Roper,  12th  Grade,  Fruita  High,  Fruita, 
Colo. 

“Zone  Refining.” 


* In  addition  to  these  awards,  there  were  many  Special  Awards.  They  will  be  listed  in  the  June  issue  of 
the  Rocky  Mountain  Medical  Journal.  Please  note  the  number  and  quality  of  the  sponsoring  organiza- 
tions. This  is  a great  project,  capable  of  attracting  great  minds  into  medicine;  among  them  are  potential 
contributors  to  its  future  advancement. 
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^^V/ffT/ON 

MEDIC-AIRE 


CERTIFIED  CARRIER 
FOR  MEDICARE 
PATIENTS 


FULL  AIR  AMBULANCE  AND  FUNERAL  COACH 


Cole’s  Aviation  has  a fleet  of  specially 
designed  aircraft  for  the  specific 
purpose  of  providing  the  best  Air 
Ambulance  and  Funeral  Coach  Service 
anywhere.  Our  complete  aviation  facil- 
ity offers  numerous  aircraft,  professional 
pilots  and  top  service  personnel  avail- 
able 24  hours  each  day. 


206  mph  Radar  Equipped  Twin-engine  Ambulance  i 


COLE’S  AVIATION  “MEDIC-AIRE”  SERVES  THE  ROCKY  5 

MOUNTAIN  AREA  WITH  FAST  AND  ECONOMICAL  TRANSPORTATION  [' 


i 

0 

j.- 


COLUMBINE  AIRPARK 
6700  S.  KIPLING 
LITTLETON,  COLO.  80120 
(303)  798-2541  ! 

A LEADING  COMPLETE  AVIATION  FACILITY: 

SALES  • SERVICE  • TRAINING  • CHARTER  FLIGHTS 

Rocky  Mountain  Medical  Journal  ji: 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
\with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 

aid  therapy  " 334-8-6471 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  (Riboflavin) 10  mg 

Vitamin  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  B,2  Crystalline  .......  4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide . 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 

Cyanamid  Company,  Pearl  River,  N.Y. 


STRESSCAPS" 


Stress  Formula  B+C  Vitamins  Lederle 
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Iddiiptsl^ 


An  invisible 

topical 


for  many 

dermatologic 

problems 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  vi^here 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  h5T)ersensitivity  to  any  of 
the  components. 


funetically 

;ipptable 

I]  exposed  areas. 

II  jropylene  glycol  vehicle 
^.nalar  Solution  possesses 
useful  cosmetic  properties. 
i • and  greaseless,  it  is 
|;icky  or  messy,  will  not 
B clothing  or  skin, 
t posed  areas  of  the  body 
II  e cosmetic  appeal  is 
I rtant,  Synalar  Solution 
) s nothing  but  results. 

3»noinical~a  little 
is  a long  way. 

('use  of  the  properties 
j'opylene  glycol  and  the 
k jram  potency  of 
||/inolone  acetonide,  a small 
tity  of  Synalar  Solution 
1 long  way.  Also,  the 
ription  price  of  a 20  cc. 
ic  squeeze  bottle  of 
lar  Solution  is  surprisingly 
Thus,  your  patients  obtain 
)my  with  the  proved 
cy  of  a potent,  truly 
aced  topical  corticosteroid. 


Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianed  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  beised  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnaincy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
•—5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-S5malar®  (neomydn  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 

fluoclnolon«  acetonide  — an  origlne!  steroid  from 

SYNTEXE 


possible  risks,  Tofrinil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofrinil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  card! 
arrhythmias  have  occurred  in  hyf 
thyroid  patients  and  in  patients  r 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regime 
Imipramine  may  block  the  pha 
cologic  activity  of  guanethidine  £ 
other  related  adrenergic  neuron-j 
blocking  agents.  | 

The  drug  is  not  recommended  at 
present  time  in  patients  under 
of  age. 

Adverse  Reactions:  Dryness  of  th> 
mouth,  tachycardia,  constipationlit 
turbances  of  accommodation,  swjil* 
ing,  dizziness,  weight  gain,  urinal  u 
frequency  or  retention,  nausea  aif 
vomiting,  peripheral  neuritis,  mil^ 
parkinson-like  syndrome,  tremor: 
rare  cases  of  falling  in  elderly  pa 


. - : 

tients,  confusional  states  (with  si|> : jj' 


symptoms  as  hallucinations  and 
orientation),  activation  of  psych 
schizophrenics  and  agitation  (in: 


/nd/caf/ons;  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient’s  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


When 
a milestone  in  life 
is  marred 

I 1 > 


fpomanic  and  manic  episodes) 
may  require  dosage  reduction 
ir  addition  of  a tranquilizer  or 
>rary  discontinuation  of  the  drug, 
•tiform  seizures,  orthostatic 
ension  and  substantial  blood 
jre  fall  in  hypertensive  patients, 
;ra,  transient  jaundice,  bone  mar- 
epression  including  agranulocy- 
Isensitization  and  skin  rash 
iing  photosensitfzation,  eosina- 
and  mild  withdrawal  symptoms 
den  discontinuation  after  pro- 
d treatment  with  high  doses, 
feiona!  hormonal  effects  (im- 
ice,  decreased  libido,  and  estro- 
letfects)  may  be  observed, 
line-like  effects  may  b©  more 
lunced  (e.p.  paralytic  ileus)  in 
iptible  patients  and  in  those 
lanticholinergic  agents  (includ- 
Wiparkinsonism  drugs). 

If/enf  Adult  DosagB:  Initially, 

*.  dally,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a tew  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofrinil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(8)48-850-0 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter... she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 

As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 

The  use  of  Tofranil  in  patients  receiving 
M.A.O.l.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


-r...vX  — imipramine 

Tofranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Protect  your  family  now  with  low-cost 
Disability  Income  Protection  from  CMS 


Sickness  and  accidents  can  strike 
any  time,  anywhere!  That's  why 
you  need  to  protect  your  family 
now  with  the  Colorado  Medical 
Society's  low-cost  disability  income 
plan. 

PAYS  up  to  $800.00  a month 
when  you're  sick  or  hurt  and  can't 
work. 

For  full  details,  complete  and  mail 
the  coupon  below  today. 


Save  time,  sove  money  with 
MEDIPHONE! 

Mediphone  is  Mutual  of  Omaha's 
new  service  for  doctors  that  can 
save  you  time  and  money.  Now,  to 
furnish  Mutual  of  Omaha  the  in- 
formation necessary  to  qualify  an 
applicant  for  insurance,  you  simply 
dictate  the  information  requested 
into  your  telephone,  relieving  you 


and  your  staff  of  burdensome, 
time-consuming  work.  To  use 
Mediphone,  call  402  — 342-7530 
collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered 
how  helpful  Mediphone  can  be  in 
cutting  down  on  paper  work.  Find 
out  how  Mediphone  can  help  you. 
Send  for  a free  pamphlet  describ- 
ing Mediphone  today. 


Mutual 
3^maha«xL/ 


The  Gompanif  that  pai/s 

1 my  free 

1 

Life  Insurance  Affiliate:  United  of  Omaha 

1 Name 

1 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

HOME  OFFICE:  OMAHA,  NEBRASKA 

1 Address.. 

1 

1 1 68-269 

! City 

Vincent  Anderson  Agency 

Mutual  of  Omaha 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colo.  80202 

Please  rush  me  full  detoils  on  the  Society's  Disability  Income  Plan  plus 


-State Zip- 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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He  knows  best  what’s  best 
for  a profitable  practice 


He  should  . . . He’s  your  local  representative 
from  Professional  Management  Midwest.  He  has 
at  his  disposal  over  22  years  accumulation  of 
sound  solutions  to  practice  management  problems. 

He’s  had  extensive  training  which  prepares  him 
to  provide  you  with  profitable  counsel  in  all  phases 
of  practice  management  and  personal  financial 
planning. 

Your  PMM  representative  has  only  one  reason 
to  be  in  business  ...  to  help  you.  Ask  him  how 
he  can  help  you  make  your  practice  more  enjoy- 
able and  profitable.  Schedule  a get-acquainted 
conference  with  your  PMM  representative  . . . 
call  him  today. 


PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 
Phone:  623-3053 
Denver,  Colorado  80215 

2-5-8-68 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 
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1 the  convalescent 
atient  prolonged 
nxiety  can  interfere 
/ith  treatment 

/en  when  the  patient’s  prognosis 
favorable—and  despite  the  doe- 
r’s reassurances— his  convales- 
mce  is  often  jeopardized  by 
)urs  spent  in  worry  and  concern 
'er  the  future. 

le  adjunctive  use  of  Librium 
hlordiazepoxide  HCI)  is  fre- 
jently  helpful  in  the  manage- 
ent  of  the  coronary  patient.  Its 
spendable  antianxiety  action 
iually  helps  him  relax,  become 
ilmer,  less  preoccupied  with  his 
ness;  and,  in  the  process,  it 
Hps  create  an  emotional  climate 
ore  conducive  to  his  medical  im- 
ovement.  Furthermore,  Librium 
s.,  added  to  the  regular  t.i.d. 
ihedule,  can  encourage  the  rest- 
1 sleep  which  comes  with  relief 
3m  anxiety. 

ter  eight  years.  Librium  contin- 
;s  to  demonstrate  an  impressive 
cord  of  safety.  In  general  use, 
e most  common  side  effects  re- 
)rted  have  been  drowsiness, 
axiaand  confusion,  particularly 
the  elderly  and  debilitated.  (See 
escribing  information.) 

tore  prescribing,  please  consult  com- 
5te  product  information,  a summary  of 
lich  follows: 

Jications:  Indicated  when  anxiety,  ten- 
>n  and  apprehension  are  significant 
mponents  of  the  clinical  profile, 
intraindications:  Patients  with  known 
persensitivity  to  the  drug, 
arnings:  Caution  patients  about  possible 
mbined  effects  with  alcohol  and  other 
JS  depressants.  As  with  all  CNS-acting 
ugs,  caution  patients  against  hazardous 
cupations  requiring  complete  mental 
^rtness  (e.g.,  operating  machinery, 
iving).  Though  physical  and  psycho- 
jical  dependence  have  rarely  been 
ported  on  recommended  doses,  use  cau- 
n in  administering  to  addiction-prone 


individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that 
its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  ex- 
citement, stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be 


present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occa- 
sionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Usual  daily  dosage:  Individualize  for  max- 
imum beneficial  effects.  Ora/— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg— 
bottles  of  50.  Libritabs'^-^-  (chlordiazepox- 
ide) Tablets,  5 mg,  10  mg  and  25  mg— 
bottles  of  100.  With  respect  to  clinical 
activity,  capsules  and  tablets  are 
indistinguishable. 


& 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


for  the  lingering 
anxiety  of  convalescence 

Librium 

(chlordiazepoxide  HCI) 
5-mg,  10-mg,  25-mg  capsules 

Also  available:  Libritabs^“  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 
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Colorado  Medical  Society 

OFFICERS  1967-G8 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969) : Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rooky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 


Montana  Medical  Association 

OFFICERS — ^1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings 
President-Elect:  Mark  B.  Listerud,  Wolf  Point 
Vice-President:  Oscar  A.  Swenson,  Sidney 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Alfred  M.  Fulton,  Chairman,  Billings; 
Herbert  T.  Caraway,  BUlings;  Paul  J.  Gans,  Lewistown; 
William  S.  Harper,  Helena:  Mark  B.  Listerud,  Wolf  Point; 
John  A.  Newman,  Butte;  Oscar  A.  Swenson,  Sidney;  Robert 
W.  Thometz,  Butte;  A.  L.  Vadheim,  Bozeman 
Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L. 
Russell  Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  BUlings  59103.  Office  Telephone  259-2585 


STANDING  COMMITTEES 

COMMITTEE  ON  ACCIDENT  PREVENTION:  Richard  L. 
Peterson,  Chairman,  Hamilton:  David  J.  Almas,  Havre; 
William  A.  Asbury,  Bridger;  John  E.  Hynes,  Billings;  Thomas 
E.  Morledge,  Billings;  Robert  M.  Skinner,  Great  Falls;  C.  R. 
Svore,  Missoula;  Warren  M.  Swager,  Jr.,  Sheridan. 
COMMITTEE  ON  BLOOD;  Elmer  W.  Koneman,  Chairman, 
BUlings;  OrviUe  J.  Andersen,  Helena:  Bryce  D.  Colwell, 
Missoula;  Samuel  Dachs,  Great  Falls;  Bernard  J.  McLaverty, 
Missoula;  WUliam  G.  Shull,  Great  FaUs;  Wesley  W.  Wilson, 
Missoula. 

AD  HOC  COMMITTEE  ON  BYLAWS:  John  A.  Layne,  Chair- 
man, Great  Falls;  Leonard  W.  Brewer,  Missoula;  Herbert  T. 
Caraway,  Billings. 


CANCER  COMMITTEE:  Robert  K.  West,  Chairman,  Cut 
Bank;  Richard  J.  Best,  Butte;  Bryce  D.  Colwell,  Missoula; 
Ehner  W.  Koneman,  Billings:  Richard  E.  Lauritzen,  Great 
Falls:  Fred  M.  Long,  Great  Falls;  Bruce  C.  McIntyre, 
Whitefish;  James  L.  Patterson,  Jr.,  Butte;  V.  W.  Steele, 
Bozeman. 

AD  HOC  COMMITTEE  ON  CORONER’S  AND  MEDICAL 
EXAMINER’S  LAWS:  John  P.  Pfaff,  Jr.,  Chairman,  Great 
Falls;  Orville  J.  Andersen,  Helena;  Charles  E.  Magner,  Great 
Falls;  John  A.  Newman,  Butte;  V.  W.  Steele,  Bozeman. 

COMMITTEE  ON  CONTRACT  NEGOTIATION:  James  J.  Shea, 
Chairman,  Great  FaUs;  F.  D.  Anderson,  Missoula:  Warren  D. 
Bowman,  Jr.,  BUlings;  Bryce  D.  Breitenstein,  Missoula;  James 
K.  Cope,  Forsyth;  James  E.  McIntosh,  Missoula;  Charles  R. 
Petty,  HamUton. 

COMMITTEE  ON  DISEASES  OF  THE  CHEST:  Harry  W. 
Power,  Chairman,  Great  Falls;  Robert  M.  Addison,  Great 
Falls:  Richard  L.  Cole,  Bozeman;  John  W.  Heizer,  BUlings; 
Edward  L.  King,  Manhattan;  John  E.  Minckler,  Missoula; 
Emmett  T.  Murphy,  Butte;  John  H.  Schaeffer,  Billings;  George 
E.  Trobough,  Anaconda;  Ex-Officio:  A.  C.  Knight,  Deer 
Lodge. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  Yokichi 
Itoh,  Chairman,  Livingston;  David  J.  Almas,  Havre;  A.  Duane 
Bloomstrom,  Helena;  Harold  C.  Habein,  BUlings:  Gary  R. 
Jystad,  Great  FaUs;  James  D.  Morrison,  Billings;  Jacob  L. 
Raney,  Bozeman. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  Francis  J. 
Kelly,  Chairman,  Bozeman;  David  J.  Almas,  Havre;  Walter 
A.  Lauvstad,  Billings;  James  R.  Markette,  Cut  Bank;  Howard 

I.  Popnoe,  Great  Falls. 

COMMITTEE  ON  INDIAN  HEALTH:  Ward  E.  Benkelman. 
Chairman,  Poison;  Frank  M.  Campbell,  Hot  Springs;  Robert 

J.  Casey,  Great  FaUs;  George  A.  Jestrab,  Havre;  Charles  C. 
Morledge,  Billings;  Thomas  J.  Moylan,  Roundup;  Marshall  L. 
Whitehair,  Bozeman. 

INDUSTRIAL  WELFARE  COMMITTEE:  Sterling  R.  Hayward, 
Chairman,  Billings;  E.  E.  Bertagnolli,  Three  Forks;  Leon  G. 
Claassen,  East  Helena:  H.  R.  Crisman,  Missoula:  Leonard  E. 
Kuffel,  Missoula;  Donald  W.  Maclean,  HamUton;  James  J. 
McCabe,  Helena;  Robert  W.  Thometz,  Butte;  Robert  P. 
Yost,  Missoula. 

AD  HOC  COMMITTEE  ON  INSURANCE:  D.  Frank  Johnson, 
Chairman,  Billings;  Warren  D.  Bowman,  Jr.,  BUlings;  John 
J.  McGahan,  BUlings. 

INTERPROFESSIONAL  RELATIONS  COMMITTEE:  B.  C. 
Farrand,  Chairman,  Jordan;  Robert  M.  Addison,  Great  Falls; 
George  R.  Brosius,  BiUings;  Richard  S.  Buker,  Jr.,  Chester; 
Frank  M.  Campbell,  Hot  Springs;  Gerald  A.  Diettert,  Mis- 
soula; William  E.  Hadcock,  Conrad;  Robert  H.  Leeds,  Chinook; 
Donald  W.  Maclean,  HamUton;  Jacob  L.  Raney,  Bozeman; 
John  H.  Stone,  Great  Falls;  C.  H.  Swanson,  Jr.,  Columbus. 

LEGAL  AFFAIRS  COMMITTEE:  F.  D.  Hurd,  Chairman, 
Great  FaUs,  1968;  Ernest  M.  Bargmeyer,  Missoula,  1970; 
Porter  S.  Cannon,  Livingston,  1969;  M.  E.  K.  Johnson,  Kali- 
spell,  1970;  Frank  R.  Mohs,  BUlings,  1970;  Charles  C.  Mor- 
ledge, BiUings,  1969;  John  V.  H.  NeviUe,  Columbus,  1968; 
John  P.  Pfaff,  Jr.,  Great  FaUs,  1970;  Harry  W.  Power,  Great 
FaUs,  1969;  S.  C.  Pratt,  Helena,  1969;  C.  R.  Svore,  Missoula, 
1968;  WiUiam  H.  Walton,  BUlings,  1968. 

LEGISLATIVE  COMMITTEE:  Hugh  V.  Anderson,  Chairman, 
Great  Falls;  F.  John  Allaire,  Great  Falls;  WUbur  A.  Arm- 
strong, BUlings;  Eugene  J.  P.  DrouUlard,  Missoula;  Harry 
C.  Gibson,  KalispeU;  Alan  Iddles,  Bozeman;  James  J. 
McCabe,  Helena;  John  W.  McMahon,  Helena;  Daniel  E. 
Staples,  Butte;  John  W.  Strizich,  Helena. 

NOTE:  All  members  of  this  Association,  it  is  anticipated, 
wUl  serve  as  ex-officio  members  of  this  committe  and  wUl 
be  delegated  to  contact  the  elected  representatives  of  the 
Montana  Legislative  Assembly  and  to  testify  upon  particiUar 
legislative  measures,  as  necessary,  before  the  appropriate 
committee  of  either  the  Montana  Senate  or  House  of  Repre- 
sentatives. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  R.  Dale 
Hunsaker,  Chairman,  Helena;  Marvin  N.  Cinnamon,  DUIon; 
Paul  R.  Crellin,  BUlings;  John  A.  Curtis,  Great  FaUs;  John 
J.  Drynan,  Helena;  James  E.  ElUott,  Havre;  Donald  L. 
GUlespie,  Butte;  Bob  E.  Hulit,  BUlings;  B.  T.  Jones,  Butte; 
Dan  L.  London,  Great  Falls;  BeUe  C.  Richards,  Helena; 
John  A.  Ross,  Great  Falls;  Robert  A.  Spierling,  Missoula; 
Marshall  L.  Whitehair,  Bozeman:  Ex-Officio:  Katherine  E. 
Dawson,  East  Helena. 
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MEDIATION  COMMITTEE:  John  F.  Fulton,  Chairman,  Mis- 
soula, 1968;  James  K.  Cope,  Forsyth,  1969;  James  E.  Elliott. 
Havre,  1969;  David  Gregory,  Glasgow,  1970;  WUliam  E. 
Hadcock,  Conrad,  1970;  John  T.  Hurly,  Billings,  1968;  H.  D. 
Rossiter,  Butte,  1970;  Daniel  E.  Staples,  Butte,  1969;  J. 
Jerome  Wildgen,  Kalispell,  1968. 

COMMITTEE  ON  THE  MEDICAL  ASPECTS  OF  SPORTS: 
Edward  J.  Purdey,  Chairman,  Bozeman;  Robert  B.  Curry, 
Missoula;  James  E.  Elliott,  Havre;  John  R.  Halseth,  Great 
Falls;  John  C.  Hanley,  Great  Falls;  William  E Henrickson, 
Absarokee;  James  E.  McGreevey,  Butte;  Bruce  C.  McIntyre. 
Whitefish;  Warren  J.  McKinstry,  Missoula;  George  W. 
Nelson,  Billings. 

COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION: 
F.  John  Allaire,  Chairman,  Great  Falls;  Leonard  W.  Brewer, 
Missoula;  Bryce  D.  Colwell,  Missoula;  Leonard  W.  Etchart, 
Billings;  James  L.  Patterson,  Jr.,  Butte. 

COMMITTEE  ON  MEDICAL  SERVICES  (ECONOMICS):  Allan 
L.  Goulding,  Chairman,  Billings;  Wilbur  A.  Armstrong,  Bil- 
lings; E.  E.  Bertagnolli,  Three  Forks;  Harold  W.  Fuller, 
Great  Falls;  John  R.  Halseth,  Great  Falls;  Neil  I.  Meyer, 
Billings;  Dan  Mitchell,  Jr.,  Billings;  Dudley  H.  Page,  Great 
Falls;  WiUiam  A.  Reynolds,  Missoula;  William  E.  Sullens. 
Great  Falls;  Bernard  J.  Winter,  Kalispell;  Robert  P.  Yost, 
Missoula. 

COMMITTEE  ON  MENTAL  HYGIENE:  George  J.  Gelernter, 
Chairman,  Great  Falls;  Theodore  Chemodurow,  Billings; 
Donald  L.  Harr,  Billings;  Henry  W.  Hogan,  Missoula;  George 
W.  Nelson,  Billings;  Ex-Officio;  Stanley  J.  Rogers,  Warm 
Springs. 

LIAISON  COMMITTEE  TO  THE  MONTANA  OSTEOPATHIC 
ASSOCIATION:  Everett  H.  Lindstrom,  Chairman,  Helena; 
James  J.  Bulger,  Great  Falls;  Raymond  L.  Eck,  Lewistown. 

NOMINATING  COMMITTEE:  James  R.  Thompson,  Chairman, 
MUes  City,  1968;  John  A.  Evert,  Missoula,  1972;  M.  A.  Gold, 
Butte,  1970;  John  A.  Layne,  Great  Falls,  1969;  Edwin  C. 
Segard,  Billings,  1971. 

PROGRAM  COMMITTEE— 1968:  Edward  W.  Gibbs,  Chair- 
man, Billings;  Colvin  H.  Agnew,  Billings;  Paul  R.  Crellin, 
Billings;  D.  Frank  Johnson,  Billings;  Elmer  W.  Koneman, 
Billings;  Frank  R.  Mohs,  Billings. 

PROGRAM  COMMITTEE — 1969:  Harvey  L.  Casebeer,  Chair- 
man, Butte;  Richard  J.  Best,  Butte;  Roger  W.  Clapp,  Butte; 
Donald  L.  Gillespie,  Butte;  Raymond  D.  Grondahl,  Butte; 
James  L.  Patterson,  Jr.,  Butte;  Thomas  H.  Strong,  Butte. 

PUBLIC  HEALTH  COMMITTEE:  Mark  B.  Listerud,  Chair- 
man, Wolf  Point;  Ward  E.  Benkehnan,  Poison;  B.  C.  Far- 
rand,  Jordan;  George  J.  Gelernter,  Great  Falls;  Sterling  R. 
Hayward,  Billings;  R.  Dale  Hunsaker,  Helena;  Yokichi  Itoh, 
Livingston;  Francis  J.  Kelly,  Bozeman;  Elmer  W.  Koneman, 
BiUings;  Hollis  K.  Lefever,  Lewistown;  Harry  W.  Power, 
Great  Falls;  Edward  J.  Purdey,  Bozeman;  Robert  K.  West, 
Cut  Bank. 

PUBLIC  RELATIONS  COMMITTEE:  Colvin  H.  Agnew,  Chair- 
man, Billings;  William  A.  Asbury,  Bridger;  Leon  G.  Claassen, 
East  Helena;  Paul  J.  Gans,  Lewistown;  Clark  A.  Grimm, 
Havre;  Charles  C.  Morledge,  Billings;  Frank  M.  Petkevich, 
Great  Falls;  C.  H.  Swanson,  Jr.,  Columbus. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  HoUis  K. 
Lefever,  Chairman,  Lewistown;  Robert  M.  Addison,  Great 
Falls;  John  A.  Curtis,  Great  Falls;  George  B.  Eusterman,  Jr., 
Great  Falls;  D.  Frank  Johnson,  Billings;  WilUam  F.  Morrison, 
Missoula;  M.  D.  Winter,  Jr.,  Miles  City;  Robert  E.  Wynia, 
Great  Falls;  Ex-Officio ; Mary  E.  Soules,  Helena. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
J.  Jerome  Wildgen,  Chairman,  Kalispell,  1968;  Harold  C. 
Habein,  Billings,  1970;  John  G.  Kane,  Butte,  1969;  CJeorge 
J.  Moffitt,  Livingston,  1971;  C.  R.  Svore,  Missoula,  1972; 
Ex-Officio:  Alfred  M.  Fulton,  Billings;  John  A.  Newman, 
Butte. 

ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  David 
Gregory,  Chairman,  Glasgow;  Gordon  A.  Anderson,  Deer 
Lodge;  Terrance  D.  Callan,  Anaconda;  CJeorge  J.  Gelernter, 
Great  Falls;  Bryce  G.  Hughett,  Billings;  Robert  W.  Pound- 
stone,  Dillon. 


PRACTICE  OPPORTUNITIES 
IN  COLORADO 

Solo  Practice 

SPRINGFIELD,  COLORADO 

Contact  Mrs.  Lester  Hamilton 
Southeast  Colorado  Hospital  Dist. 

Box  427 

Springfield,  Colorado  81073 

DENVER,  COLORADO 

Contact  L.  L.  Penix,  M.D. 

25  E.  Iowa  Avenue 
Denver,  Colorado  80210 

Associate  Practice 

LIMON,  COLORADO 

Contact  John  C.  Straub,  M.D. 

801  A Avenue 
Limon,  Colorado  80828 

GOLDEN,  COLORADO 

Contact  Lloyd  Wright,  M.D. 

19th  & Ford  Streets 
Golden,  Colorado  80401 

(Includes  a 10-hour  week  at  School  of 
Mines  in  Golden  at  a yearly  salary  of 
$7200  with  practice  in  group  at  19th  and 
Ford  Streets  to  take  remainder  of  time.) 

Solo  or  Associate  Practice 

STERLING,  COLORADO 

Contact  Gill  Brehm,  M.D. 

524  Poplar  Street 
Sterling,  Colorado  80751 
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Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 

Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (19701. 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R. 
MerreU,  Brigham  City,  1969;  Cache  Valley  Medical  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society, 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1969;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton, 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1%8;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Horald  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


New  Mexico  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect:  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albuquerque. 

Vice  Speaker,  House  of  Delegates:  Harr3’  D.  Ellis,  Santa  Fe. 

Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque:  Telephone  265-8494,  area  code 
505. 


Wyoming  State  Medical  Society 

OFFICERS — 1967-68— Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie. 

President-elect:  Henry  N.  Stephenson,  Newcastle. 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis. 

Secretary:  Elmer  S.  McKay,  Lander. 

Treasurer:  John  J.  Corbett,  Casper. 

Delegate  to  the  A.M.A.:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  the  A.M.A.:  Thomas  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.O.  Box  2266, 
Cheyenne;  Telephone  632-5525.  area  code  307. 


PICKER 

3890  ELM 


X-RAY,  ROCKY  MOUNTAIN,  INC. 

STREET  — TEL.  388-573 1 — DENVER,  COLORADO  80207 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 
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PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Sso  voigUr 

1830  CURTIS  DENVER  534-4257 


TofightTB- 

finditfirstl 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5 s and  25’s. 


THE  EMORY  JOHN  BRADY  HOSPITAL 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WANT  ADS 


LOCUM  TENENS  for  General  Practice  June  3 through  July  7, 
1968.  Contact  James  L.  Bowen,  M.D.,  5400  W.  Jewell,  Denver. 
80226.  985-1519.  1267-7-6 


M.D.  WAJMTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  hunting.  Newly  completed  addition  to 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  WiU  exchange  references.  Contact  H.  W.  Roth, 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  to 
join  three  GPs,  Board  Certified  Surgeon  and  Pediatrician  in 
group  practice.  Located  in  center  of  Ski  Country,  USA.  New 
office  building  under  construction,  adjacent  to  modern  hos- 
pital. For  information  write  to  Glenwood  Medical  Associates, 
Glenwood  Springs,  Colorado  81601.  Phone:  303-945-5441. 

368-5-3 


PHYSICIAN  NEEDED  for  Medical  Facility  in  a resort  area 
on  the  Colorado  River.  Must  have  Nevada  license  or  be 
able  to  conform.  Ideal  location  for  semi-retired  physician. 
Monthly  salary.  Contact  North  Las  Vegas  Hospital,  Inc.,  1401 
E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada  89030. 

468-8-4B 


PRICELESS  COLORADO  OPPORTUNITY.  No  investment. 

Walk  into  magnificent  practice  grossing  over  $65,000.  Busy 
G.P.  leaving  for  radiology.  Ideal  for  Internist,  GP,  Ob-Gyn, 
and/or  Pediatrician.  Community  could  support  all  four  very 
well.  Aggressive  town  8500  serving  area  of  25,000.  Excellent 
hospital,  schools,  hunting,  fishing,  water  skiing.  Beautiful 
completely  equipped  office.  Seven  years  medical  records.  Well 
trained  office  staff.  Perfect  community  in  which  to  live  and 
raise  family.  You  are  out  of  your  tree  if  you  don’t  look  into 
this.  G.  W.  Eklund,  M.D.,  Box  230,  Lamar,  Colorado.  368-1-3 


NORTHGLENN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 G.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


4-MAN  MEDICAL  GROUP  (2  G.P.’s  and  2 Board  Certified 
Surgeons)  in  Southern  New  Mexico  town  of  40,000;  need 
an  additional  G.P.  Write  or  call  collect:  1203  Medpark,  Las 
Cruces,  New  Mexico  88001.  524-3576.  468-5-2 


SPARKS,  NEVADA— FOUR  GENERAL  PRACTITIONERS 
seek  an  additional  associate.  Salary  open.  Partner^ip  in 
the  near  future.  Four  weeks  paid  vacation  first  year.  Free 
insurance  program  available,  including  health,  accident,  life 
and  malpractice.  Night  and  weekend  calls  by  regular  rota- 
tion. A modem  well-equipped  clinic,  situated  within  a short 
distance  from  large  county  and  private  hospitals.  Sparks, 
just  three  miles  east  of  Reno,  Nevada,  has  a fast  growing 
community  with  a present  population  of  approximately 
33,000.  An  ideal  location  for  complete  family  living,  very 
close  to  skiing,  fishing,  golfing  and  hunting  resorts.  Brian 
R.  Carey,  Business  Manager,  Sparks  Medical  Clinic,  850 
I Street,  Sparks,  Nevada  89431.  568-9-lB 


ONE  SUITE  REMAINING  in  new  medical-dental  building. 

Excellent  southeast  Denver  location  at  Hampden  and 
Oneida  (3  blocks  east  of  Valley  Highway).  Ideal  for  Opthal- 
mologist,  ENT,  Psychiatrist,  Internist.  Contact  Dr.  Glenn  W. 
Shaffron,  3401  So.  Oneida  Way,  Denver,  Colorado.  756-2914. 

568-8-lB 


OPENING  FOR  TWO  INTERNISTS  OR  GENERAL  PRAC- 
TITIONERS to  serve  on  medical  service  of  133-bed  GM&S 
Hospital.  Salary  based  on  qualifications;  excellent  fringe 
benefits.  Licensure  in  any  State  of  the  United  States  Is  re- 
quired. Inquire:  Chief  of  Staff,  VA  Center,  2360  E.  Persh- 
ing Blvd.,  Cheyenne,  Wyoming  82001,  an  equal  opportunity 
employer.  568-7-2B 


EXCLUSIVELY 

For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


m 
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PSYCHIATRISTS  for  staff  and  Sr.  positions,  fully  accredited 
state  hospital  featuring  community  oriented  geographical 
units,  team  approach  utilizing  variety  treatment  methods, 
fully  approved  3 yr.  Resident  Training  program.  Ideally 
located  in  residential  city,  1 hr.  from  metro  area,  mountains 
or  ocean  beaches,  moderate  winters,  cool  summers.  Salary 
$14,e00-$18,000  depending  on  training  or  experience.  Liberal 
fringe  benefits.  Housing  available  at  reasonable  cost.  Write: 
D.  K.  Brooks,  MD,  Supt.,  Oregon  State  Hospital,  Salem, 
Oregon  97310.  568-6-13 


RANCH  STYLE  MEDICAL  Suite  in  “booming”  Applewood 
area.  Main  floor — air  conditioned.  Two  examination  rooms, 
reception  room,  nurses  work  area,  office.  Good  parking. 
$200.00  mo.  Ask  for  Mrs.  Pryor,  PRYOR-MOSS  REALTORS, 
6490  W.  44th  Avenue,  Wheat  Ridge,  Colorado.  424-4491. 

568-5-lB 


36-year-old,  married.  University  trained,  board  certified  Ob- 
Gyn,  who  will  complete  his  military  obligation  February 
1969,  seeks  association  with  one  or  more  Ob-Gsm’s  or  with 
a small  group.  Denver  area  or  Colorado  Springs  preferred, 
but  will  consider  all  offers.  Reply  to  Kenneth  E.  Petri,  MD, 
Major,  USAF  MC,  24  A Glover  Avenue,  Langley  AFB, 
Virginia  23365.  568-4-lB 


BOULDER,  COLORADO — excellent  family  practice  for  sale. 

CoUege  town,  59,000,  at  base  of  mountains.  30  miles  from 
Denver.  Ideal  community.  Leaving  for  Peace  Corps  July, 
1968.  H.  Rinier,  MD,  385  Broadway,  Boulder,  Colorado  80302. 

568-3-3 


A YOUNG,  ENTHUSIASTIC  Board  Certified  or  qualified 
obstetrician  and  gynecologist  with  military  obligation  com- 
pleted is  wanted  to  join  young  man  in  rapidly  growing 
practice  in  Rocky  Mountain  area.  Salary  and  then  percentage 
leading  to  partnership.  Reply  to  Box  568-2-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado  80218. 

568-2-1 


BOARD  ELIGIBLE  GENERAL  SURGEON  with  sub-specialty 
certification  in  fields  of  colo-rectal  and  peripheral  vascular 
diseases  seeks  relocation  to  western  state.  Previous  experi- 
ence in  general  medical  field.  Interested  in  individual,  partner- 
ship or  group  association.  Reply  to  Box  568-1-lB,  Rocky 
Mountain  Medical  Journal,  1809  East  18th  Avenue,  Denver, 
Colorado  80218.  568-1-lB 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f | Telephone 

Denver  80202  534-8714 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE 
Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


LIVING  ON  TOP  OF  THE  WORLD 

at  8600  feet,  19  miles  west  of  Boulder  in  the 
Colorado  Rockies.  From  the  living  room 
picture  window  a magnificent  view  of  moun- 
tains, forests,  lake  and  the  plains  3400  feet 
below.  A year  around  home,  summer  lodge, 
or  a retreat  owned  with  several  friends 
where  you,  wife  and  children  may  enjoy  the 
big  sky  with  no  pollution.  Private  fishing 
and  miles  of  national  forest  bordering  the 
west  boundary.  For  the  horseman  — stables, 
tack  room  and  pasture.  Privacy,  rugged 
beauty,  summer  and  winter  recreation  only 
70  minutes  from  Denver,  35  minutes  from 
Boulder.  Many  other  choice  building  sites. 
Call  Fred  Engleman  of  Faith  Realty  at 
444-0700  or  442-6759  evenings. 

Faith  Realty  and  Development  Co. 

1696  30th  Street 
BOULDER,  COLORADO  80302 
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Medical  Center 


2045  FRANKLIN  STREET 
DENVER,  COLORADO  80205 


DEL  ARMSTRONG,  Resident-  Manager 

PHONE  297-5458 


Talk  to 


Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 

If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 
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Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
hedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal  I 

epilepsy  and  certain  other  convulsive  states.  Its  1 

use  will  prevent  or  greatly  reduce  the  incidence  ] 

and  severity  of  convulsive  seizures  in  a substan-  j 

tial  percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re-  ^ 

duced.  The  possibility  of  toxic  effects  during  .S 

pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized  morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing  initial  treatment,  side  effects  may  include  gas-  W 

trie  distress,  nausea,  weight  loss,  nervousness,  r< 

sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 

DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  ^ 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request 
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To  the  Editor: 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  acquisitions 

Cancer  Chemotherapy;  Edited  by  Isadore  Brodsky.  New  York, 
19S7,  Grune.  348  p.  Price:  $18.53. 


Thank  you  for  the  opportunity  to  publish  an 
; article  in  the  Rocky  Mountain  Medical  Journal. 

; This  is  a thrilling  accomplishment  for  me.  The 
I article  on  H.  R.  Tilton  is  one  third  of  a chapter 
I in  a book  I am  presently  putting  together  on 
^ pioneer  medicine,  and  as  such,  is  a test  project 
f to  see  if  the  things  I believe  about  pioneer  life 
i and  the  practice  of  medicine  have  merit.  There  is 
[ a poignancy,  a vision,  and  a romance  to  the  history 
( of  medicine  that  needs  to  be  told  and  retold  lest 
* we  all  succumb  to  current  vilification  and  question 
our  own  motives  and  dedication.  Having  a chance 
i to  publish  in  the  Rocky  Mountain  Medical  Journal 
comes  to  few  neophyte  writers,  and  I am  most 
grateful. 

Judith  Hannemann 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

^ (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


Cancer  Detection:  International  Union  Against  Cancer.  New 
York,  1967,  Springer- Ver lag.  82  p.  Price:  $7.00. 

Cancer  of  the  Gastrointestinal  Traet:  By  University  of  Texas. 
Chicago,  1967,  Yearbook  Medical  Publishers.  300  p.  Price; 
$12.50. 

Cancer  of  the  Head  and  Neck:  By  International  Workshop  on 
Cancer  of  the  Head  and  Neck.  New  York,  1965,  Appleton- 
Century  Crofts.  650  p.  Price:  $30.00. 

Choriocarcinoma:  Edited  by  James  F.  Holland.  New  York, 
1967,  Springer- Verlag.  155  p.  Price:  $12.00. 

Continual  Remembrance;  Letters  from  Sir  William  Osier;  By 
Howard  Holley.  Springfield.  111.,  1968,  Thomas.  132  p.  Price: 
$6.75. 

Current  Medical  References:  Edited  by  Paul  J.  Sanazaro.  Los 
Angeles,  California,  1967.  Lange.  595  p.  Price:  $10.00. 

The  Doctors:  By  Martin  Gross.  New  York,  1966,  Random.  605 
p.  Price:  $6.95. 

Goals  of  Psychotherapy:  By  Alvin  R.  Mahrer.  New  York,  1967, 
Appleton-Century  Crofts.  301  p.  Price;  $6.C0. 

Healthful  School  Living:  By  Charles  C.  Wilson.  Washington, 
D.C.,  1957,  NEA-AMA.  323  p.  Price:  $5.00. 

How  to  Interpret  Electrocardiograms  in  Terms  of  Vectors: 
By  Emanuel  Goldberger.  Springfield,  111.,  1968,  Thomas.  187  p. 
Price;  $10.50. 

Interoceptors:  By  V.  N.  Cherigovskiy.  Washington,  D.  C.,  1967, 
American  Psychological  Association.  804  p.  Price:  Gift. 

Lung  Calcifications  in  X-ray  Diagnosis;  By  Emanuel  Salzman. 
Springfield,  111.,  1968,  Thomas.  123  p.  Price:  $7.50. 

Medical  Secretary’s  Manual:  By  Myreta  Eshom.  New  York, 
1966,  Appleton-Century  Crofts.  506  p.  Price;  $8.50. 

Organization  and  Management  of  Family  Practice:  By  Ameri- 
can Academy  of  General  Practice.  Kansas  City,  1968,  105  p. 
Price:  $1.00. 

Ovarian  Cancer:  Edited  by  F.  Gentil.  New  York,  1968, 
Springer-Verlag.  265  p.  Price:  $21.50. 

Planning  Clinical  Experiments:  By  Kenneth  R.  Cox.  Spring- 
field,  111.,  1968,  Thomas.  312  p.  Price:  $14.75. 

Radiation  Therapy  of  Tumors  and  Diseases  of  the  Nervous 
System:  By  Jean  J.  L.  Bouchard.  Phila.,  1966,  Lea  & Febiger. 
244  p.  Price:  $10.50. 

Reflections  on  the  New  Biology;  UCLA  Law  Review:  By 
Linus  Pauling.  Los  Angeles,  Calif.  450  p.  Price:  $3.50. 

Rehabilitation  of  the  Narcotic  Addict:  Report  of  Institute  on 
New  Development  of  the  Addict.  Washington,  D.  C.,  1967, 
U.  S.  Dept.  HEW.  392  p.  Price;  $2.25. 

School  Health  Services:  Edited  by  C.  C.  Wilson.  Washington, 
D.  C.,  1964,  NEA-AMA.  414  p.  Price:  $5.00. 

The  Sexual  Revolution:  By  Aron  M.  Krich.  New  York,  1967, 
Dell.  352  p.  Price:  .95. 

Some  Uncommon  Psychiatric  Syndromes:  By  Morgan  David 
Enoch.  Bristol,  1967,  Wright.  102  p.  Price:  $8.25. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  „„ 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood>.  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte^iABLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i.4>3l6, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  ii:146,  1963,  4.  Berman,  H.  H.,  et  al,:  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *0.3.  PATENT  NO.  2.895,877 

MCNEILLABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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iression? 

can’t  sleep... 


. but  her  other  symptoms: 
anxiety,  loss  of  interest,  anorexiajj 
psychomotor  retardation 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

HCl  I 


ELAVIE 

AMITRIPTYLINE  HC 


Indications:  Mental  depression  and  mild  anxiety  accompany' 
ing  depression.  j 

Contraindications:  Glaucoma  and  predisposition  to  urinary  rel 
tention.  Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  agains 
driving  a car  or  operating  machinery  or  appliances  requirini 
alert  attention.  When  depression  is  accompanied  by  anxiet; 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCl  alone’ 
a phenothiazine  tranquilizer  may  be  given  concomitantlyl.  ^ 
Suicide  is  always  a possibility  in  mental  depression  and  ma;(i  I 
remain  until  significant  remission  occurs.  Supervise  patient:  t * 
closely  in  case  they  may  require  hospitalization  or  concomitan 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  havinjl 
varying  modes  of  activity.  Accordingly,  consider  possibilibjj 
of  potentiation  in  combined  use  of  antidepressants.  Mono 
amine  oxidase  inhibitor  drugs  may  potentiate  other  drugs  am 
such  potentiation  may  even  cause  death;  permit  at  least  tw( 
weeks  to  elapse  between  administration  of  two  agents;  it 
such  patients,  initiate  therapy  with  ELAVIL  HCl  cautiously  witi 
gradual  increase  in  dosage  required  to  obtain  a satisfacton 
response.  Caution  patients  about  errors  of  judgment  due  ti 
change  in  mood,  and  that  the  response  to  alcohol  may  bi 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de 
pressive  patie.its. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache 
heartburn;  anorexia;  increased  perspiration;  incoordination 
allergic-type  reactions  manifested  by  skin  rash,  swelling  o 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs 
including  peripheral  neuropathy;  activation  of  schizophreni; 
which  may  require  phenothiazine  tranquilizer  therapy;  epi| 
leptiform  seizures  in  chronic  schizophrenics;  temporary  conj 
fusion,  disturbed  concentration  or,  rarely,  transient  visua 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac) 
tivity,  such  as  tachycardia,  dryness  of  the  mouth,  blurring  oi 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jauni 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti, 
depressant  activity  may  be  evident  within  3 or  4 days  o 
may  take  as  long  as  30  days  to  develop  adequately,  and  lac: 
of  response  sometimes  occurs.  Response  to  medication  wi 
vary  according  to  severity  as  well  as  type  of  depression  pres 
ent.  Elderly  patients  and  adolescents  can  often  be  managerj 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCl,  containing  10  mg.,  25  mg.,  ao' 

50  mg.  amitriptyline  HCl,  bottles  of  100  and  1000;  Injectio 
ELAVIL  HCl.  in  10-cc.  vials,  containing  per  cc.:  10  mg.  am* 
triptyline  HCl,  44  mg.  dextrose,  1.5  mg.  methylparaben,  an; 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  wit 
package  or  available  on  request. 


MERCK  SHARP  &D0HME 


Division  of  Merck  & Co.  Inc  West  Point  Pa  1945# 


WHERE  today’s  THEORY  IS  TOMORROW'S  THERAPY 


yOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


:ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


lOne  Ambar  Extentab  before  breakfast  can 
'jielp  control  most  patients’  appetite  for  up 
jio  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
^lelps  overcome  dieting  frustrations.  Pheno- 
(larbital,  the  sedative  in  Ambar,  controls  irritability  and 
iinxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
ihe  willpower  during  periods  of  dieting. 

\lso  available:  Ambar  #1  Extentabs®— methamphetamine 
pydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
ng:  may  be  habit  forming). 


AMBAR'2 

EXTENTABS’ 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications;  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company. 


RICHMOND,  VA.  23220 


AH'I^OBINS 
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SUPPRESSANTS. 
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FACT  & L^SND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 


TH£  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
^ CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


a puzzle 
of  antacid 
complaints 


one 

K.?” 


pain?’ 


“my 

gassy  stomach?” 


aluminum  and  magnesium  hydroxide  plus  simethicone 


a solution 
to  peptic  ulcer 

distress 

I Stuart  I 

^ ' Division/Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 
in  87.5®/o  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


When  it’s  more  than  a bad  cold 


Hhile  he’s  ^ttii^  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  closes.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver- cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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New 


Tegretol' 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  Is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.0.1.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat! 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom-i 
etry,  are  recommended  for  patients  being  treated  with  this  drug  since  ' 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  Jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryther 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  iymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effec 
are  drug-related  is  not  known.  However,  some  of  these  complications  ha' 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dosi 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  houi 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  an< 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  1 00  and  1 000.  (B)46-820.A 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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University  of  Colorado  School  of  Medicine 

A grant  of  $475,000  has  been  made  to  the 
University  of  Colorado  School  of  Medicine  by  the 
Social  and  Rehabilitation  Service,  U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare,  to  support 
for  the  fourth  year  a special  intensive  program 
of  research,  training  and  patient  care  aimed  at 
rehabilitation  of  persons  who  suffer  disabling  in- 
juries and  illnesses.  The  grant  will  continue  the 
multi-disciplinary  program  of  the  Rehabilitation 
Research  and  Training  Center  at  Colorado  General 
Hospital  under  the  direction  of  Dr.  Jerome  W. 
Gersten,  professor  and  chairman  of  the  Depart- 
ment of  Physical  Medicine  and  Rehabilitation  in 
the  CU  medical  school.  The  $475,000  is  allocated 
for  the  period  May  1 through  April  30  next  year. 

Objective  of  the  center  at  Colorado  General  is 
to  return  more  disabled  persons  to  socially  pro- 
ductive lives  and  employment  through  the  concen- 
tration of  research  and  patient  care  resources  on 
their  problems  and  through  the  training  of  more 
professionals  to  render  needed  services  in  the 
field  of  rehabilitation. 

During  the  1967-68  year  the  center  provided 
services  to  6,095  persons,  enrolled  1,350  trainees 
in  a wide  variety  of  special  courses  and  programs, 
and  gave  care  to  an  average  of  227  patients  each 
month.  A total  of  70  individual  training  projects 
were  conducted  for  professionals  in  Colorado, 
Wyoming  and  Montana. 

During  the  coming  year.  Dr.  Gersten  said,  the 
center  will  begin  active  experimentation  with 
instruments  which  have  been  developed  for  teach- 
ing aphasic  adults  (persons  who  have  lost  the 
power  of  speech)  with  programmed  learning  tech- 
nics. It  is  also  planned  to  expand  the  center’s 
work  evaluation  unit,  a project  for  measuring  the 
work  and  activity  capabilities  of  disabled  persons, 
and  to  intensify  a cardiac  reconditioning  project 
for  the  rehabilitation  of  patients  who  have  suf- 
fered recent  heart  attacks. 

The  center  operates  in  close  collaboration  with 
the  state  vocational  rehabilitation  agencies  of 
Colorado,  Wyoming,  Montana,  Idaho  and  Utah. 

University  of  Utah  Medical  Center 

The  University  of  Utah  Medical  Center  will 
initiate  the  nation’s  first  physician’s  anesthesiology 
preceptorship-home-study  course  aimed  at  provid- 
ing better  anesthetic  care  for  the  surgical  patients 


and  accident  victims  of  the  West’s  sparsely  popu- 
lated rural  areas.  The  program,  an  experimental 
one  under  sponsorship  of  the  Bureau  of  Health 
Manpower  of  the  United  States  Public  Health 
Service,  will  be  designed  to  alleviate  the  shortage 
of  trained  anesthesiologists  in  many  areas  of  the 
nation.  The  preceptor-home-study  plan  will  enable 
general  practitioners  to  receive  proper  training 
for  improved  anesthesiology  while  remaining  in 
practice  in  their  communities.  It  is  not  connected 
with  the  University’s  residency  program. 

The  University  will  administer  the  plan  in  the 
six-state  area  of  Utah,  western  Colorado,  Wyoming, 
Nevada,  Montana  and  Idaho  where  there  are  only 
210  active  practicing  anesthesiologists  available. 
Those  physicians  interested  in  providing  this  extra 
service  in  their  communities  and  who  are  accepted 
for  the  training  will  attend  a weekly  training 
session  conducted  by  a local  anesthesiologist  in  a 
nearby  community  hospital.  The  physicians  will 
augment  this  training  with  a home-study  course 
provided  by  the  Medical  Center. 

The  community-hospital  programs  will  be  ad- 
ministered by  staff  members  of  the  University’s 
Division  of  Anesthesiology.  Upon  completion  of 
the  course,  physicians  will  be  eligible  to  be  tested 
for  certification  in  the  anesthesia  field  of  medicine. 

Physicians  interested  in  the  preceptorship- 
home-study  course  in  any  of  the  six  states  should 
contact  the  Division  of  Anesthesiology,  University 
of  Utah  Medical  Center. 

* * * ♦ 

A grant  of  $204,000  to  the  University  of  Utah 
Medical  Center  will  renew  the  oldest  research  pro- 
gram financed  by  the  National  Institutes  of  Health. 
The  research  on  “Muscular  Dystrophy  and  Heredi- 
tary Disorders,”  was  awarded  23  years  ago  under 
the  present  research  grants  program  of  the  N.I.H. 

The  sizable  program  involves  some  25  people 
conducting  studies  on  muscle  diseases,  adrenal 
steroid  metabolism  and  enzyme  structure  and 
function.  The  primary  concern  of  the  researchers 
is  in  determining  the  chemical  analysis  of  muscu- 
lar dystrophy. 

* 4c  * * 

University  of  Utah  medical  researchers  will 
begin  an  investigation  to  determine  the  effect  of 
hormones  used  in  the  process  of  wound  healing. 
A Public  Health  Services  grant  of  $36,500  per  year 
will  enable  the  research  team  under  the  direction 
of  Dr.  David  L.  Berliner,  professor  of  anatomy,  to 
augment  their  three-year’s  research  on  animals  for 
four  years  more.  During  this  time  the  physicians 
found  that  in  animals  corticosteroids  significantly 
reduced  the  amount  of  scarring. 
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Third  Biennial  Convention, 

La  Leche  League  International 
Hilton  Hotel 
Denver,  Colo. 

July  17-19,  1968 
Thursday,  July  18 

Encouraging  and  Preparing  the  Patient  for 
Breastfeeding 
Beginning  Breastfeeding 
Normal  Course  of  Breastfeeding 

Friday,  July  19 

Medical  Care  for  Unusual  Cases 

(For  further  details  of  this  meeting,  refer  to  the 
June- July  issue  of  “What  goes  on”  bulletin.) 

University  of  Colorado  School  of  Medicine 
Postgraduate  Medical  Education 
General  Practice  Eeview 
Denver,  Colorado 
July  21-27,  1968 

The  fourteenth  annual  postgraduate  course  de- 
signed especially  for  the  general  practitioner.  For 
further  information  and  a detailed  program,  write 
to:  The  Office  of  Postgraduate  Medical  Education, 
Box  2736,  University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 

Pediatrics 

Aspen  High  School 
Aspen  Colorado 
August  5-8,  1968 

(For  details  of  this  program,  see  “What  goes 
on”  bulletin  for  August.) 

Registrants  are  requested  to  make  their  own 
housing  reservations.  Reservations  and  informa- 
tion on  all  types  of  accommodations  may  be  ob- 
tained by  writing  to:  Miss  Joan  Neylans,  Business 
Communications  Center,  Box  1154,  Aspen,  Colo- 
rado 81611.  Telephone  303/925-3881. 

Denver  Children’s  Hospital 
20th  Annual  Summer  Clinics 
Vail,  Colorado 
June  26-28,  1968 

(For  details  of  this  meeting,  see  June- July  issue 
of  “What  goes  on”  bulletin.) 


Annual  Meeting  New  Mexico 
Ophthalmological  Society 
Hotel  La  Fonda 
Santa  Fe,  New  Mexico 
June  27-29,  1968 

(For  details  of  this  meeting,  see  June-July  issue 
of  “What  goes  on”  bulletin.) 

New  Mexico  Chapter,  American  Academy 
of  General  Practice,  11th  Annual 
Ruidoso  Summer  Clinic 

Chaparral  Motel 
Ruidoso,  New  Mexico 
July  22-25,  1968 

Monday,  July  28, 1968 
Gastrointestinal  Bleeding 
Thoughts  Regarding  the  Patient  with  Chronic 
Duodenal  Ulcer 

Pathologic  Lesions  of  the  Small  Bowel 
Diagnosis  and  Management  of  Pericarditis 
Indeterminant  Abdominal  Pain — Panel  discussion 

Tuesday,  July  23, 1968 

Recent  Advances  in  the  Treatment  of  Coronary 
Heart  Disease 

The  Evaluation  of  Hypertension 
Functioning  Cancers 

Surgical  Treatment  of  Diverticulitis  of  the  Colon 

Wednesday,  July  24, 1968 
Infertility 

Children  Who  Do  Not  Grow  Normally 
Cancer  of  Complicating  Benign  Conditions 
An  Approach  to  the  Patient  with  Acute  Diarrhea 
Surgical  Treatment  of  Rheumatoid  Arthritis 

Thursday,  July  25,  1968 
Intersex 

Common  Foot  Problems  in  Childhood 
Thyroid  Diseases  in  the  Young 
Recent  Advances  in  Hemolytic  Disease  of  the 
Newborn 

Postgraduate  Course  in  Allergy 

Jackson  Lake  'Lodge 

Grand  Teton  National  Park,  Wyoming 

June  29-July  3,  1968 

For  further  information  contact 
Russell  I.  Williams,  M.D. 

Director,  Professional  Bldg., 

1605  E.  19th  St., 

Cheyenne,  Wyoming  82001. 

Cascade  County  Medical  Society 
Big  Sky  Medical  Pow-wow 

College  of  Great  Falls  Campus 
Great  Falls,  Montana 
August  15-17,  1968 

(See  May  issue  of  this  Journal  for  detailed 
program.) 


for  June,  1968 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 


Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

brand 


POLYMYXIN  B-BACITRACiN-NEOiYCIN 

OINTMENT 


JLLA  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


i 
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Some  U.R.I.  patients  are  more 
miserable  than  others.  ^ 


That's  why  we  make  Novahistine*® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride.  40  mg.;  chlorpheniramine 
maleate.  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  Singlepw 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company, 
Indianapolis 


^‘Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 


I 

1 


More 

Serpasil-Esidrix  *2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

or  less 

Serpasil-Esidrix  *1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

?/3eio 


CIBA 
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Abbott 


Antihypertensive 
Building  BIoqKs 


piDiiMi; 


PAKOYLINE 


DKSERPIlHNli; 


OTHIAZIDE 


PARGYLINli 


RRSlilRPimN 


llPIWIMi: 


MliTHYCLOIHLVZIDIi 


METHYCLOTIIIAZIDK 


MliTHYCUrmiAZIDIi 


iYLIiXl!: 


DPSPRPIRIjNK 


ilPIDIiVK 


METHYCLOTlIlAZIDl!; 


A simplified  approach 
to  the  practice  management 
of  hypertension 


PARRYLIINP 


PARGYIJiXli; 


RPSPRPIRIN 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low.  * 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium  < 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


MElHyClOIHIAZIDt 


i 


MILD 


TO 


MODERATE  TO 


SEVERE  ^ 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day  mild  to  moderate  to  severe 

EHDURONYL 

M[lHYCL0IHIAZIDE5ntg.wi 

DESERPIDINE  0.2^  or  (FORIE)  0.5  Ill§,  see  Brief  summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PMINEHyomCHLOlEZSing. 

witliWlEIHyCL0IlllllZIDE5iiig. 


MILD  TO  MODERATE  TO  SEVERE 


I 

i. 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

MEIHICIOTKIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  tor  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


TM  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


/nd/caf/ons—Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/orjs— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitabte 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline;  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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UR  GOOD  FRIEND,  Dr.  Wesley  W.  Hall, 
Chairman  of  the  Board  of  Trustees  of  the 

American  Medi- 


“Pols/iols at  Medics’’’ 
— A stupid 
national  pastime. 


cal  Association 
and  formerly  edi- 
tor of  the  Nevada 
section  of  the 
Rocky  Mountain  Medical  Journal,  recently 
hit  newspaper  headlines.  He  said,  “The 
national  pastime  is  no  longer  baseball,  but 
the  taking  of  potshots  at  the  medical  pro- 
fession.” Dr.  Hall  was  in  Denver  for  the 
Colorado  Medical  Society’s  Winter  Clinics 
where  he  countered  criticism  of  the  AMA 
by  Dr.  Quentin  Young,  Chairman  of  the 
Medical  Committee  on  Human  Rights. 
Dr.  Young  had  spoken  to  the  Colorado  Stu- 
dent Health  Organization  at  the  University 
of  Colorado  Medical  Center  where  he  ac- 
cused the  AMA  of  being  undemocratic  and 
controlled  by  reactionary  elements.  Fur- 
thermore, said  he,  doctors  are  embarrassed 
by  the  AMA’s  image;  that  America’s  health 
care  system  is  on  the  verge  of  collapse  — 
some  47  million  persons  being  medically 
indigent,  and  rising  health  costs  are  not  re- 
flected in  a rise  of  services.  Dr.  Hall  denied 
these  statements  but  sensibly  admitted  that 
there  are  a few  reactionaries  in  the  AMA, 
but  no  more  proportionately  than  among  all 
citizens!  The  AMA’s  House  of  Delegates  has 
time  and  again  passed  resolutions  against 
discrimination  and  it  has  for  years  been  ad- 
vocating area  health  planning.  It  does  not 
want  to  control  community  health  programs 
but  is  rather  striving  for  cooperation  — not 
control.  Apparently  the  cost  per  patient  visit 
at  the  Denver  Neighborhood  Health  Center 
is  considerably  greater  than  in  the  offices  of 
private  physicians.  Naturally,  said  Dr.  Hall, 
“The  AMA  is  interested  in  the  end  result. 
We  are  concerned  with  what  kind  of  invest- 
ment is  being  made  of  public  tax  funds.” 


Our  editorial  columns  have  in  the  past 
risen  in  defense  against  unwarranted  pot- 
shots at  physicians  and  medical  organiza- 
tions by  politicians,  do-gooders,  newspaper 
columnists  and  magazine  writers.  Some  writ- 
ers have  made  more  or  less  of  a hobby  of  tak- 
ing cracks  at  our  profession.  Negative,  de- 
structive, and  carping  attacks  have  become 
the  signatures  of  some  of  the  critics.  Doctors, 
rather  than  institutional  salaries  and  costs 
for  services  and  supplies,  have  gotten  the 
credit  for  rising  hospital  bills.  We,  rather 
than  devaluation  of  the  dollar  and  the  price 
of  labor,  have  been  blamed  for  increased 
insurance  premiums.  Over-utilization  of  serv- 
ices has  been  partly  responsible,  but  hospital 
officials  and  staff  committeemen  have  placed 
it  under  control.  People,  in  general,  have  no 
conception  of  the  millions  of  dollars  that  the 
pharmaceutical  industry  has  put  into  re- 
search and  they  cannot  understand  why  anti- 
biotics cost  more  than  aspirin.  There  is  little 
question  that  people  still  retain  loyalty  and 
affection  for  individual  physicians  of  their 
choice,  but  the  public  image  of  the  medical 
profession  is  not  healthful.  This  is  due  large- 
ly to  misunderstanding,  inadequate  informa- 
tion, plus  narrow-minded  and  unfair  pub- 
licity mentioned  above.  People  welcome  and 
accept  public  health  education,  logically  our 
primary  responsibility.  Remiss  we  have  been 
in  past  years,  but  educational  projects  are 
established  in  public  schools  and  carried  on 
as  community  projects.  This  is  a challenge 
and  an  obligation  which  must  remain  our 
tradition. 

The  majority  of  physicians  are  dedicated 
to  their  tasks  and  thousands  of  fine  students 
are  still  entering  the  med’cal  schools  be- 
cause they  want  to  become  good  doctors. 
There  are  countless  examples  of  dedication 
on  every  hand  in  civilian  life  and  on  the 
battle  fronts,  but  most  of  them  do  not  provide 
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good  headline  material.  Groups  of  surgeons 
spend  unlimited  hours  saving  lives  and  mini- 
mizing disfigurement  following  highway 
slaughter  — and  without  questioning  patient 
responsibility.  Patients  are  given  intensive 
care,  x-ray  and  laboratory  facilities,  use  of 
blood  banks  and  expert  anesthesiology  and 
the  best  of  everything  because  they  are  fel- 
low human  beings  in  need  at  times  of  crisis. 
There  could  not  be  better  examples  of  the 
Golden  Rule  in  action,  which  is  still  the  creed 
and  ideal  of  the  vast  majority  of  physicians. 
We  wonder  if  our  critics  or  their  families 
must  one  day  face  tragedy  in  order  to  learn 
first  hand  who  are  their  best  friends  in  the 
face  of  death  and  destruction! 

X O BE  AGAINST,  today,  is  unpopular.  In 
the  pseudo-intellectual  society,  to  be  against 
is  unsophisticated.  We  remember  a few  years 
ago  when,  on  the  advice  of  Madison  Avenue, 
we  attempted  to  adjust  our  position  from 
being  against  socialized  medi- 
For  or  cine  to  being  for  quality  medi- 

Agtdnst?  cal  care  for  all  of  the  aged.  In 
this  adjustment  for  reasons  of 
public  relations  we  lost  more 
than  we  gained. 

Political  expediency  seems  to  demand  that 
we  take  a position  in  favor  of  something, 
rather  than  oppose  its  opposite — “the  positive 
approach.”  You  can’t  be  elected  by  being 
against;  to  gain  the  support  of  the  majority 
you  must  be  actively  for  social  or  economic 
change.  The  majority  of  leaders  of  history 
were  those  who  took  the  most  aggressive 
stand  against  an  evil,  but  modern  society  is 
so  brain-washed  with  desire  for  progress  that 
a stand  against  a change  is  an  unthinkable 
political  position. 


However,  there  are  many  circumstances 
in  which  being  against  an  action  or  idea  is 
not  the  same  as  being  in  favor  of  the  opposite. 
In  fact  there  may  not  be  an  exact  opposite. 
There  are  concepts  which  can  be  effectively 
opposed  but  for  which  promotion  of  their 
antitheses  is  impractical,  illogical,  immoral, 
or  impossible.  Here  lies  frustration  and 
danger! 

Segregation  is  such  a concept. 

Confusion,  disagreement,  strife  and  blood- 
shed exist  in  America  today  because  we  have 
failed  to  realize  that  being  against  segrega- 
tion is  not  the  same  as  being  for  integration! 
The  constitution  protects  the  individual 
against  segregation;  it  is  practical  to  write 
laws  prohibiting  segregation;  and  it  is  pos- 
sible to  enforce  these  laws.  Segregation  is  a 
well-defined  and  understandable  concept.  A 
stand  against  segregation  is  a firm  moral  and 
legal  position. 

Being  for  integration  is  a different  propo- 
sition. We  each  have  different  ideas  of  what 
constitutes  integration.  Measures  promoting 
integration  may  conflict  with  moral  and  so- 
cial concepts.  Laws  forcing  integration  may 
contradict  constitutional  provisions  protect- 
ing individual  rights.  We  would  be  way  ahead 
in  social  progress  if  we  had  stuck  with  being 
against  segregation  instead  of  being  caught 
up  in  the  complicated  and  fearsome  involve- 
ment of  being  for  integration.  Every  culture, 
society,  and  nation  of  history  has  been  against 
Sin,  but  the  bloodiest,  cruelest,  and  longest 
wars  have  been  waged  for  Salvation. 

Paradoxically,  the  pendulum  swings,  and 
being  against  is  gaining  in  popularity.  Some 
of  us  won’t  be  caught  again  in  rhetorical 
gymnastics  trying  to  prove  that  we  are  for 
when  we  are  against — or  vice  versa. 
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Electrical  burns  of  the  mouth 

in  children 

Sidney  E.  Blandford,  MD,  Denver 


The  common  extension  cord  outlet 
looks  innocuous  but  is  dangerous — 
a lethal  weapon — in  the  mouth 
of  a small  child. 

Electrical  burns  of  the  mouth  occur  chiefly 
in  small  children  between  the  ages  of  one 
and  two  years.  The  major  cause  of  these 
burns  is  the  multiple-outlet  extension  cord 
lying  on  the  floor  at  home  with  at  least  one 
of  the  usual  three  outlets  open.  The  child 
sucks  the  open  outlet;  saliva  completes  the 
circuit  and  a burn  results.  “Chewing  a light 
cord”  is  a rare  cause  of  an  electrical  burn  in 
a child.  Electrical  burns  of  the  mouth  are  a 
tragic,  disfiguring  disaster.  Despite  all  efforts 
at  reconstruction,  some  residuals  persist.  Se- 
vere cases  result  in  disfigurement  about  the 
mouth  and  dysfunction.  Healing  is  slow  and 
scarring  is  great  with  contracture.  The  injury 
is  apparent  to  all,  and  particularly  to  the 
parents  who  are  greatly  upset  by  feelings  of 
guilt  in  allowing  this  “unnecessary”  accident 
to  happen.  Resolution  of  the  tissues  is  ex- 
tremely slow.  Secondary  reconstruction 
should  be  deferred  for  a year  or  more  until 
blood  supply  has  recovered,  scars  have  soft- 
ened, and  as  much  tissue  as  possible  can  be 
salvaged  for  use. 


The  incidence  of  electrical  bums  of  the 
mouth  is  not  great.  Plastic  and  reconstructive 
surgeons  will  see  more  primary  cases  for 
treatment  than  others  and  will  follow 
through  with  the  reconstruction.  They  also 
see  cases  that  have  healed  and  progressed  to 
the  stage  where  reconstruction  can  be  carried 
out. 

The  records  at  Denver  Children’s  Hospital 
were  examined  and  for  the  thirteen  years 
from  June,  1954  through  June,  1967,  there 
were  87  admissions  coded  for  electrical  burns 
of  the  mouth,  either  secondary  or  primary. 
These  represented  44  different  patients. 
Twelve  had  a total  of  33  admissions.  During 
this  period  there  was  a total  of  155,000  ad- 
missions to  the  hospital,  an  average  of  11,900 
per  year. 

As  stated  above,  the  chief  offender  is  the 
extension  cord  that  has  a triple  outlet  on 
one  end.  Seldom  are  more  than  one  or  two  of 
the  outlets  utilized.  The  outlet  end  is  on  the 
floor  and  a child  between  one  and  two  is 
attracted  to  it  and  the  usual  reflex  of  putting 
it  into  the  mouth  is  carried  out.  Saliva  is  the 
conductor  and  the  moist  mucous  membrane 
of  the  mouth  offers  little  resistance.  Conduc- 
tivity of  muscle  and  blood  vessels  is  such  that 
a considerable  current  flows.  There  is  coagu- 
lation-necrosis of  tissue  and  the  damage  is 
done. 

The  usual  electrical  outlet  in  a house  has 
two  openings.  One  is  a “hot  wire”  opening 
and  the  other  is  neutral.  Connecting  these 
two  in  relation  to  the  resistance  of  the  con- 
nector, allows  current  to  flow.  Connection  of 
the  “hot  side”  to  the  ground  will  also  allow 
current  to  flow.  This  is  the  most  dangerous 
situation.  It  is  the  reason  why  no  switches 
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Fig.  1.  Typical  acute  burn  before  slough  separates. 
Loss  of  tissue  is  full  thickness. 


Fig.  2.  After  slough  .separates  and  defect  starts  to 
contract. 


Fig.  3.  Same  patient  healed  without  surgery,  after 
three  months,  showing  contracted  commissure. 


Fig.  4.  More  severe  acute  burn  from  sucking  an 
extension  outlet. 


Fig.  5.  Same  patient  healed  at  three  months  with 
severe  contracture  and  loss  of  labial  sulci.  Note 
extensive  loss  of  tissue. 


Fig.  6.  Interim  photograph  during  multiple-stage 
reconstructive  surgery. 
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Fig.  7.  Another  severe  contraction  deformity  of  the 
mouth  before  reconstruction.  Note  involvement  of 
maxilla  and  floor  of  nose. 


or  outlets  should  be  placed  so  that  they  are 
within  reach  of  a person  standing  in  a bath- 
tub. Dry  skin  offers  considerable  resistance 
to  the  flow  of  current  and  a person  making  a 
contact  between  the  “hot”  and  the  neutral 
wire  will  usually  only  feel  a tingle.  A carpet 
or  dry  floor  in  a house  does  not  constitute  a 
good  ground  so  that  current  does  not  flow  in 
that  direction.  Moist  skin  offers  less  resist- 
ance and  is  a more  dangerous  contact.  The 
moist  mucous  membrane  of  the  mouth  has 
very  little  resistance  and  as  a child  sucks  on 
an  outlet,  the  contact  is  therefore  good  when 
combined  with  saliva.  The  tip  of  the  tongue 
is  frequently  involved  in  the  contact.  Theo- 
retically if  the  child  had  wet  diapers  and  was 
sitting  on  a hot  air  register  that  was  grounded 
through  the  furnace,  the  contact  from  the 
“hot  side”  could  ground  itself  and  result  in 
a fatal  accident. 

I have  seen  one  accident  as  a result  of  a 
double  outlet  in  the  floor  being  the  cause  of 
a lip  bum.  The  infant  was  lying  on  her 
stomach  sucking  the  outlet  and  the  saliva 
drooled  down  into  the  opening  completing 
the  circuit.  This  is  an  unusual  case.  Floor 
outlets  are  becoming  less  common  for  they 
are  no  longer  legal.  I have  also  seen  three 
cases  of  older  children  in  the  five  to  six  group 
have  electrical  burns  of  the  mouth.  These  are 
youngsters  working  with  electrical  equip- 
ment who  put  the  plug  in  their  mouths  to 
pull  it  out  of  the  extension  cord  socket.  There 
is  a period  when  the  prongs  are  part  way 
out  of  the  outlet  but  are  still  in  contact.  At 


Fig.  8.  Definitive  result  in  patient  shown  in  Fig.  7 
— twenty  years  and  many  surgical  procedures 
later.  She  is  a licensed  practical  nurse  (LPN)  and 
has  made  an  excellent  adjustment. 


this  instant  the  two  prongs  contact  the  lip 
and  there  is  a burn,  usually  in  the  central 
portion  of  the  lower  lip.  These  burns  are  not 
as  severe,  for  they  do  not  involve  a commis- 
sure and  therefore  heal  more  kindly.  They 
can  be  more  readily  reconstructed  in  the 
central  portion  of  the  lip  when  necessary. 

Prevention  of  electrical  burns  of  the 
mouth  as  described  can  be  brought  about  in 
a number  of  ways.  It  is  perfectly  obvious 
that  if  electrical  extension  cords  were  not 
used,  burns  would  not  occur  in  the  manner 
described.  There  would  still  be  an  occasional 
accident  as  a result  of  children  putting  metal 
objects  in  the  wall  outlets.  “Self  closing 
outlets”  or  “safety  caps”  could  prevent  this 
feature.  If  extension  cords  are  to  be  used,  the 
choice  is  one  with  self-closing  outlets  or  one 
with  only  a single  opening.  Those  with  mul- 
tiple outlets  can  be  taped  with  electrical 
insulating  tape  to  cover  unused  openings. 
Electrical  manufacturers  have  become  aware 
of  the  dangers  outlined  and  have  made  safety 
products.  These  products  are  becoming  more 
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common  in  drug  stores,  supermarkets,  hard- 
ware stores,  etc.  They  are  packaged  and  avail- 
able if  one  will  look  for  them.  The  packaging 
data  emphasizes  children  putting  metal  ob- 
jects in  the  outlets.  Not  one  mentions  sucking 
on  the  outlet  which  is  the  more  common 
accident. 

T reatment 

Treatment  of  the  electrical  burns  of  the 
mouth  generally  falls  into  one  of  two  meth- 
ods. One  group,  which  is  by  far  the  larger, 
advocates  allowing  the  electrical  burn  to 
heal  and,  at  a later  date  after  resolution  has 
taken  place,  the  deformity  is  revised.  The 
other  group  advocates  early  excision  and 
closure.  Those  favoring  early  surgery  insist 
they  can  find  a proper  layer  of  demarcation 
where  the  blood  supply  is  adequate  and 
reconstruct  the  lip  using  this  tissue.  It  is 
this  writer’s  experience  and  that  of  others, 
that  it  is  difficult  to  tell  where  the  line  of 
demarcation  occurs  between  truly  viable  tis- 
sue and  tissue  which  has  been  injured  and 
may  or  may  not  survive.  Upsetting  the  bal- 
ance of  impaired  circulation  may  result  in 
additional  necrosis  which  cannot  be  antici- 
pated. It  is  felt  that  the  early  excision  method 
is  wasteful  of  tissue  and  generally  results 
in  deformity  which  is  going  to  need  addi- 
tional reconstruction. 

The  conservative  method  watches  the 
child  carefully  during  the  early  stages  fol- 
lowing burn.  The  area  stays  relatively  clean 
and  antibiotic  ointment  is  helpful  to  prevent 
crusting  while  the  slough  is  separating  at  the 
line  of  demarcation.  There  is  a danger  that 
when  the  slough  separates,  the  orbicularis 
oris  artery  may  be  patent  at  the  point  of  sep- 
aration and  hemorrhage  occur.  This  is  a 
possibility  and  frequently  patients  are  kept 
in  the  hospital  when  there  is  an  extensive 
burn  so  that  this  contingency  can  be  guarded 
against.  When  the  slough  separates  off,  it 
leaves  a granulating  surface.  This  must  be 
cleaned  by  the  parent  and  ointment  applied. 
Contraction  is  rapid  and  the  wound  closes. 


There  is  a hard  nodule  of  scar  tissue  at  the 
point  of  central  contracture.  The  surrounding 
tissue  is  indurated  but  slowly  recovers  its 
circulation  and  the  re-vascularization  of  the 
scarring  improves  over  a period  of  one  year 
to  one  and  a half  years. 

When  the  scar  nodule  seems  stable,  recon- 
struction can  be  considered.  If  the  contrac- 
ture of  the  mouth  is  so  severe  that  feeding 
is  difficult,  it  may  be  necessary  to  increase 
the  size  of  the  mouth  earlier  than  is  desirable. 
In  very  severe  burns,  and  those  that  involve 
the  tongue,  a tracheostomy  may  be  indicated 
and  nasal-gastric  feeding  is  necessary. 

Reconstruction  depends  upon  the  type  of 
damage  resulting  from  the  original  injury. 
The  lip  sulcus  may  be  obliterated,  the  scar 
exerting  pressure  on  the  teeth.  It  is  then 
necessary  to  graft  the  sulcus  and  mobilize  the 
lips  so  that  dental  malocclusion  will  not  re- 
sult. This  should  be  done  fairly  early.  In 
many  cases  the  commissure  of  the  mouth  is 
obliterated  and  the  mouth  is  narrowed  one- 
third  to  one-half.  The  scar  tissue  must  be 
excised  and  the  commissure  opened  to  a 
normal  width.  Mucous  membrane  flaps  can 
be  rotated  or  slid  from  inside  the  lip  or  cheek 
to  form  a vermilion  border.  Recently  pedicle 
flaps  from  the  border  of  the  tongue  have 
been  recommended  for  vermilion  border  re- 
construction. Depending  on  the  severity,  one 
or  more  stages  may  be  required.  Since  these 
injuries  occur  in  childhood,  use  of  local  tissue 
is  advocated  very  strongly.  Rotation  flaps  on 
the  face  which  will  leave  additional  scars  are 
deferred  as  long  as  possible.  Growth  in  chil- 
dren favorably  allows  for  many  deficiencies 
and  if  contractures  are  released,  nature  helps 
tremendously. 

The  surgeon’s  prime  object  must  be  to 
conserve  as  much  tissue  as  possible,  to  aid 
the  normal  growth  pattern  in  development 
of  the  child’s  face,  to  use  a conservative 
approach,  and  to  provide  an  appearance  when 
the  child  enters  school  that  will  not  be  a 
handicap.  • 
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Moles  and  melanomas 


William  R.  Nelson,  MD,  Denver* 


A current  review  of  management 
of  an  age-old  problem. 

Of  late,  reports  have  demonstrated  amazing- 
ly high  cure  rates  following  the  treatment  of 
melanoma,®'  “ a disease  in  the  past  often 
regarded  as  invariably  fatal.  The  purpose  of 
this  presentation  is  to  outline  theories  of 
etiology  and  treatment  of  this  fearsome  can- 
cer and  to  analyze  a series  of  100  cases  of 
melanoma  treated  at  the  Medical  College  of 
Virginia  Hospital  between  the  years  1943- 

1961,  which  illustrate  the  relative  curability 
of  this  disease.  The  technic  of  chemothera- 
peutic perfusion  will  be  discussed  in  light  of 
its  palliative  application  to  locally-advanced 
melanoma  and  its  adjunctive  use  in  curable 
cases. 

We  are  indebted  to  George  Pack^  for  much 
of  our  information  concerning  the  relation- 
ship between  “the  ubiquitous  mole  and  the 
iniquitous  melanoma.”  The  average  person 
has  15  moles,  these  lesions  being  relatively 
uncommon  on  the  feet  and  genitalia,  the  sites 
of  many  melanomas.^®  The  basis  for  this  re- 
gional development  \indoubtedly  lies  in  the 
fact  that  junctional  nevi,  the  precursors  of 
melanotic  cancer,  are  by  far  the  most  com- 
mon moles  found  in  these  two  areas.  Though 
the  accurate  detection  of  this  junctional 
variety  calls  for  microscopic  study,  one  can 
say  that  any  smooth,  flat,  or  slightly  raised 
brown  or  black  skin  lesion  without  hair,  lo- 
cated upon  the  feet  or  genitalia,  should  be 
considered  as  a nevus  with  junctional  make- 

♦Dr.  Nelson  Is  Assistant  Clinical  Professor  of  Surgery, 
University  of  Colorado  School  of  Medicine.  He  was  Assist- 
ant Professor  of  Surgery  and  Co-director  of  Tumor  Clinic, 
Medical  College  of  Virginia,  Richmond,  Virginia,  1957  to 

1962. 


up.  The  hairy  or  intradermal  nevus  con- 
versely is  thought  seldom  to  be  a melanoma 
precursor  unless  a junctional  component  is 
present.  Loss  of  hair  ordinarily  occurs  with 
the  onset  of  junctional  activity  and  may 
herald  early  pre-malignant  changes.  It  is  of 
considerable  interest  that  almost  all  nevi  in 
children  are  in  whole  or  part  junctional, 
while  adults  may  harbor  nevi  of  all  varieties. 
The  third  type  of  mole,  the  blue  nevus  lying 
deep  within  the  skin,  has  on  rare  occasions 
been  transformed  into  a melanoma. 

Classification  of  moles  and  melanomas 

Moles — 

Intradermal  nevus 
Junctional  nevus 
Blue  nevus 
Melanomas — 

Juvenile  melanoma 
Superficial  melanoma 
Melanoma  (with  more  than  superficial  in- 
vasion) 

Treatment  of  moles 

It  should  go  without  saying  that  nevi 
which  show  growth,  increasing  pigmentation, 
itching,  bleeding,  loss  of  hair,  or  which  are 
subject  to  pressure  or  irritation  from  clothing 
or  shaving  should  be  removed.  Pigmented 
lesions  of  the  genitalia,  soles  of  the  feet, 
palms  and  digits  are  frequently  junctional 
and  should  be  considered  for  surgical  exci- 
sion. This  ablative  technic  is  highly  favored 
over  cauterization  which  destroys  the  tissue 
for  histopathologic  study  and  may  incite  neo- 
plastic change.  Moreover,  if  melanoma  is  al- 
ready present,  dissemination  might  possibly 
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Fig.  1.  Generalized  melanomatosis  in  a patient  who 
had  had  a lifelong  nevus  of  the  right  pectoral 
region. 


occur  with  cauterization.  All  such  pigmented 
lesions  should  be  sent  for  microscopic  study 
no  matter  how  innocuous  their  gross  appear- 
ance. Frozen  section  of  suspicious  nevi  is  not 
generally  advisable  since  subtle  malignant 
changes  may  be  missed. 

In  children,  the  indications  for  excision 
are  similar,  but  certain  pathologic  differences 
must  be  appreciated.  Only  a handful  of  true 
malignant  melanomas  have  ever  been  re- 
ported in  patients  prior  to  age  eleven.  Be- 
fore puberty,  the  “juvenile  melanoma,”  with 
unique  microscopic  characteristics  of  malig- 
nant transformation,  can  be  excised  without 
fear  of  future  metastases,  for  these  lesions 
do  not  spread  in  spite  of  apparent  neoplastic 
cell  structure.  The  “juvenile  melanoma”  of 
the  adult,  an  entity  first  described  by  Allen 
and  Spitz, ^ seldom  develops  into  true  mela- 
noma. To  include  a large  number  of  adult, 
juvenile  and  superficial  melanomas,  both  less 
deadly  than  the  classical  lesion,  could  dra- 
matically improve  five-year  survival  rates  in 
any  given  series.  In  the  group  herein  reported 
only  one  superficial  lesion  occurred  among 
those  cases  eligible  for  five-year  analysis. 

The  occurrence  of  fatal  melanoma  is  all 
the  more  tragic  when  one  sees  an  afflicted 
patient  who  has  harbored  a curable  nevus 
throughout  life,  developing  metastases  even 
prior  to  excision  of  the  primary  lesion  (Fig. 
1).  It  is  interesting  that  48  of  our  100 
melanoma  patients  noted  definite  changes  in 
long  existent  moles  just  prior  to  the  diagnosis 
of  a malignant  lesion.  Fortunately,  very  few 


junctional  nevi  became  melanomas.  The  ex- 
act ratio  of  malignant  melanomas  to  benign 
moles  has  evidently  never  been  accurately 
estimated.  Obviously,  all  nevi — and  many 
patients  exhibit  hundreds  — cannot  be  re- 
moved, but  serious  consideration  should  be 
given  to  searching  out  the  ones  which  require 
excision. 

The  differential  diagnosis  of  melanoma 
includes,  besides  benign  nevi,  such  skin  mani- 
festations as  the  innocuous  sclerosing  he- 
mangioma and  the  pigmented  basal  cell  car- 
cinoma (Fig.  2).  True  melanomas  vary  tre- 
mendously in  appearance,  going  all  the  way 
from  flat,  black,  mole-like  lesions  (Fig.  3)  to 
bleeding,  fungating,  non-pigmented  neo- 
plasms. 


Incidence  of  melanoma 

Pack®  has  shown  that  melanomas  occur 
most  frequently  in  blond  patients,  especially 


Fig.  2.  Pigmented  basal  cell  carcinoma  erroneously 
diagnosed  as  a melanoma. 


Fig.  2.  A benign-appearing  melanoma  of  the  scalp 
developing  from  a mole  present  since  childhood. 
(Note  the  advanced  suboccipital  lymph  node  me- 
tastasis.) 
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TABLE  1 

Melanoma — Medical  College  of  Virginia 
1943  to  1961 


Total  cases  100 

Males  48 

Females  52 

White  87 

Negro  13 

Age  (range  19-86)  average 52.15 


those  with  pale,  soft,  often  translucent  skin, 
and  many  times  in  individuals  with  sandy 
complexions  who  only  freckle  when  exposed 
to  sunlight.  It  is  also  his  impression  that  full- 
blooded  negroes  seldom  have  melanomas, 
and  when  they  do,  the  lesion  is  often  located 
in  a lightly  pigmented  area  such  as  the  sole 
of  the  foot.  This  fact  is  well  borne  out  in  the 
series  herein  analyzed,  since  7 of  the  13 
melanomas  occurring  in  negroes  were  located 
on  the  sole.  Table  1 shows  the  age  and  racial 
influences  of  melanomas  in  the  100  cases 
from  the  files  of  the  Medical  College  of  Vir- 
ginia Hospital  between  1943  and  1961.  It  can 
be  seen  that  the  low  incidence  in  the  colored 
race  in  a medical  center  where  there  is  a 
large  negro  hospital  population  bears  out  the 
words  of  Pack. 


Fig.  4.  Typical  melanoma  of  the  sole  diagnosed 
originally  as  an  infected  plantar  wart. 


TABLE  2 

Location  of  Primary  (1943-1961) 


Location  No. 


Nasal  mucosa  1 

Head  and  neck  19 

Eye  7 

Upper  arm  6 

Forearm  3 

Palm  1 

Hand  1 

Anus  1 

Thigh  3 

Leg  5 

Foot  6 

Sole  13 

Subungual  (toe)  1 

Trunk  24 

Genitalia  2 

Metastatic  (no  primary  found) 7 


Total  cases  100 


Table  2 shows  the  anatomical  distribution 
of  these  100  cases,  and  it  can  be  seen  that 
the  lower  extremity  lesions  lead  the  list.  In- 
terestingly enough,  in  seven  instances  the 
diagnosis  was  made  on  pathologic  examina- 
tion of  metastatic  foci,  and  in  each  of  these 
cases  no  primary  lesion  was  ever  located 
Three  central  nervous  system  metastases  were 
considered  as  primary  tumors  initially,  and 
it  was  not  until  final  pathologic  studies  were 
completed  that  the  diagnosis  of  metastatic 
melanoma  was  established.  Melanomas  of  the 
sole  of  the  foot  in  this  series  rank  with  those 
of  other  portions  of  the  lower  extremity, 
close  behind  the  trunk  and  the  head  and  neck 
area,  in  regional  incidence.  Several  of  these 
lesions  of  the  sole  were  originally  diagnosed 
as  plantar  warts  or  other  benign  conditions, 
thereby  producing  considerable  delay  in  de- 
finitive treatment  (Fig.  4). 

Treatment  of  melanoma 

When  diagnosis  has  been  established 
through  permanent  microscopic  section  of  a 
totally  excised  lesions,  some®’  “ feel  that 
radical  resection  should  be  undertaken,  plus 
regional  node  dissection.  (Such  a plan  is  un- 
tenable, of  course,  when  the  primary  is  lo- 
cated in  the  mid-point  of  the  anterior  or 
posterior  trunk).  Possible  exceptions  to  this 
rule  might  be  certain  lesions  diagnosed  by 
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TABLE  3 

End  results — method  of  treatment 
(potentially  curable  cases)  1943-1956 

Alive  and  well 

Total 

5 years 

Method 

i 

cases 

No. 

% 

iWide  excision  only 

:Node  dissection  (with  or  after 

..  26 

5 

19.2% 

i wide  excision)  

..  20 

6 

30.0% 

1 (Positive  nodes)  

..  12 

3 

25.0% 

■ (Negative  nodes)  

Node  dissections; 

..  8 

3 

37.5% 

(Unknown  primary  omitted) 

..  18 

6 

33.3% 

(Same  with  positive  nodes).. 

..  10 

5 

30.0% 

experienced  pathologists  as  “superficial  mel- 
anoma” which  bears  a fairly  good  prognosis 
with  wide,  local  resection  alone.  Node  dis- 
section has  recently  been  carried  out  by  the 
author  in  three  consecutive  superficial  mel- 
anomas, one  or  more  metastatic  sites  being 
found  in  each  case. 

Table  3 demonstrates  the  end  results  in 
the  60  cases  followed  for  five  years  or  longer, 
according  to  the  modes  of  therapy  employed. 
It  can  be  seen  that  wide  excision  alone  was 
often  utilized  with  good  results.  The  addition 
of  node  dissection  has  more  recently  gained 
favor  as  a prophylactic  measure  to  help  im- 
prove end  results.  Incontinuity  dissections 
where  skin  is  removed  from  the  area  of  the 
melanoma  up  to  and  including  the  lymphatic 
bed  might  be  used  in  instances  where  pri- 
mary and  nodes  lie  near  one  another.  In  the 
case  of  a distant  node-bearing  region,  certain 
authors  perform  dissection  immediately, 
others  wait  six  weeks,  while  some  prefer  to 
use  this  modality  only  when  nodes  become 
palpable.^'  “ 

It  has  been  the  plan  of  this  author  to 
carry  out  lymphatic  dissections  either  radi- 
cally at  the  time  of  wide  resection  of  the 
primary  or  soon  thereafter  in  the  hope  of 
immediately  removing  microscopic  foci  of 
tumor.  In  many  of  the  cases  recorded  here, 
the  decision  regarding  node  dissection  was 
dictated  by  the  preference  of  the  individual 
operator.  In  melanoma  of  the  hands  or  feet 
with  metastases  to  the  axilla  or  groin,  re- 
spectively, Pack®  has  advocated  total  amputa- 
tion plus  dissection  of  the  regional  lymph 
nodes.  This  treatment  was  carried  out  on 


only  one  of  our  patients,  with  resultant  five- 
year  survival.  Certainly,  one  would  hope  by 
this  technic  to  remove  all  intervening  lymph- 
atics between  tumor  and  node-bearing  re- 
gion, but  Bowers^  even  with  quarterectomy 
in  three  early  and  17  regionally  advanced 
cases  of  extremity  melanoma,  has  not  demon- 
strated results  that  will  likely  encourage  the 
use  of  this  technic. 

Until  such  time  as  other  methods  are 
devised,  our  plan  will  be  to  utilize,  in  ex- 
tremity melanomas  and  those  trunk  lesions 
lying  near  node-bearing  regions,  wide  resec- 
tion of  the  primary  and  radical  node  dissec- 
tion, with  the  addition,  in  certain  cases,  of 
isolation-perfusion.  This  chemotherapeutic 
isolution-perfusion  technic  in  an  extremity 
afflicted  with  melanotic  satellitosis  has  been 
demonstrated  to  have  palliative  merit  in  the 
hands  of  Creech  and  his  co-workers.®  Phenyl- 
alanine mustard  (PAM)  is  at  the  moment 
the  drug  of  choice.  Stehlin'^  is  applying  this 
method  to  curable  cases  of  melanoma  in  the 
hopes  that,  combined  with  surgery,  it  will 
elevate  survival  rates.  (In  selected  cases  with 
satellitosis  of  the  lower  extremity,  this  tech- 
nic has  been  used  in  recent  years  by  the 
author  with  resulting  regression  of  this  re- 
gionally disseminated  form  of  the  disease.) 
As  an  adjunctive  measure  in  potentially  cur- 
able cases,  perfusion  has  been  added  to  radi- 
cal surgery,  but  follow-up  is  as  yet  too  short 
to  be  of  significance.  In  a few  instances  of 
perfusion,  bone  marrow  was  removed  prior 
to  administration  of  the  chemotherapeutic 
agent  (phenylalanine  mustard)  and  returned 
to  the  patient  by  the  intravenous  route  after 
dissipation  of  the  drug’s  potency,  10  to  12 
hours  later.  It  is  believed  that  this  procedure 
will  allow  larger  doses  of  the  cancerocidal 
agent  to  be  administered  with  reasonable 
safety.  A large  number  of  cases  must  be 
studied  before  the  adjunctive  utilization  of 
perfusion  proves  its  worth,  but  is  hoped  that 
such  additive  measures  will  decrease  the 
widespread  dissemination  so  often  seen  in 
the  course  of  this  disease. 

End  results 

The  over-all  five-year  cure  rate  of  mel- 
anoma at  the  Medical  College  of  Virginia 
for  60  cases  seen  between  1943  and  1956  was 
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21.3  per  cent,  and  this  value  decreased  to 
20.0  per  cent  if  the  melanomas  of  the  eye, 
thought  by  many  to  be  more  benign  than 
those  of  other  portions  of  the  body,  are  left 
out.  (Table  4).  If  the  incurable  and  pre- 
terminal cases  are  omitted  from  the  list,  the 
cure  rate  jumps  to  30.7  per  cent,  the  eye 
lesions  being  omitted.  These  figures  corre- 
spond favorably  with  those  of  Pack,®  Daland,® 
and  Royster. “ Four  cases  have  been  lost  to 
follow-up  and  have  been  accordingly  tabu- 
lated as  deaths  from  melanoma.  Among  the 
cases  eligible  for  the  five-year  analysis,  there 
was  only  one  superficial  melanoma,  and  this 
patient  has  been  lost  to  follow-up  (and  there- 
fore assumed  dead  of  tumor). 

Not  all  patients  with  melanoma  in  our 
series  underwent  node  dissection.  Five  of 
twenty-six  are  alive  and  well  over  five  years 
with  only  wide  local  excision  as  the  definite 
therapy  (Table  3) . One  of  these  five  patients 
had  a melanoma  of  the  toe,  two  had  lesions 
of  the  trunk,  one  of  the  neck,  and  one  of  the 
leg  (ankle) . Twelve  patients  underwent  radi- 
cal node  dissection  when  microscopically  pos- 
itive nodes  were  present  and,  of  these,  three 
are  alive  and  well  five  or  more  years  follow- 
ing the  radical  procedures,  giving  a five-j'^ear 
cure  rate  of  25.0  per  cent  for  surgically 


Fig.  5.  A 12~year  surgical  cure  of  melanoma  of  left 
postauricular  area  with  extensive  node  metastases. 


treated  metastatic  melanoma  in  lymph  nodes. 
Since  two  cases  with  microscopically  positive 
nodes  treated  by  node  dissection  never  had 
discovery  of  their  primary  lesions,  these  could 
conceivably  be  omitted  from  the  curable  list, 
thus  giving  a five-year  survival  rate  of  30.0 
per  cent  for  patients  with  microscopically 
positive  nodes  treated  by  radical  surgery 
(Table  3). 

Table  5 demonstrates  the  relation  between 
primary  location  and  prognosis.  It  is  of  some 
interest  that  the  trunk,  anal  and  genitalia 
tumors  in  this  group  were  practically  incur- 
able, while  upper  and  lower  extremity  and 
head  and  neck  lesions  had  20-40  per  cent  cure 
rates.  One  remarkable  patient  with  a mel- 
anoma of  the  face  treated  successfully  by 
x-ray  therapy  underwent  excisional  biopsy 
of  a melanotic  lymph  node  of  the  neck  and 
is  alive  and  well  without  further  treatment 
seventeen  years  later  . (The  slides  of  this  par- 
ticular case  have  recently  been  reviewed  and 
melanoma  is  unquestionably  present  in  this 
cervical  lymph  node.)  One  individual,  with 
melanoma  of  the  left  postauricular  area  and 
extensive  cervical  lymph  node  metastases, 
has  survived  twelve  years  free  of  disease 
following  wide  excision  and  modified  neck 
dissection  plus  postoperative  irradiation  ther- 
apy (Fig.  5). 


TABLE- 4 . 
End  results  ■ 



Alive  and  well 
5 years 

No. 

No. 

Total  cases  (1943-1956)  

61 

13 

21.3% 

Curable  cases  (1943-1956)  .... 

41 

13 

31.7% 

TABLE  5 

Prognosis  and  primary  site  (1943-1956) 

Location 

5-yr. 

surv. 

Dead- 

tumor 

% 

surv.  Total 

Head  and  neck  

. 4 

9 

31% 

13 

Eye 

. 1 

1 

2 

Upper  extremity  

. 1 

4 

20% 

5 

[Trunk  

. 1 

17 

18 

[Lower  extremity  

. 6 

9 

40% 

15 

[Anal  

. 0 

1 

■■ 

1 

iGrenitalia  

. 0 

1 

. 1 

iMetast.  (no  prim,  found). 

. 0 

6 

6 

; Totals  

. 13 

48 

61 
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Discussion 

Early  diagnosis  is  certainly  an  important 
factor  in  the  treatment  of  melanoma  and 
permanent  histologic  study  is  essential  in  the 
case  of  any  lesion  thought  to  be  melanoma 
or  its  precursor.  The  most  important  therapy 
is  radical  local  resection  (including  wide  re- 
moval of  skin,  fat  and  fascia)  as  soon  as  the 
diagnosis  of  a malignant  lesion  is  established. 
For  lesions  of  the  head  and  neck,  it  is  the 
opinion  of  Catlin"*  that  less  radical  procedure 
is  indicated,  and  the  better  prognosis  for 
lesions  of  this  area,  in  his  series,  demonstrates 
that  such  management  is  basically  sound. 
Even  though  many  do  not  feel  that  node  dis- 
section is  indicated  in  all  instances  of  invasive 
melanoma,  our  figures  showing  a 25.0  per 
cent  five-year  survival  rate  with  positive 
lymph  nodes  would  give  stimulus  to  the  use 
of  this  method  in  every  case.  No  one  has 
proven  that  patients  who  have  undergone 
node  dissection  for  negative  nodes  have  any 
better  cure  rate  than  those  treated  by  wide 
local  excisions.  In  our  series,  6 of  20  patients 
who  underwent  node  dissection  are  alive  and 
well  five  years  (30.0  per  cent  five-year  sur- 
vival) , while  5 of  26  patients  who  were  treat- 
ed by  wide  excision  alone  have  survived  five 
years  without  evidence  of  disease  (19  2 per 
cent  five-year  survival).  These  figures  are 
probably  not  statistically  significant  but 
would  indicate  that,  at  least  in  our  hands, 
the  results  of  wide  local  excision  were  not 
equal  to  those  obtained  by  the  other,  more 
radical  modality.  There  were  no  deaths  from 
node  dissections,  and  few  patients  undergoing 
these  procedures  were  more  than  temporarily 
disabled  by  such  complications  as  slough  of 
skin  flaps  and  peripheral  edema. 

When  considering  the  fact  that  early 
metastases  may  be  encountered  in  non-palpa- 
ble  nodes,  it  would  seem  appropriate  to  err 
on  the  side  of  being  too  radical  than  not 
radical  enough.  The  addition  of  chemothera- 
peutic isolation-perfusion  to  radical  excision 
may  in  the  near  future  demonstrate  the 
superiority  of  this  combined  technic  ovei' 
presently  accepted  forms  of  treatment,  for 
the  ability  of  drugs  in  massive  regional  doses 
to  temporarily  eradicate  locally  disseminated 
melanoma  has  been  well  demonstrated.® 
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Summary  and  conclusions 

1.  Melanoma  prevention  has  been  dis- 
cussed with  reference  to  the  management  of 
nevi  of  various  types  and  locations. 

2.  A series  of  100  cases  of  melanoma  has 
been  analyzed  as  to  incidence  and  anatomic 
distribution,  while  61  of  these  have  under- 
gone analysis  in  relation  to  therapy  and  five- 
year  cure  rate. 

3.  The  over-all  five-year  survival  rate  in 
melanoma  at  the  Medical  College  of  Virginia 
between  1943  and  1956  has  been  calculated 
at  21.3  per  cent;  this  same  survival  rate  in 
potentially  curable  cases  being  31.7  per  cent. 
In  patients  undergoing  radical  lymph  node 
dissection  for  microscopically  positive  node 
metastases,  the  survival  rate  of  25.0  per  cent 


contradicts  the  oft-quoted  theory  that  such 
regional  spread  inevitably  leads  to  early, 
fatal  dissemination. 

4.  It  is  hoped  that  these  statistics  will  help 
dispel  some  of  the  pessimism  prevalent 
among  physicians  regarding  the  prognosis  of 
melanoma  and  that  this  presentation  will 
give  stimulus  to  the  proper  management  of 
benign  nevi  and  to  early  radical  surgical 
therapy  of  their  malignant  counterparts. 

5.  A new  adjunct  to  standard  forces  of 
therapy  — chemotherapeutic  isolation-perfu- 
sion— already  shown  to  be  helpful  in  the 
palliation  of  some  case  of  regionally-dissem- 
inated melanoma,  is  being  utilized  as  a pos- 
sible means  of  improving  present  survival 
statistics.  • 
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Streptococcal  prevalence  in  cadets 


Incidence  of  beta  hemolytic  streptococcus 
at  the  United  States  Air  Force  Academy* 


Major  Roger  M.  Kilton,  USAF,  BSC,  and  Robert  A.  Zimmerman,  Ph.D., 

United  States  Air  Force  Academy,  Colorado 


I’  ' ■ ""A ■?'"  'r  

A surprising  study  of  cadets  in  an  area 
i of  high  streptococcal  prevalence. 


Previous  investigators  have  reported  high 
incidence  of  streptococcal  prevalence  and 
disease  among  military  personnel  and  de- 
pendents at  several  bases  in  the  United 
States/’-’®  Moreover,  several  of  these  studies 
were  undertaken  at  installations  in  the  Rocky 
Mountain  area/  This  section  has  consistent- 
ly reported  some  of  the  highest  incidences  of 
streptococcal  disease  in  the  country  over  the 
past  twenty  years.  Therefore,  the  two-fold 
objectives  of  this  investigation  were  first  to 
determine  susceptibility  of  Fourth  Class  Ca- 
dets arriving  from  geographical  areas  of  low 
streptococcal  prevalence  to  the  predominant 
strains  in  a high  incidence  area,  and  second, 
to  establish  baseline  streptococcal  prevalence 
rates  in  the  Cadet  Wing  as  a whole. 


A cooperative  surveillance  program  from  the  Strepto- 
coccal Disease  Section  of  the  National  Communicable 
Disease  Center,  U.  S.  Public  Health  Service;  and  the 
U.  S.  Air  Force  Hospital,  U.  S.  Air  Force  Academy. 
This  paper  was  presented  at  the  11th  Annual  Seminar  for 
the  Prophylaxis  of  Streptococcal  Infections  in  the  Armed 
Forces,  Armed  Forces  Epidemiological  Board,  U.  S.  Air 
Force  Hospital,  U.  S.  Air  Force  Academy,  Colorado,  2-3 
October  1967. 

Major  Kilton  is  Biomedical  Laboratory  Officer,  Bio- 
medical Sciences  Corps,  U.  S.  Air  Force  Hospital,  U.  S. 
Air  Force  Academy,  Colorado.  Dr.  Zimmerman  is  Chief, 
Streptococcal  Disease  Section,  Ecological  Investigations 
Program,  National  Communicable  Disease  Center,  Ft.  Col- 
lins, Colorado. 

The  views  expressed  herein  are  those  of  the  authors  and 
do  not  necessarily  reflect  the  views  of  the  U.  S.  Air  Force, 
Department  of  Defense,  or  the  U.  S.  Public  Health 
Service,  Department  of  Health,  Education,  and  Welfare. 


Methods 

EPIDEMIOLOGIC:  The  United  States  Air 
Force  Academy  is  located  five  miles  north  of 
Colorado  Springs,  Colorado.  The  population  of 
the  base  is  approximately  5,100  military  person- 
nel, including  3,265  cadets,  and  4,300  military 
dependents. 

During  the  first  year  of  the  study,  1965-66,  60 
Fourth  Class  Cadets  were  selected  on  the  basis  of 
State  of  residence.  Thirty  were  from  the  South- 
eastern U.  S.  (Georgia,  Florida  and  Alabama)  and 
the  remainder  resided  in  the  Rocky  Mountain 
States  (Colorado,  Wyoming  and  Utah).  Each  of 
the  selected  cadets  must  have  lived  in  his  state 
of  residence  for  at  least  the  previous  10  years  to 
qualify  for  the  study.  During  the  second  year  of 
the  study,  1966-67,  100  cadets  from  the  entire  Wing 
were  randomly  selected  without  regard  to  State 
of  residence. 

During  both  years  throat  cultures  were  ob- 
tained on  a biweekly  basis,  and  blood  specimens 
were  collected  only  during  1965-66  at  three  regular 
intervals.  Clinical  signs  and  symptoms  of  upper 
respiratory  infection  (URI)  were  observed  at  the 
time  of  each  culture.  All  records  of  treatment  of 
participants  were  noted  during  the  years  of  the 
investigation. 

LABORATORY:  In  the  1965-66  school  year, 
60  Fourth  Classmen  were  cultured  biweekly  by 
one  medical  technician  using  dry  dacron  throat 
swabs.  Swabs  were  placed  immediately  into 
silica  gel  in  screw  cap  tubes  and  shipped  to  the 
Streptococcal  Disease  Section,  National  Commun- 
icable Disease  Center  (NCDC),  Public  Health 
Service,  Ft.  Collins,  Colorado.  Three  to  four  days 
elapsed  between  the  time  the  swabs  were  col- 
lected until  processing  began  in  the  laboratory. 

Upon  arrival  at  NCDC,  the  swabs  were  incu- 
bated in  Todd-Hewitt  broth  at  37  °C  for  4-6  hours. 
After  incubation,  a pour-streak  plate  was  prepared 
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from  each  broth  culture  as  follows:  A drained 
loopful  of  each  broth  was  used  to  inoculate  melted 
neopeptone  infusion  agar  (about  15  ml)  which 
contained  five  per  cent  defibrinated  sheep  blood. 
The  inoculated  melted  agar  was  then  poured  into 
a sterile  Petri  plate.  After  solidification  of  the 
agar,  one-half  the  surface  was  streaked  with  the 
broth  culture.  The  pour-streak  plates  were  incu- 
buated  15-18  hours  at  37  °C. 

After  incubation,  pour-streak  plates  were  ex- 
amined for  streptococcus-like  colonies  showing 
beta  hemolysis.  Such  colonies  were  transferred 
to  a quarter  section  of  a blood  agar  plate  and 
streaked  for  isolation.  A bacitracin  differentiating 
disc  (Taxo  A)  was  placed  on  each  inoculated  area 
as  a screening  procedure  for  Group  A strepto- 
cocci.®  The  quarter  plates  were  incubated  15-18 
hours  at  37°  in  an  atmosphere  of  90  per  cent 
nitrogen  and  10  per  cent  carbon  dioxide. 

After  incubation,  the  quarter  plates  were  ex- 
amined for  purity  of  culture  and  bacitracin  sensi- 
tivity. A 30ml  volume  of  Todd-Hewitt  broth  was 
inoculated  from  the  pure  culture  on  the  quarter 
plate  and  incubated  overnight  at  37  °C.  Extracts 
were  prepared  from  the  30ml  broth  cultures  and 
grouping  and  M-typing  were  performed  by  the 
procedures  of  Lancefield.®’’  Blood  specimens  were 
drawn  on  each  participating  cadet  at  the  begin- 
ning, mid-point  and  end  of  the  survey  for  the 
purpose  of  titrating  various  antibodies.  Anti- 
streptolysin O titers  were  determined  on  paired 
sera  by  the  method  of  Rantz  and  Randall  using 
identical  lots  of  streptolysin.® 

During  1966-67,  wet  (Todd-Hewitt  broth)  cot- 
ton swabs  were  used  by  the  same  medical  tech- 
nician who  performed  all  throat  swabbing  the 
previous  year.  One  hundred  cadets  were  cultured 
on  a monthly  schedule — 50  each  biweekly  period. 
These  men  represented  a random  selection  from 
all  four  classes — 30  freshmen,  30  sophomores,  23 
juniors  and  18  seniors. 

Primary  isolations  were  made  at  the  U.  S.  Air 
Force  Hospital  Laboratory,  Air  Force  Academy, 
using  procedures  similar  to  those  described  for 
1965-66.  The  procedure  varied  slightly  in  that 
bacitracin  positive  cultures  were  confirmed  by 
fluorescence  microscopy  in  the  Academy  Hos- 
pital Laboratory  before  isolates  were  sent  to  the 
NCDC  Laboratory  for  precipitin  grouping  and 


M-typing.“  Each  of  these  isolates  was  also  typed 
by  the  T-agglutination  method.’" 

Antibody  studies  were  not  performed  in  1966- 
67. 

Results 

Table  1 presents  data  on  beta  hemolytic 
prevalence  rates  in  the  two  Cadet  groups  during 
both  years  of  the  study.  A total  of  77  beta  hemo- 
lytic isolations  were  made  from  the  160  partici- 
pants only  16  of  which  were  Group  A.  The  re- 
maining beta  streptococci  were  Groups  B,  C and 
G in  that  order  of  prevalence.  Only  3 of  Group 
A isolates  were  M-typeable,  all  of  which  were 
Type  12;  2 were  obtained  from  one  individual 
during  the  first  two  sampling  periods  of  1965-66. 
Neither  of  the  two  Group  A isolations  made  dur- 
ing 1966-67  was  M-typeable. 

Of  the  14  Group  A isolates  identified  during 
1965-66,  8 were  from  cadets  from  the  Southeastern 
U.  S.  and  6 from  the  Rocky  Mountain  area.  Both 
individuals  with  Group  A,  Type  12  were  from 
the  Western  group. 

Until  January  1966,  all  individuals  from  whom 
a beta  hemolytic  isolate  was  made  received  prompt 
and  adequate  therapy.  After  January  1966  and 
until  the  end  of  the  study,  only  cadets  with  Group 
A were  treated.  No  instances  of  treatment  failure 
occurred. 

Clinical  signs  and  symptoms  of  URI  were  as- 
sociated with  only  30  per  cent  of  total  cultures 
taken  and  were  only  slightly  greater,  44  per  cent, 
when  associated  with  Group  A isolates. 

Average  ASO  titers  from  the  60  cadets  par- 
ticipating in  the  1965-66  study  were  less  than  125 
Todd  units  in  all  three  sampling  periods. 

Discussion 

Since  1964,  the  United  States  Public 
Health  Service  has  maintained  a strepto- 
coccal surveillance  program  in  Colorado 
Springs,  a community  contiguous  with  the 
Air  Force  Academy.  Baseline  Group  A strep- 
tococcal prevalence  rates  in  school  children 
in  Colorado  Springs  fluctuate  between  20 
per  cent  and  30  per  cent  with  about  35  per 
cent  being  M-typeable. In  addition,  coop- 
erative studies  carried  out  among  military 


TABLE  1 

STREPTOCOCCAL  PREVALENCE  IN  SELECTED  AIR  FORCE  ACADEMY  CADETS 

1965-67 


No. 

Cadets 

Positive 

No. 
Cadets 
Positive 
Group  A 
Strep 

1 time 

Total 

Beta  hemolytic 
(B) 

Group  A 
(A) 

M-typeable 

(M) 

Year 

No. 

Cadets 

Beta  Strep 
^ 1 time 

Cultures 

(N) 

No.  % 

B/N 

No 

% 

A/N 

No.  % 

M/A 

1965-66 

60 

27 

8 

908 

43 

4.7 

14 

1.5 

3 

21.4 

1966-67 

100 

25 

2 

1027 

34 

3.3 

2 

.2 

0 

0.0 

Total 

160 

52 

10 

1935 

77 

4.0 

16 

.8 

3 

18.8 

for  June,  1968 
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dependents  residing  on  base  at  the  Academy- 
have  sho-wn  similar  baseline  rates.  The  pre- 
dominant strains  of  Group  A streptococci, 
both  in  military  dependents  and  Colorado 
Springs  civilian  children,  are  Types  1,  3,  6 
and  12.  Therefore,  it  seems  certain  that  there 
are  amply  numbers  of  M-typeable  strepto- 
cocci circulating  in  members  of  the  civilian 
and  military  populations. 

The  Group  A prevalence  rates  noted  dur- 
ing both  years  of  the  study  are  extremely 
lo-w  and  much  lower  than  had  been  antici- 
pated (Table  1).  Only  52  cadets  from  the  160 
participants  had  a streptococcal  isolation  and 
only  10  cadets  had  at  least  one  Group  A iso- 
lation. That  there  is  obviously  little  strep- 
tococcal disease  in  this  group  is  further  dem- 
onstrated by  the  ratio  of  Group  A isolates 
to  total  beta  hemolytic  (21  per  cent) , low 
M-typeability  of  Group  A isolates  (19  per 
cent) , the  relative  absence  of  clinical  signs  of 
URI  associated  with  total  cultures  (30  per 
cent),  and  the  low  average  ASO  titers  and 
absence  of  titer  increases  observed  during 
1965-66. 

We  attribute  these  low  prevalence  rates  to 
a number  of  factors:  (1)  The  members  of  the 
Cadet  Wing  are  much  more  restricted  with 
regard  to  outside  military  or  civilian  con- 
tacts than  personnel  at  other  type  military 
bases;  (2)  Individuals  are  domiciled  in  sep- 
arate rooms  containing  a maximum  of  three 
persons  rather  than  in  barrack-type  accomo- 
dations, thereby  limiting  widespread  dis- 
semination; (3)  The  level  of  medical  sur- 
veillance of  the  Cadet  Wing  is  substantially 
above  average,  and  therapy  for  streptococcal 
infections  is  prompt  and  adequate — the  medi- 


cal staff  is  probably  more  aware  of  potential 
streptococcal  problems  due  to  the  geographi- 
cal location  of  the  facility;  (4)  This  age  group 
of  individuals  (18-22  years)  is  at  declining 
risk  to  streptococcal  acquisition  and  illness. 

It  would  also  appear  from  these  limited 
data  that  cadets  from  areas  of  low  strep- 
tococcal endemicity  are  no  more  susceptible 
to  the  strains  predominant  in  the  Colorado 
Springs  area  than  persons  who  have  resided 
in  the  Rocky  Mountain  area  most  of  their 
lives.  This  is  probably  due  to  factors  pre- 
viously listed  as  well  as  to  the  fact  that  the 
predominant  local  types  are  endemic  to  all 
areas  of  the  U.  S. 

Summary- 

Streptococcal  prevalence  studies  were  un- 
dertaken in  selected  samples  of  the  Cadet 
population  at  the  United  States  Air  Force 
Academy,  which  is  located  in  an  area  of  high 
streptococcal  endemicity.  During  both  years 
of  the  investigation,  extremely  low  strepto- 
coccal incidence  was  observed.  Only  6 per 
cent  of  the  participating  cadets  had  a Group 
A acquisition  and  ASO  antibody  titers  aver- 
aged less  than  125  Todd  units.  Only  3 Group 
A isolates  were  M-typeable  and  the  presence 
of  clinical  signs  and  symptoms  of  URI  asso- 
ciated with  the  cultures  were  relatively  in- 
frequent. Therefore,  it  is  suggested  that  the 
streptococcal  problem  in  the  Cadet  Wing  is 
a minimal  one  and  several  factors  contribut- 
ing to  this  observation  are  discussed.  • 
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Alcohol  and  sudden  death 


Importance  of  testing  several  body  fluids 


Herman  A.  Heise,  MD*,  Arvada,  Colorado 


Blood  alcohol  tests  should  not  be  “the 
last  word”  in  determining  cause  of  death 
or  of  guilt  in  questionable  cases. 
Examinations  of  persons  living  and 
dead  indicate  that  urinalysis  is  often  more 
important  than  a simultaneous  blood 
analysis.  Many  hours  after  drinking, 
alcohol  has  disappeared  from  the  blood, 
but  is  still  present  in  the  retained  urine, 
and  in  about  equal  concentration  in 
the  cerebrospinal  fluid  and  the 
water  in  the  brain. 

Alcohol  is  known  to  be  a factor  in  deaths 
and,  when  suspected,  a test  of  the  blood  is 
sometimes  performed.  However,  when  the 
cause  of  death  seems  obvious,  the  alcohol 
test  is  often  omitted,  thus  depriving  the 
examiner  of  what  may  be  information  of 
importance. 

When  a single  test  for  alcohol  is  per- 
formed, this  evidence,  although  valuable,  is 
overshadowed  by  the  results  of  making  tests 
of  stomach  contents,  spinal  or  cisternal  fluid, 
urine,  brain,  and  blood.  The  numerical  differ- 
ences in  the  percentages  of  alcohol  in  these 
substances  gives  information  regarding  the 
amount  of  alcohol  in  the  body  and  is  par- 
ticularly valuable  in  estimating  the  time  the 
alcohol  was  consumed.  In  consecutive  autop- 
sies on  coroners  cases,  alcohol  was  found  to 
play  an  important  role  in  most  of  the  bodies 
examined. 

* Charter  member  of  the  National  Safety  Council’s  Com- 
mittee on  Alcohol  and  Drugs.  He  has  spent  more  than  30 
years  as  a member  and  chairman  of  the  AMA  Commit- 
tee for  the  Study  of  Motor  Vehicle  Accidents  and  of  the 
AMA  Committee  on  Medicolegal  Problems. 


CASE  REPORTS 

Case  1;  Carbon  Monoxide  Poisoning  and  Alcohol 

L.  W.,  age  40,  70  inches  tall,  210  lbs.  Found  in 
his  car  in  his  garage,  his  body  wedged  between 
the  gear  control  and  the  front  seat.  The  engine 
was  cold,  ignition  switch  on,  car  in  reverse  gear, 
tank  about  half  full  of  gasoline.  Autopsy  per- 
formed about  seven  hours  after  body  was  found. 

Chemical  Examinations:  Blood  carbon  mon- 
oxide 90  percent  saturation.  Tests  for  alcohol  per- 


cent W/V 

Gastric  Contents  0.22 

Cisternal  Fluid  0.27 

Urine  0.33 

Blood  0.23 


Comment:  This  man  had  completed  his  drink- 
ing for  at  least  an  hour  before  death.  The  small 
amount  of  alcohol  in  the  stomach  and  the  relation- 
ship of  percentages  in  the  blood,  urine  and  cister- 
nal fluid  indicate  that  he  was  definitely  in  the 
phase  of  elimination  of  alcohol.  At  the  time  of 
death  his  body  still  contained  more  than  7 ounces 
of  pure  alcohol.  He  was  obviously  intoxicated, 
and  it  can  be  assumed  that  he  fell  asleep,  engine 
running,  stopping  the  engine  when  he  fell  against 
the  reverse  gear  control.  Without  the  tests  for 
alcohol,  the  cause  of  death  would  have  been  simply 
carbon  monoxide  poisoning. 

Case  2:  A Question  of  Homicide 

A.  M.,  age  71,  weight  130  lbs.,  67  inches.  He 
and  three  companions  were  said  to  have  consumed 
several  quarts  of  whisky  within  two  days.  Found 
dead  5:30  a.m.  A companion  stated  that  the  de- 
ceased had  beaten  him  up  in  a drunken  fight  which 
had  taken  place  the  previous  night;  but  he  re- 
members nothing  else  although  he  had  spent  the 
night  with  the  deceased.  The  companion  was  sus- 
pected of  murder. 

Postmortem  Findings:  No  evidence  of  violence. 
Cisternal  fluid  excessive. 

Chemical  Examinations  for  Alcohol  percent 


W/V 

Gastric  Contents  0.33 

Cisternal  Fluid  0.33 

Urine  0.33 

Blood  0.26 

Brain  0.23 
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Comments:  The  cause  of  death  was  listed  as 
cerebral  edema,  acute  alcoholic  intoxication, 
chronic  diffuse  nephritis,  chronic  myocardosis  and 
endocarditis.  The  companion  was  exonerated. 

Case  3:  “Indigestion”  Rx  Alcohol 

C.  H.,  age  41,  73  inches,  210  lbs.  Complained 
of  indigestion.  Found  dead  in  bed.  Pronounced 
dead  1:55  a.m.  Autopsy  9:30  a.m.  revealed  acute 
coronary  thrombosis.  Stomach  bulging  with  food 
and  liquid  having  the  odor  of  alcoholic  liquor. 
Estimated  weight  of  gastric  contents — one  kilo- 
gram. 

Chemical  Examinations: 


Gastric  Contents  2.0%  W/V 

Cisternal  Fluid  0.062 

Urine  044 

Blood  067 


These  percentages  indicate  that  this  man  drank 
at  least  1.8  ounces  of  alcohol  and  died  before  this 
could  register  its  full  effects  upon  the  body  fluids. 
It  may  be  assumed  that  he  took  a stiff  drink  to 
relieve  his  “indigestion.” 

Case  4:  When  Greek  Meets  Greek 

H.  K.,  62  inches,  150  lbs.  12:40  a.m..  Sept.  16, 
while  crossing  the  street  at  an  intersection  he  was 
struck  by  a car  driven  by  a woman  who  was 
obviously  intoxicated.  The  victim  was  pronounced 
“dead  on  arrival”  at  the  Emergency  Hospital  at 
12:56  a.m. 

Autopsy  6:20  p.m.:  Ruptured  heart,  lungs,  liver 
and  kidneys.  Fractures  of  arms  and  legs. 

Chemical  Analyses  Alcohol  percent  W/V 

Gastric  or  Contents  about  500  Grams  ....  1.0 


Cisternal  Fluid  0.16 

Urine  0.16 

Blood  0.13 


Comment:  This  man  was  still  absorbing  alcohol 
at  the  time  of  death  and  he  was  under  the  influ- 
ence of  alcohol  at  that  time.  This  finding  should 
have  had  some  ameliorating  influence  regarding 
the  prmishment  of  the  intoxicated  woman  driver. 

Case  5:  Alcohol  Plus  Suffocation 

Mrs.  M.  C.,  age  55,  62  inches,  125  lbs.  Found 
dead  with  head  in  a waste  basket.  Postmortem 
lividity  involving  the  face,  anterior  half  of  the 
neck  and  right  side  of  the  body.  A straight,  white 
depression  on  the  anterior  aspect  of  the  neck, 
1 cm.  thick  extends  from  one  sternomastoid  muscle 
to  the  other.  Dissection  of  the  neck  reveals  no 
other  abnormalities.  The  autopsy  findings  indicate 
marked  chronic  diffuse  nephritis,  coronary  sclero- 
sis, chronic  mycocarditis  and  endocarditis. 

Chemical  Analyses,  Alcohol  percent  W/V 


Gastric  Contents  0.95 

Cisternal  Fluid  0.30 

Urine  0.31 

Blood  0.23 


Comment:  This  woman,  although  definitely 
drunk,  was  in  the  phase  of  elimination  of  alcohol 
when,  shortly  before  death,  she  probably  took  an- 
other drink  which  was  still  being  absorbed.  She 
had  about  4 oz.  of  alcohol  in  her  body  when  she 
apparently  fell  with  her  head  in  a wastebasket 
and  neck  over  its  edge  causing  suffocation. 


Case  6:  “Died  Without  the  Aid  of  a Physician” 

A.  S.,  67  inches,  190  lbs.,  Nov.  27,  “Fell  or 
jumped  out  of  a moving  taxicab  while  intoxi- 
cated.” The  driver  managed  to  get  him  back  into 
his  cab  and  took  him  to  a police  station  at  11:00 
p.m.  where  he  was  arrested  as  a common  drunk 
and  put  in  a cell  to  sleep  it  off.  The  next  morn- 
ing he  was  still  apparently  asleep  and  was  pro- 
nounced dead  at  1:30  p.m.  Nov.  28. 

Autopsy  6:40  p.m.,  Nov.  28.  Rigor  Mortis — 
Slight.  Abrasions  of  face  and  chest.  Fractured 
skull,  extradural  hemorrhage. 

Chemical  Examinations  Alcohol  percent  W/V 


Gastric  Contents  0.09 

Cisternal  Fluid  0.12 

Urine  0.19 

Blood  0.11 


Comment:  At  the  time  of  his  death  he  still 
harbored  about  21/2  ounces  of  pure  alcohol  and 
therefore  must  have  had  much  more  alcohol  when 
he  was  arrested.  It  is  obvious  that  he  was  intoxi- 
cated at  the  time  of  his  accident.  It  is  unfortunate 
that  this  man  was  not  seen  by  a doctor,  who  might 
have  discovered  the  fractured  skull.  The  extra- 
dural blood  clot  could  have  been  removed. 

Case  7:  Why  Did  He  Fall? 

J.  B.,  age  56,  130  lbs.  was  reported  to  have  been 
drinking  during  the  evening  of  May  30.  Found 
lying  on,  the  floor  of  basement  May  31,  7 a.m. 
Still  breathing  at  4 p.m.  Dead  on  arrival  at 
Emergency  Hospital  4:37. 

Autopsy  11:30  p.m.  May  31.  Cause  of  death: 
Fractured  skull,  intracranial  hemorrhage.  Frac- 
tured ribs. 

Chemical  Analyses,  Alcohol  percent  W/V 


Gastric  Contents  0.019 

Urine  0.064 

Blood  0.038 

Brain  0.019 


Spinal  and  cisternal  fluids,  mostly  blood, 
not  tested. 

Comment:  This  man  was  in  the  last  stages 
of  elimination  of  alcohol.  The  amounts  of  alcohol 
found  are  of  major  significance  since  he  may  have 
survived  for  as  long  as  16  hours  after  the  accident 
which  caused  his  death.  It  can  be  assumed  that  he 
was  intoxicated  when  he  fell  down  the  cellar 
stairs.  Since  the  alcohol  percentages  ordinarily 
decrease  at  the  rate  of  from  0.01  to  0.02  percent 
W/V  per  hour,  his  blood  alcohol  percentage  at 
the  time  he  was  found  can  be  estimated  as  between 
0.20  to  0.36  percent  W/V. 

Case  8:  Fatal  Alcoholic  Intoxication 

Irene  S.,  age  41,  61  inches,  125  lbs.  Found  dead 
in  bed  10:30  a.m.,  June  30.  Marked  rigor  mortis. 

Autopsy  revealed  pulmonary  edema  and  em- 
physema. 

Chemical  tests  for  alcohol  percent  W/V 


Gastric  contents  0.60 

Cisternal  fluid  0.60 

Urine  0.60 

Blood  0.45 


Comment:  This  woman  was  in  the  stage  of 
elimination  of  alcohol  at  the  time  of  death,  but 
still  harbored  71/2  ounces  of  pure  alcohol.  The 
identical  percentages  of  .60  W/V  in  gastric  con- 
tents, cisternal  fluid  and  urine  indicate  that  she 


40 


Rocky  Mountain  Medical  Journal 


had  consumed  at  least  10  fluid  ounces  of  alcohol. 
This  corresponds  to  about  a pint  and  a half  of  86 
proof  liquor.  There  can  be  no  doubt  that  death 
was  due  to  having  imbibed  a lethal  dose  of  alcohol. 
However  she  survived  long  enough  to  be  in  the 
phase  of  elimination  of  alcohol  at  the  time  of 
death. 

Case  9:  Alcohol  in  a Decomposing  Body 

E.  M.,  age  50,  68  inches,  165  lbs.  Found  dead  in 
his  hotel  room,  where  he  had  been  for  two  days. 
Decomposition  marked. 

Cause  of  Death — Acute  hemorrhagic  pancreati- 
tis. 

Tests  for  Alcohol  percent  W/V 


Gastric  Contents - 0.018 

Cisternal  Fluid  0.010 

Urine  0.035 

Blood  0.024 


Comment:  This  man  was  in  the  final  phase  of 
elimination  of  alcohol  and  the  decomposition  of 
the  body  suggests  that  he  had  been  dead  for  at 
least  two  days.  His  cisternal  fluid  was  cloudy, 
yellow,  blood  tinged  and  foul  smelling.  Decom- 
position apparently  accounts  for  the  relatively  low 
cisternal  fluid  alcohol  level.  In  this  case  there  is 
no  evidence  that  alcohol  played  an  important 
part  as  cause  of  death. 

Case  10:  He  Felt  No  Pain 

W.  D.,  66  inches,  135  lbs.  Foimd  dead  in  bed 
9:15  a.m.  December  26.  “Came  home  very  drunk 
after  midnight  December  25.” 


Autopsy  Findings:  Body  partly  clothed.  Circu- 
lar burn  of  underwear  and  skin  over  left  shoulder. 
Cigarette  stub  lying  over  left  shoulder. 

Chemical  Tests  for  Alcohol  limited  to: 


Pericardial  Fluid  (excessive)  0.26% 

Cisternal  Fluid  0.26% 


(Stomach  and  bladder  empty) 

Cause  of  Death:  Pericarditis,  acute  myocardial 
failure,  pulmonary  emphysema,  coronary  sclerosis 
while  imder  influence  of  alcohol.  This  man  may 
have  had  a blood  alcohol  between  0.28  and  0.37 
percent  W/V  if  he  died  shortly  after  midnight. 

Case  11:  Alcohol  Accident 

Anton  S.,  age  30,  67  inches,  140  lbs.  Found  ly- 
ing alongside  of  left  front  wheel  of  trailer  April 
8.  Dead  on  arrival  Emergency  Hospital  2:08  p.m. 

Autopsy  7 : 45  p.m.  April  8 revealed  crushing 
injuries  involving  thorax,  abdomen  and  right 
thigh. 

Chemical  Tests  for  Alcohol  percent  W/V 


Stomach  Contents 1.60 

Cisternal  Fluid  0.18 

Urine  - 0.20 

Blood  0.15 


Comment:  This  man  had  been  in  the  phase  of 
elimination  of  alcohol,  when  he  drank  still  more 
alcohol  shortly  before  death.  The  chemical  find- 
ings were  important  since  his  employer’s  financial 
responsibility  was  reduced  by  the  knowledge  that 
his  employee  was  under  the  influence  of  alcohol 
at  the  time  of  his  accident. 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


RORER 

R 


WILLIAM  H.  RORER,  INC.- 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Case  12:  Question  of  Poisoning 

W.  W.,  age  53,  64  inches,  125  lbs.  Admitted  to 
Emergency  Hospital  10:30  a.m.  April  23,  cyanotic, 
convulsions,  petechial  hemorrhages,  blood  pressure 
180/70.  Died  11:19  a.m.  April  23.  Autopsy  2:05 
p.m.  April  23. 

Chemical  Analyses: 

Gastric  Contents — no  alkaloids  found.  Particu- 
lar search  having  been  made  for  strychnine.  No 
poisonous  metals.  Methyl  alcohol — none.  Ethyl 
alcohol  0.12  percent  W/V. 

Blood — Non-protein  nitrogen  68  mg/100  ml., 
creatinine  2.4  mg/100  ml.  Methyl  alcohol — none. 
Ethyl  alcohol  0.10  percent  W/V. 

Spinal  fluid — methyl  alcohol  none,  ethyl  alco- 
hol 0.09  percent  W/V. 

Bladder — no  iirine,  just  about  1 ml.  creamy 
purulent  material. 

Comment:  This  man  was  moderately  affected 
by  alcohol  at  the  time  of  death.  He  was  still 
absorbing  alcohol  at  this  time. 

Cause  of  Death — acute  nephritis,  pyelitis, 
chronic  myocarditis  and  endocarditis. 

Case  13:  Did  He  Fall  or  Was  He  Pushed? 

Anton  G.,  age  60,  64  inches,  130  lbs.  Last  seen 
in  a tavern  Nov.  4,  9:00  p.m.  where  he  became 
acquainted  with  a “Lumberjack”  who  accepted  his 
invitation  to  stay  with  him  at  his  home.  Early 
next  morning,  Nov.  5,  neighbors  reported  to  the 
police  that  they  heard  sounds  of  a struggle.  Police 
broke  into  the  cottage  about  noon,  Nov.  6,  and 
found  the  body  on  the  floor  near  a concertina. 
The  lumberjack  has  not  been  seen  since. 

Autopsy  6:30  p.m.  Nov.  6.  “Ground-in  dirt”  in 
the  underwear  which  was  all  he  was  wearing.  All 
ribs  broken  on  right  side  and  the  seven  lower  ribs 
on  the  left.  Contusions  and  abrasions  over  most 
of  the  body.  Liver  and  lungs  ruptured. 

Chemical  Analyses  for  Alcohol  percent  W/V 


Stomach  Contents  0.43 

Cisternal  Fluid  0.31 

Blood  0.31 

Bladder  empty. 


Comment;  The  interpretation  of  these  findings 
is  that  he  was  still  absorbing  some  alcohol,  but 
was  at  the  peak  of  his  blood  alcohol  curve.  At 
the  time  of  his  death,  his  body  contained  more 
than  five  oz.  (150  ml.)  pure  alcohol. 

Cause  of  death — “Fractured  ribs,  lacerated 
lungs  and  liver  while  intoxicated”  but  thought  it 
unnecessary  to  include  the  obvious  homicide.  The 
verdict  by  the  Police,  according  to  newspaper  re- 
ports: “He  tripped  over  his  beloved  concertina.” 
The  marks  on  the  body  and  “ground-in  dirt”  sug- 
gest that  he  was  trampled  to  death. 

Case  14:  Too  Drunk  To  Swallow 

J.  K.,  age  45,  72  inches,  130  lbs.  Dec.  14,  about 
10:00  p.m.  came  home  “drunk,”  sat  down  to  eat, 
choked,  collapsed.  Pronounced  dead  10:20  p.m. 

Autopsy  Dec.  15,  11:30  a.m.,  revealed  a bolus 
of  sour  fish  tightly  wedged  in  the  larynx  over 
vocal  cords. 

Chemical  Analyses  for  Alcohol  percent  W/V 


Stomach  Contents 0.95 

Cisternal  Fluid  0.43 

Spinal  Fluid  0.42 

Urine  0.42 

Blood  0.35 


Comment:  That  this  man  was  still  in  the  stage 
of  absorbing  alcohol  can  be  deduced  by  the  rela- 
tively high  gastric  alcohol  and  the  slightly  low 
urine  and  spinal  fluid  alcohol.  His  high  degree 
of  alcoholic  intoxication  was  very  likely  an  im- 
portant factor  in  the  cause  of  death. 

Case  15:  Was  He  Gassed  Or  Lit? 

A.  L.,  age  45,  72  inches,  200  lbs.  Body  found 
on  rear  seat  of  a car  in  a garage.  Engine  cold, 
gasoline  tank  not  empty.  Upholstery  of  rear  seat 
smoldering.  “Dead  on  arrival”  at  hospital  6:59  a.m. 

Autopsy  11:15  a.m.  Skin  color  pink  and  ab- 
normal redness  of  some  tissues  and  blood. 

Chemical  Analyses  for  Alcohol  percent  W/V 


Gastric  Contents:  Alcohol  1.14 

Cisternal  Fluid  0.55 

Spinal  Fluid  0.55 

Urine  0.55 

Blood  0.48 


Blood  Carbon  Monoxide  25  percent  satura- 

ration. 

Comment:  This  man  was  still  absorbing  alco- 
hol at  the  time  of  death.  If  absorption  had  been 
complete  the  expected  urine  or  cerebrospinal  fluid 
concentration  would  have  been  about  0.64  percent 
W/V.  At  the  time  of  death  his  body  contained 
more  than  12  ounces  (360  ml.)  of  absolute  alcohol. 
The  carbon  monoxide  concentration  was  in- 
sufficient to  have  been  the  sole  cause  of  death. 
However  the  alcohol  percentage  was  close  to  the 
limit  of  human  tolerance.  Since  both  alcohol  and 
carbon  monoxide  contribute  to  hypoxia,  the  cause 
of  death  was  recorded  as;  “Acute  alcoholic  intoxi- 
cation with  carbon  monoxide  a contributing 
factor.” 

Case  16:  Alcohol  as  a Tranquilizer? 

W.  W.,  age  53,  64  inches,  125  lbs.  Admitted  to 
Emergency  Hospital  10:30  a.m.  April  23,  convul- 
sions, cyanotic,  blood  pressure  180/70.  Diagnosis 
apoplexy.  Died  11:19  am.  The  autopsy  failed  to 
reveal  evidence  of  intracranial  hemorrhage. 

Chemical  Analyses 

Gastric  Contents:  No  alkaloids,  particular 
search  having  been  made  for  strychnine.  Ethyl 
Alcohol  0.12  percent  W/V,  Methyl  Alcohol  none. 

Spinal  Fluid:  Ethyl  alcohol  0.09  percent  W/V, 
methyl  alcohol  none. 

Blood  alcohol  0.10  percent  W/V,  non-protein 
nitrogen  68  mg/100  ml.,  creatinine  2.4  mg/100  ml. 

Comment:  This  man  was  still  absorbing  some 
alcohol  at  the  time  of  death.  The  cause  of  death 
was  acute  nephritis  and  pyelitis  with  contributing 
factors  chronic  myocarditis  and  endocarditis. 

Physiologic  considerations 

Alcohol  has  a tendency  to  distribute  itself 
equally  throughout  the  water  of  the  body. 
While  it  is  being  absorbed  from  the  intestinal 
tract,  arterial  blood  contains  slightly  more 
alcohol  than  the  venous  blood.  The  alcohol 
concentrations  then  begin  to  rise  in  the  fluids 
of  the  body  such  as  cerebrospinal  fluid,  urine 
and  pericardial  fluid. 
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As  long  as  alcohol  is  being  absorbed  at  a 
faster  rate  than  it  is  being  oxidized  the  per- 
centage in  the  blood  rises.  A plateau  is  then 
reached  and,  at  about  the  same  time,  the 
urine  alcohol  percentage  becomes  greater 
than  that  of  the  blood.  The  oxidation  of  alco- 
hol in  the  blood,  and  slower  reabsorption  of 
alcohol  in  the  bladder  urine  and  cerebro- 
spinal fluid,  results  in  an  excess  of  about 
one  third  more  in  these  fluids  than  in  the 
blood  during  the  phase  of  elimination. 

The  circulation  of  the  blood  is  most  im- 
portant in  the  distribution  of  alcohol  through- 
out the  water  of  the  body.  However,  the 
author  has  previously  demonstrated  that 
alcohol  can  enter  the  body  through  the  intact 
skin,  and  will  publish  his  findings  that  alco- 
hol readily  passes  through  the  bladder  wall, 
the  rate  depending  on  the  relative  concen- 
trations inside  and  outside  of  the  bladder. 

The  minimal  amount  of  alcohol  in  a body 
may  be  estimated;  Since  a 150  lb.  (68  Kg.) 
person  must  drink  at  least  3 fluid  ounces 
(90  ml.  weighing  72  Grams)  of  pure  alcohol 
to  have  a blood  alcohol  concentration  of  0.15 
percent  W/V  (150  mg/100  ml.),  the  amounts 
in  the  bodies  of  persons  of  other  weights  and 
alcohol  percentages  may  be  estimated  by 
using  simple  proportions.  For  example  a 200 
pound  person  having  a blood  alcohol  concen- 
tration of  .20  percent  W/V  would  have  con- 
sumed at  least 

200  20 

X _1 — X 3 = 5 Vs  fluid  ounces  (160  ml.) 

150  .15 

The  percentage  of  alcohol  in  the  urine 
furnishes  additional  information.  About  one 
hour  after  drinking,  alcohol  becomes  fairly 
uniformly  distributed  in  the  total  water  of 
the  body,  including  the  urine  and  cerebro- 
spinal fluid.  The  average  lean  body  consists 
of  about  % water.  Then  a 150  lb.  person 
has  a water  weight  of  about  100  lbs.  If  he 
has  0.20  percent  W/V  alcohol  in  his  urine, 
he  has  an  estimated  .2  lb.  of  alcohol  in  his 
body.  This  corresponds  to  3.2  ounces  by 
weight  or  4 ounces  of  pure  alcohol  by  volume. 

Summary  and  conclusions 

In  a series  of  nineteen  consecutive  routine 
autopsies  on  coroners  cases,  sixteen  involved 
the  presence  of  alcohol. 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

# Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

# Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’U  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490.7-6064 
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Tests  for  alcohol  in  the  blood  are  of  value, 
but  much  more  information  can  be  obtained 
by  also  testing  other  body  fluids  and  gastric 
contents.  For  example,  Case  8 — The  blood 
analysis  alone,  0.45  percent  would  have  been 
interpreted  as  “highly  intoxicated.”  The 
identical  percentages  of  0.60  percent  in  gas- 
tric contents,  cisternal  fluid  and  urine  indi- 
cates that  her  drinking  had  been  completed 
for  some  hours  before  death,  and  that  she 
was  in  the  phase  of  elimination  of  alcohol 
at  the  time  of  death.  The  blood  analysis 
would  have  suggested  that  her  body  con- 
tained IVz  fluid  ounces  (225  ml.)  of  pure 
alcohol  while  the  other  body  fluid  analyses 
indicated  that  she  drank  at  least  10  ounces 
(300  ml.).  This  information  strengthened 
the  belief  that  alcoholic  intoxication  was  the 
sole  cause  of  death. 

Drinking  shortly  before  death  is  indicated 
by  a high  percentage  of  alcohol  in  the 
stomach  and  the  ratio  of  blood  alcohol  to 
urine  alcohol  less  than  1: 1.3. 

Spinal  fluid,  cisternal  fluid  and  urine 
alcohol  concentrations  are  usually  identical. 
The  greatest  discrepancies  occurred  in  Case 
1,  cisternal  fluid  0.27  percent  and  urine  0.33 
percent  and  Case  6,  cisternal  fluid  0.12  per- 
cent and  urine  0.19  percent,  both  cases  being 
in  the  phase  of  elimination  of  alcohol.  These 
findings  suggest  that  alcohol  diffuses  through 


the  extensive  surfaces  in  contact  with  the 
cerebrospinal  fluid  at  a faster  rate  than  the 
alcohol  in  the  bladder,  with  its  less  extensive 
wall  surface. 

In  Case  1,  obvious  CO  poisoning  with  90 
percent  saturation  CO  of  blood  is  accom- 
panied by  evidence  of  a high  degree  of  intoxi- 
cation, which  probably  brought  on  the  sleep 
which  ended  in  death  from  carbon  monoxide. 
However,  Case  15  which  was  apparently  a 
case  of  carbon  monoxide  poisoning,  proved 
to  be  a case  of  death  primarily  caused  by 
alcohol  since  the  CO  saturation  of  the  blood 
was  but  25  percent,  while  body  fluids  con- 
tained what  was  probably  a lethal  percent- 
age of  alcohol  when  added  to  the  hypoxic 
influence  of  CO. 

According  to  the  laws  of  diffusion,  the 
concentration  of  alcohol  in  the  cerebrospinal 
fluid  or  urine  cannot  exceed  the  concentra- 
tion of  alcohol  in  the  water  of  the  blood  at 
a previous  time.  Therefore,  during  the  phase 
of  elimination  of  alcohol,  the  percentage  of 
alcohol  in  the  cerebrospinal  fluid  or  urine 
furnishes  a better  criterion  of  the  minimal 
amount  of  alcohol  consumed  than  can  be 
determined  from  an  analysis  of  the  blood. 

After  an  injury  resulting  in  death,  no 
arbitrary  time  limit  should  be  established 
for  legal  purposes,  beyond  which  the  results 
of  chemical  tests  for  alcohol  are  to  be  con- 
sidered as  invalid.  • 
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Problems  of  utilization  review 


Martha  McSteen,  Denver* 


My  purpose  in  meeting  with  you  today  is  to 
initiate  a dialogue.  I am  sure  you  agree  that 
dialogue  is  necessary  if  we  are  to  work  to- 
gether in  the  community.  Dialogue  is  to 
understanding  what  blood  is  to  the  body — 
when  the  flow  of  blood  stops,  the  body  dies; 
when  dialogue  stops,  understanding  dies  and 
resentment  and  hate  are  formed.  Dialogue  is 
indispensible  in  the  search  for  truth.  Unfor- 
tunately, many  people  hold  and  proclaim 
what  they  believe  to  be  true  in  either  an 
opinionated  or  defensive  way.  In  contrast,  the 
dialogical  thinker  is  willing  to  speak  out  on 
his  convictions  with  genuine  interest  in  them 
but  with  a sense  of  the  possibilities  between 
them.  So,  I hope  that  through  the  power  of 
dialogue  we  are  able  to  overcome  barriers. 
Moreover,  agreement  is  not  our  aim,  but  an 
exchange  of  ideas  and  of  plans  should  be  our 
goal. 

Although  Public  Law  89-97  gave  impetus 
to  Utilization  Review,  it  was  the  scarcity  of 
hospital  beds  and  the  rising  costs  of  hospital 
care  that  led  some  medical  societies,  individ- 
ual hospitals,  and  hospital  insurance  agencies 
to  experimentation  with  Utilization  Review 
in  the  1950’s.  Utilization  Review  developed 
at  first  as  a retrospective  study  of  the  records 
of  discharged  hospital  cases,  usually  on  a 
sample  basis,  and  covered  such  elements  as 
admissions,  services  provided,  and  lengths  of 
stay.  The  Reviewing  Committee  was  con- 
cerned with  such  questions  as  was  the  ad- 
mission medically  necessary  or  could  the 
patient  have  received  proper  treatment  as  an 


*Mrs.  McSteen  was  formerly  Regional  Representative  of 
Bureau  of  Health  Insurance.  This  address  was  delivered  at 
the  Workshop  on  Utilization  Review,  April  27,  1968,  Denver. 


outpatient  or  in  the  doctor’s  office?  Were 
there  delays  or  duplications  in  the  ordering 
or  giving  of  diagnostic  tests,  consultations 
and  other  services?  Was  the  patient  dis- 
charged too  soon  or  kept  too  long?  The  pur- 
pose of  the  review  was  educational.  The  study 
provided  the  hospital  and  physician  a picture 
of  patterns  of  care  and  helped  establish  cri- 
teria of  utilization  for  guidance  in  the  future. 
The  number  of  hospitals  using  Utilization 
Review  was  on  the  increase  when  Medicare 
legislation  was  passed.  However,  Title  XVIII 
gave  impetus  to  its  growth,  applied  the  prin- 
ciple to  extended  care  facilities,  and  added 
a relatively  new  concept — current  review  of 
individual  long-stay  cases. 

From  the  beginning  the  Social  Security 
Administration  has  stated  that  there  would 
not  be  rigid  demands  and  regulations  applied 
to  Utilization  Review  during  the  first  two 
years  of  implementation  of  the  program. 
Since  there  were  no  experts  on  Utilization 
Review,  and  since  it  appeared  that  plans 
would  need  to  be  formulated  to  meet  a given 
provider  of  medical  services,  we  have  not 
focused  much  attention  on  it.  However,  after 
almost  two  years  it  is  time  that  we  should 
examine  Utilization  Review — its  purpose  and 
its  function. 

Time  and  again  we  are  told  that  the  solu- 
tion to  the  problem  of  increased  health  costs 
lies  in  comprehensive  health  planning,  in  the 
development  of  a more  effective  health  sys- 
tem, and  in  better  organization  of  health 
services.  Peer  participation  and  review  are 
said  to  be  feasible  means  for  carrying  out  the 
planning  and  health  system  achievements 
which  are  needed. 
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When  Medicare  was  conceived,  the  prob- 
lems in  the  present  organization  of  health 
care  were  recognized.  The  urgent  need  for 
physicians,  in  particular,  to  be  principals  in 
the  organization  was  obvious.  This  need  was 
reflected  in  two  statutory  provisions.  The 
first  is  a requirement  that  utilization  be  regu- 
lated through  bylaws  of  the  hospital  staff — 
a requirement  intended  to  mean  that  the 
physicians  of  a hospital  should  be  organized 
to  participate  in  the  operation  of  Medicare 
in  the  institution.  The  second  provision  is  the 
requirement  for  utilization  review.  Through 
this  review  it  was  intended  that  peer  judg- 
ment be  applied  to  the  provision  of  services 
to  assure  through  this  judgment  that  the 
services  be  appropriate  to  the  needs  and  that 
the  costs  of  the  services  be  a consideration. 

A particular  challenge  to  utilization  re- 
view activities  is  the  encouragement  of 
proper  utilization  of  health  facilities.  Past 
limitations  of  health  insurance  coverage  to 
inpatient  services  have  not  only  encouraged 
the  use  of  the  hospital  when  outpatient  care 
would  adequately  serve  the  needs  but  have 
also  discouraged  the  development  of  alterna- 
tive health  facilities  and  services.  Experience 
in  limited  areas,  such  as  the  Kaiser  Founda- 
tion Health  Plan  in  California,  indicates  that 
when  protection  is  available  for  outpatient 
services  and  use  of  outpatient  facilities  is 
encouraged,  over-all  costs  are  reduced.  Be- 
tween 1960  and  1965,  hospital  patient  days  of 
Kaiser  subscribers  declined  some  12  per  cent 
while  those  in  the  United  States  as  a whole 
rose  9 per  cent.  Medicare,  with  its  compre- 
hensive coverage  of  outpatient  hospital  serv- 
ices and  a wider  range  of  out-of-hospital 
physicians’  and  other  health  services,  offers 
the  same  possibilities.  However,  old  habits 
are  hard  to  break.  Also,  although  it  is  known 
that  outpatient  care  should  be  expanded  in 
the  aggregate,  there  are  few  studies  to  indi- 
cate which  specific  medical  situations  are 
most  amenable  to  this  type  of  care.  The 
Kaiser  experience  has  shown,  however,  that 
an  important  factor  in  the  ability  to  control 
utilization  is  peer  review  with  attention  given 
to  physician  practices  in  utilization  of  hos- 
pital facilities. 


For  the  patient  who  really  needs  inpatient 
care,  the  Medicare  program  offers  unique 
opportunities  for  effectively  responding  to 
patterns  of  unnecessarily  extended  hospital 
stays.  The  concept  of  post-hospital  extended 
care,  encompassing  short  range  intensive  re- 
habilitative efforts  primarily  requiring  serv- 
ices of  skilled  paramedical  personnel  under 
less  stringent  medical  supervision,  offers  a 
practical  and  less  expensive  alternative  to 
long  term  hospitalization.  Here  again,  how- 
ever, the  idea  of  change  hampers  efforts  to 
make  the  most  effective  use  of  such  services. 
On  the  one  hand  are  those  who  resist  transfer 
to  the  extended  care  facility,  regarding  such 
care  in  the  old  concept  of  the  nursing  home 
as  a one-way  street  filled  with  individuals 
waiting  to  die.  On  the  other  hand  are  those 
who  would  deny  extended  care  its  intensive 
rehabilitative  nature  and,  instead,  turn  it  into 
a custodial  type  of  maintenance  catering  to 
the  elderly  people  whose  families  would 
rather  not  have  them  around.  The  Home 
Health  Services  provisions  face  a similar  lack 
of  understanding,  both  by  those  who  might 
provide  such  services  and  by  those  whose 
needs  would  be  best  served  by  the  services. 

By  provisions  of  Title  XVIII,  as  you  recall, 
a beneficiary  has  90  days  of  inpatient  hospital 
care  each  year  plus  one  60-day  extension 
during  an  individual’s  lifetime.  In  addition, 
post-hospital  care  coverage  is  provided  for 
100  days.  Our  terminology,  extended  care 
facility,  has  been  confusing  to  all,  but  it  is 
the  term  used  to  designate  facilities  that  offer 
post-hospital  care  as  opposed  to  residential 
or  custodial  care.  Home  health  care,  up  to 
100  visits,  is  also  covered  by  the  program. 
Home  health  care  includes  visits  by  nurses, 
aides,  or  therapists  under  the  physician’s 
direction.  Also,  outpatient  services  are  avail- 
able to  the  beneficiary.  Thus,  when  we  talk 
about  proper  utilization  of  services  for  health 
care,  the  types  of  health  care  available  in 
a given  community  play  a large  part  in  the 
determination  of  proper  utilization. 

Overutilization  of  facilities  in  hospitals 
or  extended  care  facilities  by  one  patient 
prevents  or  delays  care  of  another  patient, 
contributes  to  higher  costs  of  institutional 
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care,  causes  increased  rates  for  health  insur- 
ance, and  could  lead  to  wasteful,  overcon- 
struction of  additional  hospitals  or  extended 
care  facilities.  It  was  believed  that  utiliza- 
tion review  was  necessary  (1)  to  maintain 
continued  high  quality  medical  care,  (2)  to 
assure  the  most  efficient  and  effective  use 
of  the  patient’s  medical  dollar,  (3)  to  provide 
for  effective  utilization  of  existing  medical 
care  facilities,  and  (4)  to  foster  intelligent 
recommendations  regarding  future  anticipat- 
ed community  needs. 

There  is  necessarily  a great  deal  of  lati- 
tude allowed  in  the  formation  of  a Utilization 
Review  Committee.  There  are  numerous 
types  of  plans  which  can  fulfill  the  skeleton 
requirements  of  Title  XVIII.  The  utilization 
review  function  may  be  conducted  by  one 
committee  or  a combination  of  committees; 
(1)  It  may  be  by  a staff  committee  or  com- 
mittees of  the  hospital,  each  of  which  is  com- 
posed of  two  or  more  physicians,  with  or 
without  the  inclusion  of  other  professional 
personnel;  or  (2)  it  may  be  by  a committee  (s) 
or  group  (s)  outside  the  hospital  or  extended 
care  facility  composed  of  two  or  more  M.D.’s 
which  is  established  by  the  local  medical 
society  and  some  or  all  of  the  hospitals  and 
extended  care  facilities  in  the  locality;  or 
(3)  where  a committee (s)  or  group  (s)  has 
not  been  established  to  carry  out  all  the 
utilization  review  functions  prescribed  by 
Title  XVIII,  it  may  be  organized  and  spon- 
sored in  such  manner  as  approved  by  the 
Secretary  of  Health,  Education  and  Welfare. 

Reviews  are  made  of  each  health  insur- 
ance beneficiary  case  of  continuous  extended 
duration.  Each  utilization  review  plan  speci- 
fies the  number  of  continuous  days  of  stay 
in  hospital  or  extended  care  facility  follow- 
ing which  a review  is  made  to  determine 
whether  further  inpatient  services  are  medi- 
cally necessary.  The  plan  may  specify  a dif- 
ferent number  of  days  for  different  classes 
of  cases.  Reviews  for  such  purpose  are  made 
no  later  than  the  seventh  day  following  the 
last  day  of  the  period  of  extended  duration 
specified  in  the  plan.  No  physician  has  review 
responsibility  for  any  extended  stay  cases  in 
which  he  was  professionally  involved.  If 
physician  members  of  the  committee  decide. 


after  opportunity  for  consultation  is  given 
the  attending  physician  by  the  committee, 
and  considering  the  availability  and  appro- 
priateness of  out-of-hospital  facilities  and 
services,  that  further  inpatient  stay  is  not 
medically  necessary,  there  is  notification  in 
writing  within  48  hours  to  the  institution,  the 
attending  physician  and  the  patient  or  his 
representative.  Because  there  are  significant 
divergencies  in  opinion  among  individual 
physicians  in  respect  to  evaluation  of  medical 
necessity  for  inpatient  hospital  services,  the 
judgment  of  the  attending  physician  in  an 
extended  stay  case  is  given  great  weight,  and 
is  not  rejected  except  under  unusual  circum- 
stances. 

Records  are  kept  of  the  activities  of  the 
committee,  and  reports  are  regularly  made 
by  the  committee  to  the  executive  committee 
of  the  medical  staff,  and  relevant  information 
and  recommendations  are  reported  through 
usual  channels  to  the  entire  medical  staff 
and  the  governing  body  of  the  facility.  The 
facility  administration  studies  and  acts  upon 
administrative  recommendations  made  by 
the  committee.  A summary  of  the  number 
and  types  of  cases  reviewed,  and  the  findings 
are  part  of  the  records.  Minutes  of  each  com- 
mittee meeting  are  maintained.  Committee 
action  in  extended  stay  cases  is  recorded, 
with  cases  identified  only  by  case  number. 
The  committee  (s)  having  responsibility  for 
utilization  and  review  functions  have  the  sup- 
port and  assistance  of  the  facility’s  adminis- 
trative staff  in  assembling  information,  facili- 
tating chart  reviews,  conducting  studies,  ex- 
ploring ways  to  improve  procedures,  main- 
taining committee  records,  and  promoting  the 
most  efficient  use  of  available  health  services 
and  facilities. 

It  is  interesting  to  realize  how  many  indi- 
viduals and  how  many  areas  of  concern  are 
involved  in  the  process  of  utilization  review. 
The  physician  is,  of  course,  the  hub  around 
which  the  whole  utilization  process  is  co- 
ordinated.  The  physician  is  the  only  indi- 
vidual who  can  adequately  perform  the  util- 
ization review  functions,  since  the  type  of 
material  to  be  reviewed  and  the  questions 
of  medical  judgment  involved  can  only  be 
handled  appropriately  by  him.  The  reviewing 
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physician  must  have  an  adequate  knowledge 
of  the  review  process  as  well  as  background 
material  regarding  utilization.  He  must  main- 
tain an  open  mind  in  order  to  objectively 
perform  his  review  function.  His  knowledge 
of  the  adequacy  and  appropriateness  of  com- 
munity health  facilities  other  than  the  facility 
in  which  he  is  conducing  his  review  is  vital. 

The  patient’s  attending  physician  becomes 
intimately  involved  in  portions  of  the  utiliza- 
tion review.  He  will  frequently  be  consulted 
when  there  is  need  for  clarification  involving 
one  of  his  cases.  He  too  must  have  knowledge 
of  the  utilization  process  and  must  maintain 
an  open  mind,  agreeing  to  render  maximum 
assistance  to  the  physician  reviewers  as  well 
as  the  Utilization  Review  Committee  as  a 
whole.  The  attending  physician  is  contacted 
in  any  case  in  which  there  is  a question  of 
the  necessity  for  continued  stay  in  that  par- 
ticular institution.  The  regulations  state  that 
the  judgment  of  the  attending  physician  in 
an  extended  stay  case  is  given  great  weight, 
and  is  not  rejected  except  under  unusual  cir- 
cumstances. It  is  apparent,  therefore,  that  he 
will  play  a pivotal  role  in  the  entire  process 
of  utilization  review. 

The  patient,  of  course,  must  not  be  for- 
gotten. The  Social  Security  Administration 
recognizes  the  staggering  responsibility  of 
educating  the  public.  The  average  individual 
knows  that  he  has  an  insurance  policy. 

Again  let  me  say  the  administration  of  the 
facility  plays  a most  essential  role  in  the 
utilization  review  process.  It  is  the  admin- 
istrator who  coordinates  the  original  efforts 
in  formulating  the  Utilization  Review  Com- 
mittee and  who  obtains  approval  of  the  gov- 
erning board  and/or  medical  staff  where 
these  exist.  It  is  the  administrator  who  selects 
the  various  personnel  in  the  institution  to 
handle  the  charts  and  forms  and  other  ma- 
terials which  are  so  necessary  for  the  pro- 
cedure. The  administrative  group  will  be  in 
close  contact  with  its  Utilization  Review 
Committee  and  at  times  be  represented  at 
regular  meetings.  They  will  be  responsible 
for  the  maintenance  of  the  various  required 
records,  reports  and  recommendations  from 
the  Utilization  Review  Committee  and  for 


implementing  changes  suggested  by  this  com- 
mittee. The  administration,  of  course,  is  also 
responsible  for  reporting  the  decisions  of  the 
Utilization  Review  Committee  to  the  fiscal 
intermediary,  especially  in  those  cases  in 
which  the  decision  is  made  that  a given  pa- 
tient has  received  maximum  benefits  from 
the  level  of  care  under  consideration. 

The  nurse  may  be  an  invaluable  asset  to 
the  utilization  process,  since  very  frequently 
she  can  supply  the  various  types  of  essential 
information  regarding  the  patient’s  physical, 
social,  and  mental  status.  The  advice  and 
observations  of  the  attending  nurse  can  great- 
ly minimize  the  necessary  time  and  effort 
devoted  to  each  case  by  the  physician.  The 
local  society  could  prepare  a roster  of  physi- 
cians who  would  be  available,  perhaps  on  a 
rotating  basis,  to  serve  on  the  society’s  Util- 
ization Review  Committee.  Excerpts  and 
copies  of  the  cases  reviewed  could  even  be 
mailed  from  small  hospitals  or  rural  extend- 
ed care  facilities  to  the  Utilization  Review 
Committee.  It  might  also  be  possible  for  the 
medical  society’s  Utilization  Review  Com- 
mittee to  arrange  for  the  committee  or  indi- 
vidual members  of  the  committee  to  travel 
to  the  various  sections  of  an  area,  visiting 
the  small  hospitals  or  extended  care  facilities 
which  comprise  the  “network”  of  hospitals 
using  the  committee’s  services.  Another  type 
of  committee  could  be  one  sponsored  by  the 
fiscal  intermediary,  and  although  I have 
great  respect  for  intermediaries,  I would  hope 
that  the  arrangements  for  Utilization  Review 
could  be  kept  in  the  hands  of  the  medical 
profession. 

Summary 

(1)  The  real  history  of  Utilization  Review 
is  being  made  here  and  now.  The  search  for 
the  best  ways  of  conducting  and  achieving 
results  is  largely  in  your  hands.  The  time  is 
ripe  for  new  ideas.  The  flexibility  necessary 
for  forming  new  patterns  of  health  care  is 
available  now. 

(2)  The  purposes  of  Utilization  Review 
are  to  (a)  maintain  high  quality  medical 
care;  (b)  assure  the  most  efficient  and  effec- 
tive use  of  the  patient’s  medical  dollar;  (c) 
provide  for  effective  utilization  of  existing 
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medical  care  facilities;  and  (d)  provide  for 
intelligent  recommendations  regarding  future 
anticipated  community  needs. 

(3)  An  encouraging  sign  on  the  health 
care  horizon  is  the  emergency  of  exciting  and 
innovative  experiments  in  the  delivery  of 
health  services.  However,  as  exciting  as  these 
ideas  may  be,  we  cannot  afford  to  sit  back 
and  wait  for  their  development.  We  must 
meet  the  needs  of  our  affluent  society  as  they 
expect  more  health  care  than  ever  before. 

(4)  The  physician  stands  at  the  focal  point 
©f  a sound  planning  process.  His  participation 
is  vital.  Likewise,  the  social  worker  assists 
in  the  utilization  process  in  as  essential  a 
fashion  as  the  nurse  and  may  be  included  in 
the  regular  meetings  of  the  Utilization  Re- 
view Committee. 

Still  another  group  involved  is  the  fiscal 
intermediary.  The  fiscal  responsibilities  of 
the  Medicare  program  are  delegated  to  var- 
ious intermediaries.  Along  with  this  dele- 
gated fiscal  responsibility  the  intermediaries 
also  have  been  given  some  supervisory  re- 
sponsibilities, not  the  least  of  which  is  the 
assurance  that  the  utilization  review  process 
is  being  carried  out  in  an  active  and  effective 
fashion.  Their  primary  concern  along  these 
lines  will  be  to  satisfy  to  themselves  and  to 
the  Title  XVIII  that  the  review  function  is 
not  taking  on  the  semblance  of  a rubber 
stamp  procedure. 

A final  group  to  be  mentioned,  but  cer- 
tainly not  necessarily  less  important,  is  the 
secretarial  and  clerical  segment.  Within  this 


group  there  will  be  any  number  of  individuals 
handling  forms,  taking  minutes,  preparing 
reports,  etc. 

Upon  close  scrutiny  it  then  becomes  ob- 
vious that  the  process  of  utilization  review 
involves  practically  all  of  the  individuals 
involved  in  patient  care.  When  all  parties 
work  together  it  prevents  a heavy  burden 
from  falling  on  too  few  shoulders.  Although 
this  represents  a significant  factor  in  terms 
of  the  numbers  of  hours  devoted  by  various 
people  involved  in  patient  care,  it  is  probably 
a significant  advantage  in  that  all  parties 
involved  in  patient  care  become  aware  of 
the  need  for  both  conservation  of  the  patient’s 
time  and  expense  as  well  as  the  most  effective 
use  of  the  time  and  expense  necssary  to  ren- 
der the  care  needed. 

There  is  no  pattern  for  utilization  review; 
there  are  few  specified  requirements,  but 
there  are  many  possibilities  for  accomplish- 
ing its  purposes. 

It  has  always  been  my  feeling  that  even 
though  it  is  an  additional  responsibility,  util- 
ization review  can  only  be  accomplished 
through  the  medical  profession.  I think  in 
this  region  that  strong  leadership  of  the 
medical  societies  has  been  exerted  and  I hope 
that  the  role  of  the  county  and  state  medical 
societies  will  become  even  stronger.  Perhaps 
county  medical  societies  can  play  an  impor- 
tant role  in  the  establishment  of  Utilization 
Review  Committees  for  small  rural  hospitals 
or  extended  care  facilities.  • 


REPRINTS  OF  MAY  COVER 
(Stan  Lynde  Cartoon) 

We  have  received  several  requests  for  reprints 
of  the  Stan  Lynde  cartoon  which  appeared  on  the 
cover  of  our  May  issue. 

If  enough  interest  is  shown  in  receiving  copies 
suitable  for  framing,  we  can  make  them  available 
for  a limited  time  at  $3.00  per  copy  in  size  8V2" 
high  by  11"  wide,  printed  on  white  dull  finish 
cover  stock. 

We  must  have  all  requests  in  by  July  1 in  order 
to  give  a firm  order  for  printing. 
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ABSTRACT  OF  MINUTES* 

HOUSE  OF  DELEGATES 
Colorado  Medical  Society 

33rd  Colorado  Winter  Clinics 
March  9-10,  1968 

The  House  held  two  meetings  at  its  33rd  Win- 
ter Clinics  Session  at  the  Brown  Palace  Hotel  in 
Denver.  Speaker  John  D.  Wood  and  Vice-Speaker 
Robert  G.  Bosworth  alternated  in  presiding 
throughout. 

FIRST  MEETING 

Friday,  March  8, 1968 

The  House  was  called  to  order  by  speaker 
John  D.  Wood  at  2:00  P.M.  Dr.  Alvin  E.  Dahl, 
member  of  the  Committee  on  Medicine  and  Re- 
ligion, delivered  the  Invocation: 

Almighty  God,  Creator  of  all,  loving  Father,  the  Great 
Physician,  we  invoke  Thy  Presence  in  our  midst  at  the 
opening  of  these  sessions.  We  pray  Thy  Divine  Guidance 
in  our  deliberations. 

In  this  days  of  change  and  challenge,  grant  us  wisdom 
to  measure  up  to  the  opportunities  for  leadership  and 
service. 

In  this  high  day  of  scientific  advance,  of  computers, 
rockets,  and  electronic  wizardry,  give  us  the  simplicity  of 
love  and  compassion  found  in  the  touch  of  the  Master’s 
Hand. 

In  this  day  of  medical  miracles,  help  us  to  realize  Thy 
divine  gift  of  wisdom;  not  to  be  used  as  gods,  but  as 
servants  to  Thy  children.  For  Thine  is  the  Kingdom,  the 
Power,  and  the  Glory,  forever,  AMEN. 

President  Henry  H.  Zeigel  led  the  House  in  th» 
Pledge  of  Allegiance.  Dr.  Terry  J.  Gromer,  Chair- 
man of  the  Constitution,  By-Laws  and  Credentials 
Committee  reported  97  delegates  present  including 
substitute  Alternates  accredited  by  the  Credentials 
Committee.  (See  detailed  roll  call  at  the  end  of 
these  minutes.) 

President  Zeigel  presented  honored  guests.  Dr. 
Wesley  Hall,  Chairman  of  the  A.M.A.  Board  of 
Trustees;  members  of  the  A.M.A.’s  Council  on 
Medical  Education,  and  Mr.  Kenneth  Neff,  Exec- 
utive Secretary  of  the  Nebraska  Medical  Associa- 
tion. 

Dr.  John  Wood  presented  his  opening  remarks, 
(Supplemental  Report  DD)  copies  of  which  had 
been  distributed  and  referred  to  the  Reference 
Committee  on  Board  of  Trustees  and  Executive 
Office.  These  remarks  were  concerned  with  im- 
posing a deadline  for  the  receipt  of  reports  of 
officers.  Boards,  Councils  and  Committees  prior 
to  the  meeting  of  the  House.  That  Section  of  the 
report  of  the  speaker  labeled  Supplemental  Report 

♦All  amended  reports,  supplemental  and  verbal  reports. 
Reference  Committee  Reports  and  Resolutions  are  on  file 
with  the  Secretary  of  each  Component  Society,  or  copies 
may  be  obtained  upon  request  from  the  Executive  Office. 
A complete  digest  of  actions  of  the  House  was  carried  in 
the  March  29,  1968,  issue  of  Colorado  Medicine. 


EE  was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations.  It  stressed  the 
importance  to  the  entire  medical  profession  of 
Comprehensive  Health  Planning. 

Speaker  Wood  announced  the  appointment  of 
Dr.  John  Stewart  to  replace  Dr.  Kenneth  Kahn 
on  the  Reference  Committee  on  Professional  Rela- 
tions. 

Minutes  of  the  Annual  Session  Meetings  were 
approved  as  published  in  the  December,  1967  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Reports  of  the  officers.  Boards,  Councils  and 
Committees  were  received  as  published  in  the 
official  Handbook  and  were  referred  to  the  Refer- 
ence Committees  indicated.  Copies  of  all  reports 
received  by  the  House  not  included  in  the  first 
mailing  of  the  official  Handbook  were  made  avail- 
able to  each  delegate  who  was  seated  at  the  meet- 
ing. 

The  following  physicians  were  elected  as  mem- 
bers of  the  Nominating  Committee:  Drs.  Robert 
K.  Carver,  Englewood;  William  Y.  Takahashi, 
Boulder;  Leo  J.  Leonard!,  Salida;  Stanley  J.  Son- 
tag,  Lakewood;  George  S.  Tyner,  Denver;  Robert 
Linnemeyer,  Grand  Junction;  Carl  W.  Swartz, 
Pueblo. 

The  House  retired  to  Executive  Session  and 
received  the  report  of  the  Judicial  Council. 

SECOND  MEETING 

Sunday,  March  10,  1968 

Speaker  Wood  called  the  House  to  order  at 
11:00  a.m.  Ninety-two  delegates  answered  the  roll 
call,  including  substitute  alternates  accredited  by 
the  Credentials  Committee.  (See  detailed  roll  call 
at  the  end  of  these  minutes.) 

DEFINITIVE  ACTIONS 

Reports  of  Reference  Committees  were  present- 
ed with  actions  by  the  House  as  follows: 
Reference  Committee  on  Board  of  Trustees  and 
Executive  Office 

Approved  the  report  of  the  speaker.  Supple- 
mental Report  DD.  (See  action  on  Supplemental 
Report  on  the  Constitution,  By-Laws  and  Creden- 
tials Committee.)  The  Reference  Committee  em- 
phasized the  statement  in  Speaker  Wood’s  report 
“Any  report  received  after  the  deadline  will  be 
introduced  for  action  only  by  a majority  vote  of 
the  House.” 

Approved  Progress  Report  N of  the  Board  of 
Trustees  and  urged  the  use  of  well  planned  tele- 
phone conversation  when  feasible  to  obviate  the 
necessity  of  long-range  travel  and  multiple  meet- 
ings of  many  committees  where  statewide  repre- 
sentation is  involved. 

Emphasized  the  importance  of  the  efforts  of 
Dr.  Myron  C.  Waddell’s  committee  “to  build  or 
obtain  a facility  to  house  all  organizations  inter- 
ested in  health  care.” 

Recognized  the  value  of  the  publication  “What 
Goes  On’*  and  urged  the  Board  of  Trustees  to  do 
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everything  possible  to  support  the  continuance  of 
this  publication  in  the  office  of  the  Colorado  Medi- 
cal Society. 

Acknowledged  with  regret,  Dr.  Herman  Roth’s 
resignation  from  the  Judicial  Council  and  recog- 
nized his  tremendous  contribution  to  the  Colorado 
Medical  Society  for  the  almost  20  years  he  has 
served  on  that  Council. 

Acknowledged  the  appointment  of  E.  B.  Liddle, 
M.D.,  Colorado  Springs,  as  Assistant  Treasurer. 

Approved  Supplemental  Report  Q of  the  Board 
of  Trustees  “House  of  Delegates’  Handbook”  aug- 
menting Speaker  Wood’s  recommendation  con- 
cerning the  deadline  for  receipt  of  Handbook  re- 
ports. 

Approved  Supplemental  Report  W,  “Amigos  de 
las  Americas”  and  commended  Drs.  Harry  R.  Boyd 
and  Marcus  Bond  for  their  enthusiasm  and  un- 
selfish leadership  in  this  most  worthwhile  project. 

Approved  Supplemental  Report  GG  of  the 
Board  of  Trustees  “Actions  of  March  7 Meeting” 
and  urged  the  A.M.A.  Delegation  to  attempt  to 
effect  desirable  amendments  in  existing  regula- 
tions under  Public  Law  89-97.  The  resolution  to 
be  submitted  to  the  June  meeting  of  the  A.M.A. 
should  be  particularly  directed  to  overcoming  the 
inflexibility  of  government  regulations  concerning 
certification  of  hospitals  in  rural  communities  to 
qualify  to  participate  in  existing  government  pro- 
grams. 

Received  with  pleasure  the  wise  and  stimulat- 
ing comments  of  President  Zeigel,  as  published  in 
Supplemental  Report  II  and  agreed  that  periodic 
reports  from  the  Grievance  Committee  as  directed 
in  the  Society’s  By-Laws  would  serve  as  an  effec- 
tive method  to  alert  the  membership  as  to  those 
practices  that  repeatedly  result  in  complaints  to 
the  Grievance  Committee. 

Approved  Report  O of  the  Executive  Secretary 
and  expressed  appreciation  for  his  efficient  and 
effective  staff  which  operates  increasingly  beyond 
the  call  of  duty. 

Approved  Report  E,  “Colorado-Wyoming  Sci- 
ence Fair”  and  recommended  continued  coopera- 
tion in  this  worthwhile  project. 

Approved  Supplemental  Report  U concerning 
A.  S.  ’67  Resolution  No.  5.  The  Reference  Com- 
mittee was  impressed  with  the  excellence  of  the 
committee  selected  to  investigate  the  relationship 
of  the  Colorado  Medical  Society  to  the  Colorado 
Blue  Shield.  The  overwhelming  amount  of  detail 
involved  in  pursuing  this  study  makes  evident 
the  necessity  of  allowing  this  ad  hoc  committee 
additional  time  to  accomplish  its  objectives. 

Approved  Resolution  No.  4,  Colorado  Medical 
Society  Organization  and  Communication  Prob- 
lems,” introduced  by  Kenneth  Kahn,  M.D.,  substi- 
tuting for  the  two  “resolved”  paragraphs  in  that 
resolution  the  following: 


RESOLVED:  That  an  ad  hoc  committee  be  appointed 
by  the  President  to  review  the  overall  organization  and 
communication  structure  of  the  Colorado  Medical  Society 
with  the  objective  of  improving  and  simplifying  this 
structure. 

The  Reference  Committee  recognized  the  thought- 
ful effort  of  Dr.  Kahn  in  preparing  this  resolution. 
Reference  Committee  on  Legislation 

Approved  the  recommendations  of  Speaker 
Wood’s  Supplemental  Report  EE  and  agreed  that 
there  is  no  more  important  subject  confronting 
the  medical  profession  than  the  Comprehensive 
Health  Planning  concept  dealing  with  Public  Law 
89-749.  The  Reference  Committee  expressed  the 
feeling  that  we  have  not  yet  assumed  the  leader- 
ship role  that  is  so  vitally  needed.  As  over  9(> 
per  cent  of  medical  care  is  furnished  by  the  phy- 
sician in  private  practice,  the  members  recom- 
mended that  the  Board  of  Trustees  or  a designated 
committee  such  as  the  Comprehensive  Health 
Planning  Task  Force  aggressively  seek  the  ade- 
quate representation  of  the  private  physician  sec- 
tor of  medicine  on  advisory  health  planning 
committees  at  the  local  level.  The  responsibility 
for  carrying  out  these  activities  will  necessarily 
rest  with  each  component  society. 

Approved  Supplemental  Report  P of  the  Board 
of  Trustees  “Rehabilitation  Centers  and  Related 
Facilities”  together  with  its  attachment.  The  Ref- 
erence Committee  expressed  its  appreciation  to 
Dr.  William  McGlone,  Chairman  of  the  State  Board 
of  Health;  Dr.  Roy  Cleere,  Director  of  the  State 
Department  of  Public  Health;  Mrs.  Martha  Mc- 
Steen,  Regional  Director  of  the  Bureau  of  Health 
Insurance,  and  Mr.  Pete  Samac,  Director  of  the 
Health  Facilities  Planning  Council,  for  participat- 
ing in  the  discussions  of  the  Reference  Committee. 
It  is  evident  that  much  closer  liaison  and  com- 
munication must  evolve  than  has  been  practiced 
heretofore.  The  myriad  of  medical  programs  al- 
ready present,  together  with  those  proposed  make 
this  relationship  a necessity  if  there  is  to  be  any 
mutually  satisfactory  workable  situation. 

Representatives  of  the  Health  Department  sug- 
gested additional  medical  representation  on  their 
advisory  committees.  The  Reference  Committee 
agreed  that  it  is  now  our  duty  to  develop  a com- 
prehensive study  of  the  laws  and  rules  and  stand- 
ards relating  to  health  institutions. 

The  Reference  Committee  makes  the  following 
recommendations:  (1)  Appointment  of  additional 
Society  representation  to  the  Advisory  Subcom- 
mittee on  Standards  for  Hospitals  and  Health  Fa- 
cilities of  the  State  Health  Facility  Advisory  Coun- 
cil. (2)  Placement  on  the  State  Health  Department 
mailing  list  of  the  Colorado  Medical  Society  and 
such  other  representatives  thereof  that  may  be 
deemed  necessary  or  proper.  (3)  That  the  Colorado 
State  Board  of  Health  be  urged  to  make  a com- 
prehensive study  of  the  laws,  rules  and  regula- 
tions relating  to  the  classification  and  licensing 
of  institutions  involved  in  health  care,  and  of  the 
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respective  standards  to  which  they  should  con- 
form, that  in  such  a study  the  Board  of  Health 
enlist  the  continued  efforts  of  the  Advisory  Coun- 
cil and  its  subcommittees,  and  the  participation 
of  the  Colorado  Medical  Society  and  other  pro- 
fessional organizations  involved  in  the  delivery 
of  health  services.  Such  study  should  include  the 
changes  in  the  present  hospital  standards  as  urged 
by  the  House  of  Delegates  last  year 

Approved  Progress  Report  L and  Supplemental 
Report  HH  “Legislative  Actions”  of  Council  on 
Legislation  and  commended  Dr.  Richard  D.  Tal- 
bott and  his  active  Council  on  his  extremely  ener- 
getic and  well-conceived  activities.  Recognized 
the  astute  coimsel  of  Mr.  Peter  Nordlund  as  a 
major  factor  in  this  Council’s  representation  of 
the  Society  in  Legislative  matters. 

Approved  Progress  Report  G of  the  Council 
on  Medical  Service  and  commended  Dr.  Mammel 
for  the  cohesive  manner  in  which  he  has  or- 
ganized the  committees  under  the  Council. 

The  Reference  Committee  expressed  apprecia- 
tion to  the  Committee  on  Emergency  Medical  Care 
and  the  Committee  on  Rural  Health  in  the  estab- 
lishment of  an  excellent  planning  base  for  im- 
proved emergency  care.  They  commended  Dr. 
Myron  C.  Waddell  for  an  informative  and  illum- 
inating symposia  on  Comprehensive  Health  Care 
included  in  this  Winter  Clinics  program. 

Recommended  that  Resolution  No.  2 “Creation 
oj  a Committee  for  Continuing  Study  of  Quality 
and  Distribution  of  Medical  Care  in  Colorado”  be 
NOT  adopted  but  commended  the  Council  on  Public 
Health  on  the  thoughtful  constructive  suggestions 
and  vision  in  preparing  the  Resolution. 

The  Reference  Committee  felt  that  the  purposes 
of  this  Resolution  are  already  in  charge  of  our 
Council  on  Medical  Service  and  a study  in  depth 
of  the  quality  and  distribution  of  medical  care  in 
our  state  proposed  by  the  Resolution  would  in- 
volve the  expenditure  of  funds  not  now  available. 
The  Reference  Committee  expressed  the  hope  that 
the  source  of  such  funds,  such  as  a Medical  Re- 
search Foundation  concept,  might  be  devised  to 
carry  out  the  intent  of  the  Resolution  in  the  not- 
too-distant  future.  The  Reference  Committee 
recommended  that  the  Board  of  Trustees  research 
the  possibility  of  such  funds. 

Reference  Committee  on  Insurance  and 
Prepayment  Plans 

Approved  Report  K,  “The  Annual  Report  of  the 
President  of  Colorado  Medical  Service,  Inc.,”  and 
made  special  note  of  the  long  and  devoted  service 
of  Dr.  Harry  C.  Hughes  and  Mr.  Roy  R.  Anderson. 

Approved  the  Supplemental  Report  FF  of  the 
Blue  Shield  Advisory  Committee  and  requested 
that  “usual  and  customary  fees”  be  defined  in  de- 
tail at  the  Annual  Session. 

Approved  Report  F,  the  “Annual  Report  of  Dr. 
Samuel  P.  Newman,  Senior  Representative  to  the 
Blue  Cross  Board.” 


52 


Rocky  Mountain  Medical  Journal 


Approved  Supplemental  Report  X of  the  Com- 
mittee on  Fees  and  congratulated  the  Committee 
for  its  work  with  the  Industrial  Commission  of 
Colorado  and  urged  that  it  continue  its  efforts 
toward  the  adoption  by  the  Commisison  of  the 
usual  and  customary  fee  concept. 

Reference  Committee  on  Professional  Relations 

Approved  Progress  Report  B of  the  Judicial 
Council. 

As  recommended  by  the  Reference  Committee 
to  the  1967  Annual  Session,  the  Judicial  Council 
gave  further  consideration  to  the  matter  of  the 
use  of  Credit  Cards  in  Doctors’  offices  and  con- 
cluded that  pending  further  experience,  no  changes 
would  be  made  in  its  prior  ruling. 

The  remainder  of  the  report  of  the  Judicial 
Council  was  concerned  with  the  eligibility  for 
active  Membership  in  a component  society  of  a 
physician  who  is  a full-time  employee  of  a state 
mental  institution,  but  who  is  not  licensed  to  prac- 
tice medicine  in  Colorado,  and  with  membership 
of  osteopaths  in  component  societies. 

Approved  Report  D of  the  Grievance  Commit- 
tee. 

Approved  Report  M of  the  AMA  Delegation 
and  urged  the  Council  on  Legislation  to  give  fur- 
ther consideration  to  amending  our  Colorado 
statute  in  the  requirement  for  certification  by 
the  Joint  Commission  on  Accreditation  of  hos- 
pitals to  perform  therapeutic  abortions. 

Approved  Progress  Report  I of  the  Council  on 
Interprofessional  Relations  and  stated  that  much 
work  remains  to  be  done  in  institutions  training 
medical  assistants  and  commended  the  Advisory 
Committee  to  CAMA  and  urged  that  they  continue 
their  surveillance. 

Approved  Report  of  the  Medicolegal  Commit- 
tee and  emphasized  the  necessity  that  the  Medico- 
legal Committee  be  notified  on  all  threatened  as 
well  as  actual  suits. 

Reviewed  the  report  of  the  Committee  on 
Nursing  Affairs. 

Reference  Committee  on  Public  Health 

Approved  Supplemental  Report  R,  Report  of 
AMA  Delegates,  concerning  the  two  resolutions 
introduced  at  the  AMA  Clinical  Meeting  in  Hous- 
ton, Texas. 


Amended  the  Report  of  the  Infectious  Diseases 
Committee  (Report  J)  so  that  the  sentence  be- 
ginning on  Line  12  reads  as  follows:  “In  order  to 
cover  this  group,  the  Council  now  urges  that  each 
component  society  consider  holding  a community 
mass  immunization  program  “where  the  need 
exists.”  (Bold  face  indicates  the  words  added  by 
the  Reference  Committee.) 

Approved  Supplemental  Report  T from  the 
Council  on  Public  Health  regarding  the  Drug 
Abuse  Conference. 

Approved  Supplemental  Report  S from  the 
Council  on  Public  Health  on  the  subject  of  Rural 
Traffic  Accidents. 

Approved  Supplemental  Report  V on  the  Coun- 
cil on  Public  Health  regarding  the  conformity  of 
the  Colorado  State  Health  Department  immuniza- 
tion schedule  to  correspond  to  the  recommenda- 
tions of  the  American  Academy  of  Pediatrics  Com- 
mittee for  the  Control  of  Infectious  Diseases. 

Approved  Supplemental  Report  CC  from  the 
committee  on  Medical  Termination  of  Pregnancy. 

Approved  Supplemental  Report  AA  from  the 
Council  on  Scientific  Education  regarding  (1) 
Survey  of  the  entire  cancer  spectrum  in  the  Den- 
ver Metropolitan  area  and,  (2)  the  program  for 
the  development  of  a central  cancer  registry  for 
the  state  of  Colorado. 

Recommended  adoption  of  Resolution  No.  3 
“Birth  Certificate  Forms.” 

Reference  Committee  on  Scientific  Work 

Approved  the  Supplemental  Report  JJ  pre- 
sented by  Dr.  Kenneth  C.  Sawyer,  “The  Present 
Status  of  the  Development  of  Education  for  Family 
Practice.” 

Approved  Supplemental  Report  Y of  the  Coun- 
cil on  Medical  Service  “Colorado  Preceptorship 
Program.”  Emphasized  that  the  program  was  best 
suited  for  a senior  medical  student  and  (2)  that 
it  should  be  a voluntary,  not  a compulsory  course 
in  the  medical  school  curriculum.  The  Reference 
Committee  suggested  that  Dr.  Wesley  Eisele,  Di- 
rector of  Postgraduate  Education,  be  asked  to  sub- 
mit a more  comprehensive  report  to  the  Council 
on  Medical  Service  when  sufficient  experience  and 
information  have  been  accumulated. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 
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1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
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21  Kensington  Street,  485-8262 
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113  Sierra  Dr.,  S.E.,  255-1288 
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Approved  Progress  Report  A of  the  Council 
on  Scientific  Education  and  recommended  that  the 
Junior  Student  Sponsorship  program  be  continued 
only  if  there  is  sufficient  enthusiasm  generated 
by  the  students  involved. 

The  Reference  Committee  assured  the  develop- 
ment of  a noncredit  course  in  organized  medicine 
at  the  University  of  Colorado  School  of  Medicine. 

Approved  Report  Z “Format  for  Winter  Clinical 
Session”  of  the  Council  on  Scientific  Education 
and  recommended  that  a two-  or  three-year  trial 
of  the  new  format  of  the  Winter  Clinics  will  be 
necessary  before  a valid  evaluation  can  be  made. 
Reference  Committee  stated  that  from  practical 
standpoint  Denver  would  offer  the  best  facilities 
for  the  interim  session. 

Approved  the  Report  BB  of  the  Council  on 
Scientific  Education,  “Quackery  Committee”  and 
amended  the  final  paragraph  so  that  report  would 
read  as  follows:  “.  . . . your  Committee  feels  that 
the  prescribing  of  these  combined  drugs  simply 
to  aid  in  transient  weight  reduction  cannot  be 
considered  good  medical  practice  and  continuance 
of  these  practices  by  Colorado  physicians  should 
be  discouraged.”  In  addition,  the  Reference  Com- 
mittee urged  that  all  effort  should  be  made  to 
alert  the  general  public  to  the  potential  hazards 
of  such  weight  reduction  schemes  and  practices. 

Reference  Committee  on  Miscellaneous  Business 

Reviewed  the  Report  H of  the  Council  on  In- 
terprofessional Relations,  “Professional  Insurance 
and  Retirement  Committee”  and  approved  lines  1 
through  20.  The  Reference  Committee  felt  that 
it  would  not  be  in  the  best  interest  of  the  Society 
to  have  the  Committee  select  and  present  a single 
Keogh  Plan  for  approval  and  adoption  but  in- 
stead suggested  that  the  Commitee  present  sev- 
eral plans  from  which  the  individual  physician 
may  choose  that  which  would  be  most  applicable 
to  his  or  her  needs. 

Reference  Committe  on  Constitution,  By-Laws  and 
Credentials 

Approved  Report  C of  the  Organizational  Study 
Committee  and  again  urged  the  component  so- 
cieties to  change  their  time  of  assumption  of  offi- 
cers to  September  or  October. 

Disapproved  Resolution  No.  1,  “Limitation  of 
Terms  of  Delegates”  but  urged  local  societies  to 
rotate  delegates  when  possible  and  to  encourage 
younger  members  to  participate  more  frequently 
in  state  activities. 

By  a two-thirds  vote  of  those  delegates  present, 
the  House  adopted  the  following  Standing  Rule: 

All  reports  of  Officers,  Boards,  Councils  and  Com- 
mittees and  all  resolutions  must  be  in  the  hands  of  the 
Executive  Office  60  days  prior  to  the  final  meeting  of 
the  House  of  Delegates  at  any  regular  session.  All  re- 
ports wfill  be  reviewed  and  a resume  of  those  actions 
which  will  be  of  concern  to  the  individual  physician 
shall  be  mailed  by  the  Executive  Office  to  each  active 
member  of  the  Colorado  Medical  Society  four  weeks  prior 
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to  the  meeting.  Complete  copies  of  all  reports  will  con- 
stitute the  Delegates  Handbook  and  will  be  mailed  to 
each  Delegate  four  weeks  prior  to  the  meeting. 

Reports  submitted  after  this  deadline  shall  be  dupli- 
cated by  the  Executive  Office  and  distributed  to  Dele- 
gates at  the  first  meeting  of  the  House,  but  will  be 
deferred  for  action  until  the  next  following  session  of 
the  House.  Any  reports  received  after  the  deadline  may 
be  considered  for  action  only  by  a majority  permissive 
vote  of  the  House. 

The  Committee  on  Constitution,  By-Laws  and 
Credentials  recommended  that  the  Society’s  Or- 
ganizational Study  Committee  give  this  matter 
consideration  for  possible  wording  as  a proposed 
By-Law  amendment  for  action  at  the  next  Annual 
Session. 

The  House  adjourned  without  day  at  12:15  P.M. 

House  of  Delegates  Roll  Call 
Colorado  Winter  Clinics,  March  7-9,  1968 


Component 

Society 

Delegates 

Alternates 

Adams  County 

Gibson,  M.  L.  (2) 

Dick,  Charles 

— Aurora 

O'Dell,  Robert  (1)(2) 

Joseph,  Norman 

Arapahoe 

Brittain,  Robert  S.  (2) 

Shugart,  Ralph  A. 

Carver,  Robert  ( 1 ) 

Amundsen,  M.  A. 

Gieichman,  Theodore  (1)(2) 

Brinton,  W.  T. 

Jobe,  WUliam  E.  (1)(2) 

Melzer,  Robert 

Stewart,  John  ( 1 ) ( 2 ) 

James,  Brien 

Boulder 

Kahn,  Kenneth  A.  (1)(2) 

Amoroso.  Christian  R. 

McFarland,  Robert  B.  (1)(2) 

Avery,  John  S. 

strenge,  Henry  B.  (1)(2) 

Bedell,  Richard 

Takahashi,  William  Y.  (1)(2) 

Rueb,  Robert 

Wold,  Howard  (1)(2) 

Whaler,  Gaylord 

Yost,  Byron  A.  (1) 

Gillette,  Warren 

Chaffee 

Leonard!,  Leo  J. 

McNamara,  B.  E. 

Clear  Creek 

Bridgeman,  John  (1)(2) 

Tipton.  Robert 

Valley 

Chamberlin,  John  R.  (1)(2) 

Dahl,  John  H. 

Doyle,  John  W.  (1)(2) 

Carpenter,  David 

Driver,  Thomas  F.  ( 1 ) ( 2 ) 

Walker,  H.  B. 

Durham.  Morgan  A.  (1)(21 

Eaton,  Wyley 

Herrmann,  Richard  (1) 

McGee.  Hugh  (2) 

Sadler,  Dean  L.  (1)(2) 

Dibble.  Robert 

Sontag,  Stanley  (1) 

Netz,  Howard  (2) 

Wotkyns,  Roger  S.  ( 1 ) ( 2 ) 

Gjellum.  George  R. 

Delta 

Bennett,  Robert  .1.  (1)(2) 

Hick,  L.  L. 

Denver 

Amesse,  John  H.  (1)  (2) 

Kempe,  C.  Henry 

Appelbaum,  Jerry  (2) 

Lahey,  Duane  ( 1 ) 

Atkins,  Dale  (1)(2) 

Tucker,  Warren  W. 

Blandford,  Sidney  E.  (1)(2) 

Tyler,  Monroe  R. 

Bramley,  Howard  F. 

Feller,  Ernest  (1)(2) 

Butterfield.  Joseph  (1)(2) 

Sawyer.  Kenneth  C.,  Jr. 

Chisholm,  R.  NeU  (1)(2) 

Freedman,  Marshall  A. 

Clarke.  J,  PhUip  (1)(2) 

Edwards,  John  A. 

Condon,  William  B.  (i) 

Duman,  Louis  J. 

Coppinger,  William  R.  (1)(2) 

Freeman,  Joseph  W. 

Curfman,  George  (1){2) 

Schemmel,  Janet  E. 

Earley,  Thomas  K.  (1)(2I 

Blancliet,  David 

Eisele,  C.  Wesley 

Johnson,  Melvin  A. 

Elliott,  Robert  V.  (1) 

♦Benedict.  Daniel  (2) 
Kilfoyle,  Thomas  E. 

Fralick,  E.  Howard 

Foley,  Thomas  H.  (1) 

Frangos,  Pete  G. 

Hoch,  Peter  C. 

Freed,  Charles  G. 

Sawyer.  Robert  B.  (1)(2 

Friedland,  Joseph  D.  (1)(2) 

Livingston,  Wallace  H. 

Gipson,  Bernard  (1)(2) 

Kelble,  David  L. 

Gromer,  Terry  J.  ( i ) ( 2 ) 

Curry,  Marcia  F. 

Hamilton,  Paul  K. 

Gallagher,  John  Q.  (1)(2 

Isbell,  N.  Paul 

Ashe.  S.  M.  Prather  (1) 

Job,  Henry  J.,  Jr. 

Reimers,  Wilbur  L. 

Josephson,  Carl  ( 1 ) ( 2 ) 

♦Talbott.  Richard 
(1)(2) 

Hay,  William  E. 

Kaplan,  Max 

Grandberg,  Richard 

Kovarik,  Joseph  L.  (1)(2) 

Heller,  Eugene 

Lasater,  Gene  (1)(2) 

Craigmile,  Thomas 

Leidholt,  John  D.  (2) 

Hazel,  Woodrow  S. 

Liggett,  Robert  L.  ( 1 ) ( 2 ) 

Githens,  John  H. 

Luhchenco,  A.  E. 

Gill,  John  R. 

Mahony,  Thomas  H.  ( 1 ) ( 2 ) 

♦Perkins,  James  (2) 
Cotton,  Ralph  L. 

McCurdy,  Robert  E.  ( 1 ) ( 2 ) 

Restivo,  Jack  L. 

Meiklejohn,  Gordon  (1)(2) 

Dafoe,  Charles  A. 

Mitchell,  Roger  S. 

Tobin,  Peter  L.  (1)(2) 

Philpott,  James  A. , Jr.  ( 1 ) ( 2 ) 

List,  James  £. 

Phiipott,  Osgoode  S. , Jr.  ( 1 ) ( 2 ) 

Talbott,  Richard  D. 

Rothenberg,  Herbert  J. 

Kukral,  Albert  J. 

Strain,  James  E.  (1)(2) 

♦Curry,  Marcia  (1)(2) 
Campbell,  Horace  E. 

Sunderland,  Karl  F.  (1)(2) 

Rappoport,  William  J. 

Toll,  Henry  W.,  Jr.  (1)  (2) 

Lewis,  Frederick  A.,  Jr. 

Component 


Society 

Delegates 

Alternates 

Tyner,  George  S.  (1)(2) 

Virtue,  Ro'rert  W.  (1)(2) 
Waddell,  Myrou  C.  (1)(2) 

HarVey,  Richard  L. 

Badger,  E.  Bruce 

Cook,  William  R. 

Eastern 

Ross,  C.  L. 

Straub,  John  (1) 

El  Paso 

Bolton,  Vernon  L. 

Donald.  James  H.  (1)(2) 

Hays,  John  C. 

King,  Otis  J.  (1)(2) 

Llddle,  E.  B.  (1)(2) 

McNalley,  Michael  J.  (1)(2) 
Paap,  Jack  I.  (1)(2) 

Stafford,  Robert  (1)(2) 
Waldron,  Charles  M.  (1)(2) 

Lovell.  Kenneth  R. 
(1)(2) 

O’Donnell.  James  J. 

Presti,  Matthew 
♦Pollard.  Joseph  (1)(2) 
Worlton.  James  T. 

Salata,  John  R. 

Buretz.  Karl  M. 

Wahl,  Raymond  L. 
Thompson.  Richard  G. 
Speirs,  Alfred  C. 

Fremont 

Christie,  George  ( 1 ) 

Wyatt,  Kon 

Huerfano 

Jlerritt,  William  A. 

Lammc,  James  M..  Jr. 

Lake 

Stanley,  George  R. 

Surges.  Lloyd  W.  (1) 

La  Plata 

Lloyd,  Leo  W.  (1)(2) 

Bedford,  Alfred 

Larimer 

Anderson,  William  E.  (1)(2) 
Hansen, . Richard  (1) 

Humphrey,  Robert  N.  (1) 
Robertson,  Ian  (1)(2) 

Patterson,  R.  B. 

Unfug,  Harry  V. 
Patterson.  S.  A. 

Las  Animas 

Donnelly,  James  E. 

Vialpando,  A.  B. 

Mesa 

Linnemever.  R.  F.  ( 1 ) ( 2 ) 

Studt,  Ward  B.  (1)(2) 

Troy,  Richard  E.  (1)(2) 

Parker.  J.  James,  Jr. 
Wilson.  Charles  E. 

Rigg,  James  P.,  Jr. 

Montelores 

Wallington,  L.  A.  (1)(2) 

Merritt,  E.  G. 

Montrose 

Mebane,  David  (1)(2) 

Shaver,  Charles  R. 

^lorgan 

Mellinger,  William  J.  (1)(2) 

Woodward.  Paul  E. 

Mount  Sopris 

Hendrick,  Harry  0.  (1)(2) 

Mueller,  Edward  E. 

Northeast 

Colorado 

Brehm,  GiU  (1)(2) 

Mackey,  Jack  L.  (1)(2) 

B’lchanan,  William  S. 
Carter,  B.  J. 

Northwestern 

Colorado 

Price,  Vernon  H.  (1)(2) 

France,  David 

Otero 

Sisson,  William  R.  (1)(2) 

Sampson,  L.  S. 

Prowers 

Likes,  Edwin  C.  (1)(2) 

Blease,  E.  B. 

Pueblo 

Beckwith,  Richard  R.  (2) 
Childers,  Stanley  G.  ( 1 ) ( 2 ) 
McKinnon,  George  E. 

Swartz,  Carl  W.  ( 1 ) ( 2 ) 

Staats,  Robert  E.  ( 1 ) ( 2 ) 
Vickery,  Don  L. 

Braukman,  Ernest  H. 

Tice.  Frederick  G. 

Kerr,  H.  Harper  (1) 
Capek.  Richard  B. 

Hurley,  Grant  W. 

Hopkins.  William  G. 

San  Luis  Valley 

Duncan.  Albert  E. 

Rechnitz,  Fred  A.  (1)(2) 

Erickson,  Burt  R. 
Bradshaw,  Robert  B. 

Washington- 

Yuma 

Keller,  Park  (1)(2) 

Pearse,  J.  H. 

Weld 

Allely,  Donald  G.  (1)(2) 

Cook,  Donald  (1)(2) 

Shore,  Roy 

Weaver,  Phillip  D.  (2) 

Arford,  Cloyd 

Wolach,  Bernerd  L. 

Bates,  David  E.  (1)(2) 
Miller,  Burdette  L.  (1) 

* Indicates  appointed  substitute  Alternate  in  absence  of  both  elected  Dele- 
gate and  Alternate. 


Hospital  Dentistry* 

Recently,  St.  Anthony  Hospital  in  Denver  initi- 
ated a dental  intern  training  program  to  supple- 
ment its  already  active  dental  department.  Hospital 
dentistry  at  St.  Anthony  has  always  been  well 
received  and  the  dental  department,  which  was 
fully  approved  by  the  American  Dental  Associa- 
tion in  1967,  has  been  accorded  an  equal  position 
in  the  hospital  with  other  departments  of  the 
medical  staff;  organized  and  approved  as  a sep- 
arate department  on  a par  with  the  other  services 
of  the  hospital.  It  is  responsible  to  the  Chief  of 
Staff  and  the  administration  and  holds  regular 
monthly  meetings  at  which  time  the  business  af- 
fairs are  conducted  and  case  histories  are  pre- 
sented. Along  with  these  a Dental  Audit  Commit- 
tee has  been  formed  which  is  composed  of  members 
of  the  dental  department  who  audit  the  dental 


*This  points  up  the  usefulness  of  a dental  department  in 
a general  hospital. — Ed, 
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charts  monthly,  thus  insuring  high  quality  records 
in  keeping  with  hospital  accreditation  require- 
ments. A special  dental  record  form  is  used 
throughout  the  hospital  for  both  in-patients  and 
out-patients  requiring  dental  care. 

Representation  on  hospital  committees  by  the 
dental  department  is  quite  inclusive.  The  major 
of  these  are  the  Executive  Board,  the  Credentials 
Committee,  the  Surgical  Committee  and  the  Re- 
search and  Scope  Committee,  this  latter  being 
responsible  for  planning  and  evaluating  future 
hospital  expansion.  The  Emergency  Room  Com- 
mittee, the  Library  Committee  and  the  Intern  Res- 
ident Committee  also  benefit  from  participation  of 
the  dental  staff.  The  Library  Committee  has  been 
especially  active  in  the  dental  field  and  this  has 
resulted  in  the  start  of  a fine  collection  of  dental 
texts  and  dental  journals  in  the  hospital  medical 
library,  as  well  as  the  recent  addition  of  the 
American  Dental  Association  collection  of  oral 
pathology  slides.  There  are  also  bibliography  serv- 
ices, and  medical  reference  texts  available  for  the 
dental  staff. 

In-patient  care  on  the  dental  service  over  the 
past  twelve  months  will  probably  approximate  300 
admissions,  and  this  is  increasing  annually.  These 
are  in  addition  to  the  large  number  of  out-patients 
seen  both  by  private  dentists  and  interns  in  the 
Dental  Clinic. 

Participation  by  the  attending  dental  staff  and 
dental  house  staff  in  medical  staff  and  medical 
intern  education  as  well  as  that  for  radiology 
technicians  and  nursing  personnel  is  also  an  im- 
portant function  of  this  department.  The  partici- 
pation of  the  department  in  this  area  was  imple- 
mented during  1967  by  conducting  Grand  Rounds 
in  conjunction  with  the  General  Practice  Depart- 
ment and  by  giving  a quarterly  staff  program  to 
the  entire  medical  staff. 

The  Dental  intern  program  started  in  July, 
1967,  accepts  two  graduate  dentists  for  a 12-month 
period  who  are  accepted  on  the  same  basis  as  the 
medical  interns  and  who  receive  the  same  benefits. 
Their  primary  area  of  dental  treatment  is  in  the 
Out-patient  Department  where  a fully  equipped 
two-chair  clinic  with  laboratory  facilities  is  main- 
tained. All  phases  of  general  dentistry  except  ex- 
tensive orthodontic  cases  are  provided  to  low  in- 
come, needy  and  indigent  patients.  They  also  main- 
tain coverage  of  the  emergency  room  on  a 24-hour 
basis. 

Educational  programs  for  the  dental  interns 
are  composed  of  both  the  regular  hospital  lectures 
which  consist  of  weekly  meetings  in  various  phases 
of  medicine,  and  teaching  by  the  attending  dental 
staff  of  more  than  20  men  who  supplement  the 
interns’  dental  knowledge  through  lectures  and 
clinical  teaching.  The  opportunity  of  the  interns 
to  rotate  through  the  various  other  services  of 
the  hospital  has  resulted  in  clinical  instruction  by 


the  departments  of  Anesthesia,  Pathology,  Radiol- 
ogy, Surgery  and  Medicine.  Many  of  the  educa- 
tional programs  occurring  out  of  the  hospital  are 
also  available  to  the  dental  interns  including  the 
monthly  meetings  of  the  Metropolitan  Denver 
Dental  Society,  the  various  study  club  programs 
and  the  seminars  of  fraternal  and  specialty  groups. 

The  dental  interns  take  an  active  part  in  the 
care  of  dental  in-patients,  acting  as  first  assistants 
on  private  cases  and  performing  some  oral  surgery 
on  clinic  patients.  They  also  have  the  opportunity 
to  assist  in  other  surgical  cases  involving  the  head 
and  neck  as  well  as  the  regions  of  the  body.  There 
are  numerous  consultations  with  the  attending 
staff,  both  medical  and  dental,  in  radiology,  pathol- 
ogy, and  internal  medicine.  Many  teaching  cases 
are  available  for  admission  to  the  hospital  to  pro- 
vide experience  for  the  dental  intern  in  all  phases 
of  dentistry  imder  general  anesthesia.  A complete 
unit  for  performing  dentistry  under  general  anes- 
thesia in  the  operating  room  is  maintained  and 
this  is  available  to  the  dental  interns  and  attending 
staff. 

Hospital  dentistry  has  a threefold  value;  to 
the  hospital,  to  the  patient  and  to  the  dentists  and 
their  profession  as  a whole.  First,  it  has  offered 
the  hospital  total  patient  care;  consultation  serv- 
ices for  the  many  dental  problems  concurrent  in 
medical  cases;  education  for  the  medical  interns 
and  other  personnel;  and  service  on  hospital  com- 
mittees. Second,  the  patients  have  benefitted 
through  the  application  of  dental  knowledge  and 
treatment  to  the  various  oral  manifestations  of 
systemic,  congenital,  and  metabolic  diseases;  to 
neoplastic  diseases;  and  to  treatment  of  dental 
problems  in  poor  risk  and  extremely  apprehensive 
patients.  Last,  the  dental  profession  as  a whole 
has  benefitted  from  increased  medical  knowledge 
for  the  attending  dental  staff  and  the  dental  in- 
terns, the  improvement  of  the  dental  image  in 
the  eyes  of  the  medical  and  hospital  community, 
and  the  provision  of  a community  service  in  the 
hospital  through  treatment  of  needy  patients. 

Modem  total  health  care  is  demanding  that 
dentists  now  consider  the  whole  patient  and  the 
myriad  problems  which  he  may  bring  with  him 
to  the  dental  office.  Anticoagulants,  steroids,  anti- 
hypertensive drugs,  and  anticonvulsants  are  only 
a few  of  the  medications  which  may  directly  or 
by  implication  affect  the  method  or  timing  of 
dental  treatment.  Where  can  graduate  dentists 
properly  receive  the  additional  training  to  better 
prepare  them  as  doctors,  but  in  a hospital  at- 
mosphere? If  not  as  interns,  then  as  attending 
staff  members  they  can  avail  themselves  of  the 
educational  and  clinical  facilities  to  improve  their 
understanding  of  their  patients.  Hospital  dentistry 
— a definite  contribution  to  patient  care. 

S.  L.  Bronstein,  D.D.S.,  M.Sc.  D. 

Chief,  Dental  Service. 
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Minutes  of  the  House  of  Delegates, 

Utah  State  Medical  Association 
Eleventh  Interim  Session 

Salt  Lake  City,  Utah,  March  27,  1968 

The  Eleventh  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
was  called  to  order  at  9:20  a.m.  in  the  auditorium 
of  Skaggs  Hall,  University  of  Utah  College  of 
Pharmacy,  Salt  Lake  City,  Utah,  by  the  Speaker 
of  the  House  of  Delegates,  J.  Clare  Hayward,  M.D. 

Invocation  was  given  by  William  R.  Christen- 
sen, M.D. 

Minutes  of  the  September  12-13,  1967  session 
which  were  printed  in  the  December,  1967  issue 
of  the  Rocky  Mountain  Medical  Journal  were  ap- 
proved. 

Report  of  the  President — 

Drew  M.  Petersen,  M.D. 

I want  to  take  this  opportimity  to  thank  the 
members  of  the  Board  of  Trustees  for  their  attend- 
ance, their  suggestions,  and  discussion  of  problems 
that  have  faced  the  Board  between  our  last  annual 
session  and  this  interim  session. 

The  welfare  problem  still  remains  with  us.  This 
has  been  discussed  on  many  previous  occasions, 
and  we  have  reiterated  our  stand  as  to  the  usual 
and  customary  fee  concept  with  the  Governor  and 
members  of  the  Welfare  Commission.  A chief 
problem  has  been  inadequate  financing,  and  a lot 
of  this  has  been  brought  about  by  over-utilization 
of  nursing  homes.  This  has  taken  up  most  of  the 
expenditures  of  the  Welfare  Department.  Welfare 
is  now  working  on  a home-care  program.  Repre- 
sentatives recently  went  back  to  Washington  in  an 
attempt  to  get  some  funding  for  the  purpose  of 
establishing  a larger  and  better  home-care  pro- 
gram in  an  effort  to  improve  the  financial  situa- 
tion. 

At  the  last  House  of  Delegates  meeting  this 
body  went  on  record  as  stating  that  the  Relative 
Value  Schedule  would  not  be  published  as  a fee 
schedule  but  simply  as  an  index  for  medical  and 
surgical  procedures,  having  no  unit  value  attached 
at  all.  One  of  the  reasons  for  this  was  the  desire 
on  the  part  of  physicians  to  establish  the  usual 
and  customary  fee  concept.  At  the  present  time 
this  index  is  in  type  and  will  be  published  rela- 
tively soon. 

I would  like  to  stress  the  importance  for  all 
members  of  our  profession  to  interest  themselves 
in  the  coming  fall  elections.  We,  as  a profession, 
should  do  aU  in  our  power  to  elect  congressmen 
and  senators  who  are  our  friends,  not  only  on  a 
national  level  but  also  on  a state  level.  If  any 


members  of  our  profession  exhibit  an  interest  to 
run  for  a political  office,  they  certainly  should  be 
encouraged  to  do  so  by  us  as  their  colleagues. 

This  fall  is  going  to  be  a tremendous  year  of 
decision,  as  many  of  the  others  have  been.  But, 
I think  that  this  year  will  point  the  way  our 
country  is  going  to  go.  Therefore,  we  should  all 
become  active  in  our  own  political  action  commit- 
tee, namely  UMPAC,  and  also  in  AMPAC,  the 
political  arm  of  the  American  Medical  Association. 
You  should  not  only  get  involved  financially,  but 
also  individually,  and  stand  up  and  continue  to 
fight  for  the  basic  principles  that  we  know  are 
right.  We  are  not  only  fighting  for  our  own  basic 
principles,  but  we  are  also  fighting  for  the  interest 
of  our  patients,  namely  the  American  public. 

I would  also  like  to  encourage  you  to  become 
active  and  take  part  in  your  local  county  medical 
societies.  I think  this  is  a most  important  thing 
that  we  as  members  of  our  profession  should  do. 
It  takes  a lot  of  time  and  effort,  but  I think  it  is 
well  worthwhile. 

Too  many  of  us  have  complacently  gone  our 
individual  ways  thinking  that  we  have  been  satis- 
fying our  personal  patients  as  our  practices  have 
grown  and  our  knowledge  of  science  and  our 
ability  to  prevent  and  cure  disease  have  expanded 
miraculously.  Meanwhile,  our  failure  to  achieve 
unity  and  understanding  among  ourselves,  and  to 
communicate  effectively  our  ideals  and  ideas  to 
the  public,  have  resulted  in  interference  from 
the  outside  of  our  profession  that  threatens  to 
cripple  all  our  efforts  for  the  future.  I would 
therefore  like  to  challenge  each  member  of  our 
State  Medical  Association  to  extend  himself  a 
little  bit  more,  to  forego  some  of  the  small  plea- 
sures or  even  the  well-earned  hour  of  rest,  to 
give  one  more  ounce  of  his  energy  and  desire  and 
intellect  to  the  unending  tasks  of  his  Society.  If 
you  think  that  organized  medicine  has  failed  you, 
ask  yourself  what  you  have  done  about  it.  I think 
many  of  us  have  a great  tendency  to  sit  by  and 
criticize  both  our  county,  state,  and  national  medi- 
cal organizations.  But,  what  have  we  done  about 
it?  Have  you  informed  yourself  about  your  so- 
ciety’s structure  of  committees,  where  every  item 
of  planning  and  business  is  thrashed  out  in  dis- 
cussion and  formed  and  reformed  for  action?  Have 
you  offered  yourself  for  appointment  to  commit- 
tees where  your  special  interest  and  abilities  lie? 
Have  you  communicated  your  ideas,  or  offered 
any  constructive  criticisms  or  suggestions  to  any 
of  these  committees,  or  to  your  officers,  trustees, 
delegates,  or  your  legislators?  What  have  you  done 
in  1967,  and  what  are  you  going  to  do  in  1968? 

The  Medical  Advisory  Committee  to  the  Uni- 
versity of  Utah  College  of  Medicine  met  following 
the  printing  of  my  report  in  the  handbook.  This 
joint  committee  is  composed  of  members  of  our 
Association,  and  physicians  who  are  connected 
with  the  Medical  School.  Several  very  important 
items  were  discused  at  this  meeting.  Dr.  Castleton 
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gave  us  a very  interesting  discussion  on  the  prob- 
lems of  finances  of  the  College  of  Medicine,  as 
well  as  on  a new  procedure  for  patient  referral, 
and  matters  relating  to  the  proposed  medical  li- 
brary. One  of  the  most  interesting  facets  that  we 
discussed  was  the  cooperation  between  the  State 
Medical  Association,  the  Salt  Lake  County  Medical 
Society  and  other  societies,  and  the  Medical  School 
in  trying  to  solve  some  of  the  problems  for  people 
who  do  not  get  proper  medical  care.  We  discussed 
the  possibility  of  setting  up  small  clinics  in  the 
various  areas  to  perhaps  be  staffed  by  some  of 
us,  or  by  house-staff  physicians  under  supervision 
of  the  University.  The  big  problem  is  medical 
manpower  ...  it  is  short.  The  meeting  proved 
to  be  very  worthwhile,  and  certainly  this  is  an 
important  function  of  our  State  Association  as 
regards  our  relationship  with  the  University  of 
Utah  College  of  Medicine,  which  I think  at  the 
present  time  is  probably  at  an  all-time  high. 

Report  of  the  Dean,  U.  of  U.  College 
of  Pharmacy — L.  David  Hiner 

I wanted  to  take  this  opportunity  to  say  a 
few  words  to  you  physicians  in  regard  to  making 
you  feel  welcome  and  at  home  here  in  this  building 
and  in  this  auditorium.  We  are  attempting,  with 
the  other  medical  professions  in  the  area,  the 
College  of  Medicine  and  the  College  of  Nursing,  in 
trying  to  develop  a Medical  Center  Complex  that 
will  be  the  finest  in  the  country.  All  of  these 
groups  together  are  engaged  in  the  master  plan- 
ning. We  are  involved  in  trying  to  plan  the  new 
Medical  Science  Library  and  the  housing  units, 
and  I think  we  are  making  some  real  progress. 

When  we  started  the  College  of  Pharmacy 
Building  I was  aware  that  there  was  not  a suitable 
auditorium  planned  in  this  complex,  and  so  I 
insisted  that  we  have  an  opportunity  to  attach 
to  our  academic  and  research  building  this  facility 
which  could  be  used  jointly  by  all  of  our  groups. 
I don’t  think  of  it  in  terms  of  being  a College  of 
Pharmacy  Auditorium;  rather,  I think  of  it  as  a 
Medical  Science  Auditorium  where  all  of  the 
groups  are  welcome  to  come  any  time  that  it  is 
available.  This  is  what  it  is  here  for,  and  certainly 
it  is  a pleasure  for  me  to  say  welcome  to  the 
medical  profession.  I hope  you  have  a very  pleas- 
ant meeting  here,  and  a very  profitable  one,  which 
I am  sure  you  will.  We  hope  you  will  come  often 
for  your  presence  in  this  auditorium  gives  it  a 
distinction  which  no  other  group  can  bring. 

Report  of  the  Dean,  U.  of  U.  College 
of  Medicine — Kenneth  B.  Castleton,  M.D. 

I would  like  to  make  a few  comments  in 
supplement  to  Dr.  Petersen’s  remarks  about  our 
recent  meeting  of  the  Medical  Advisory  Board  to 
the  University  of  Utah  College  of  Medicine.  One 
item  of  significance  is  the  fact  that  the  state  pro- 
vides only  15  per  cent  of  the  total  budget  for  this 
Medical  School.  This,  so  far  as  I have  been  able  to 


determine,  is  the  smallest  percentage  provided  by 
a state  for  any  medical  school  in  the  country.  The 
only  reason  that  we  have  been  able  to  achieve 
the  stature  that  we  have  in  this  school,  and  I can 
assure  you  this  is  recognized  as  one  of  the  fine 
small  schools  in  this  country,  is  because  we  have 
a distinguished  faculty,  and  because  members  of 
our  faculty  have  been  able  to  attract  so  much 
money  from  the  outside — not  only  in  federal  grants 
for  research,  but  from  many  other  grants  and 
gifts  as  well.  The  success  in  establishing  the  Center 
has  been  due  in  very  large  measure  to  the  efforts 
of  our  own  people  and  the  support  that  has  come 
to  us  from  a great  variety  of  sources,  including 
the  medical  profession.  We  are  very  proud  of  this 
institution,  and  we  hope  that  you  are  too.  We  have 
people  on  our  faculty  not  only  of  national  stature, 
but  international  stature  as  well. 


President  Petersen’s  remarks  brought  to  mind 
a few  other  comments  I thought  might  be  per- 
tinent. 

Drew  mentioned  the  fact  that  the  AMA  has 
now  gone  on  record  as  supporting  federal  aid,  or 
federal  support  of  education.  I know  that  most 
doctors,  and  I have  been  one  of  them,  have  been 
somewhat  skeptical  about  federal  support  because 
we  are  fearful  of  federal  control.  However,  I am 
convinced  that  a certain  amount  of  federal  aid 
is  needed  for  medical  schools.  Medical  schools  are 
in  serious  difficulty.  Several  of  them  are  in  danger 
of  losing  their  accreditation,  and  even  many  of 
the  most  affluent  schools  are  having  serious  finan- 
cial problems.  This  may  come  as  a surprise  to  you 
when  you  hear  of  the  magnitude  of  the  budgets, 
but  the  fact  of  the  matter  is  that  there  is  very 
little  money  in  medical  school  budgets  that  the 
deans  can  use  to  “plug  up  the  holes.” 

A very  large  amount  of  the  money  in  medical 
sdhool  budgets  is  research  funds,  either  from  NIH 
or  from  other  voluntary  health  agencies,  which 
are  specifically  earmarked  for  certain  things.  This 
means  that  these  funds,  valuable  as  they  are,  are 
not  available  to  resolve  the  financial  problems  of 
the  operation  of  the  medical  schools. 

In  our  school  we  get  very  little  of  this  state- 
type  support  because  we  happen  to  be  in  a state 
of  low  population  and  low  total  income,  and  so 
the  state  support  makes  up  a very  small  percent- 
age of  our  budget.  This  money,  however,  is  of 
enormous  value  to  us  because  this  is  the  money 
that  we  can  use  to  operate  the  medical  school,  to 
pay  salaries,  to  recruit  people,  and  this  sort  of 
thing.  This  is  also  the  same  kind  of  money  we 
get  from  your  contributions,  whether  it  be  in  the 
form  of  annual  giving  drives  or  in  the  form  of 
AMA-ERF  funds  that  you  contribute  each  year. 
Each  year  we  get  from  the  AMA-ERF  about  ten 
to  fifteen  thousand  dollars  by  contributions  from 
you  physicians,  and  this  is  an  enormous  help  to  us. 

I mention  the  schools  are  having  difficulties, 
and  this  is  true.  The  demands  on  medical  schools 
are  very  great.  It  wasn’t  very  many  years  ago 
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when  members  of  the  faculty  of  a medical  school 
sat  in  their  “ivory  tower”  doing  teaching  and 
research,  and  didn’t  have  to  concern  themselves 
with  the  community  and  the  problems  of  patient 
care,  except  insofar  as  the  relatively  small  number 
of  patients  needed  for  the  teaching  program.  How- 
ever, medical  schools  have  been  pushed  more  and 
more  into  involvements  of  various  kinds  in  the 
community.  The  Regional  Medical  Program  is  one 
of  these.  The  Comprehensive  Health  Planning  Act 
will  probably  be  another.  We  are  being  asked  to 
take  a greater  role  and  a greater  interest  in  the 
care  of  the  poverty  people  who  are  not  getting 
medical  care,  and  this  has  caused  many  problems 
in  medical  schools,  largely  because  of  a shortage 
of  manpower.  We  can’t  dilute  our  faculty  efforts 
too  greatly.  Members  of  our  faculty  are  already 
overworked  and  spread  pretty  thin  because  there 
are  shortages,  and  we  can’t  keep  adding  on  to 
these  indefinitely.  ...  It  does  pose  real  problems. 

But,  I think  that  the  medical  school,  in  co- 
operation and  in  partnership  with  the  State  Medi- 
cal Association,  can  accomplish  many  of  these 
things  that  neither  of  us  can  do  as  well  alone,  and 
therefore  I would  hope  that  we  will  work  out 
many  of  these  problems  in  a cooperative  way. 

In  terms  of  federal  support,  this  will  probably 
come  in  the  form  of  operational  support,  of  which 
we  have  had  very  little  federal  money  in  the  past. 
Nearly  all  the  federal  money  we  get  is  for  re- 
search. There  is  very  little  that  we  can  use  to 
really  operate  the  medical  school.  Now,  according 


to  the  present  plan,  if  federal  legislation  does  go 
through,  there  will  be  some  funds  which  will  be 
of  help  to  us  in  actual  operation. 

I believe  that  schools’  financing  should  be 
supplied  from  multiple  sources.  I don’t  think  we 
should  get  our  funds  solely  from  the  federal  gov- 
ernment. I don’t  think  we  should  get  them  solely 
from  the  state.  I think  we  should  get  them  from 
a mixture  of  sources:  federal  government,  state 
government,  alumni,  doctors,  community  busi- 
nesses, large  corporations,  foundations,  etc.  I think 
this  is  a much  more  healthy  type  of  arrangement. 
None  of  us  in  medical  schools  want  federal  control. 
I think  this  would  be  disastrous.  So  far  we  have 
not  been  troubled  with  this  threat,  and  I think 
that  if  we  are  careful,  we  can  avoid  it. 

Actually,  the  federal  money  in  some  ways  has 
been  even  more  flexible  and  more  dependable 
than  some  of  the  state  money  despite  the  fact  that 
most  of  it  is  earmarked  for  research,  as  such.  I 
suspect  that  if  federal  funds  will  be  forthcoming 
that  this  will  be  tied  into  increased  enrollment, 
and  much  of  it  will  require  matching  money.  This 
means  that  we  will  have  to  raise  additional  funds 
of  a non-federal  type  if  we  are  to  match  that  part 
which  requires  matching,  and  I suspect  we  will  be 
under  great  pressure,  increasing  pressure,  to  in- 
crease the  number  of  students  we  are  taking  in 
medical  schools. 

There  is  a serious  manpower  shortage  in  medi- 
cine, not  only  insofar  as  it  relates  to  doctors,  but 
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insofar  as  it  relates  to  nurses,  pharmacists,  all 
kinds  of  technicians,  and  so  on.  So  pressures  are 
mounting  for  medical  schools  to  take  more  people. 
How  can  we  do  it?  We  will  probably  be  under 
pressure  to  do  it  in  order  to  even  qualify  for  these 
additional  funds  that  we  are  talking  about. 

In  Utah  we  take  65  new  students  per  year  in 
our  Medical  School.  This  doesn’t  sound  like  very 
many  when  you  look  at  universities  and  see  how 
many  thousands  of  students  they  have.  But,  if  you 
compare  this  number  with  the  number  of  admit- 
ting classes  of  other  medical  schools  you  will  find 
that  it  will  compare  quite  favorably.  There  are  93 
medical  schools,  operating  schools,  in  this  coimtry 
now,  including  the  four  that  opened  this  year,  and 
the  average  admitting  class  is  98  students  per  class. 
We  take  65.  We  could  take  a lot  more  in  terms 
of  the  number  of  qualified  applicants.  We  get 
about  700  applicants  per  year,  and  most  of  these 
are  highly-qualified  people.  We  could  take  twice  as 
many  very  easily,  and  come  up  with  well-qualified 
students,  but  we  can’t  do  it  because  we  don’t  have 
the  facilities;  we  don’t  have  the  faculty;  we  don’t 
have  the  money. 

There  is  a shortage  of  faculty  people,  both  for 
our  school  and  at  the  national  level.  We  will  be 
hard-pressed  for  space  if  we  have  to  increase  very 
many  because  oxir  student  laboratories  were  built 
to  accommodate  our  present  size. 

One  reason  I think  federal  funds  are  justified 
in  a certain  measure  in  medical  education  is  be- 
cause medical  manpower  is  a national  resource. 
It  isn’t  just  a local  resource.  We  don’t  demand  that 
students  practice  in  the  states  where  they  received 
their  medical  education.  It’s  true  that  many  of 
them  do,  but  a great  many  of  them  go  to  other  areas 
and  other  states,  and  conversely,  many  other  stu- 
dents come  in  who  were  trained  by  other  schools. 
Therefore,  I think  these  are  some  of  the  reasons 
why  a certain  amount  of  federal  funds  are  justi- 
fied. We  feel  that  it  may  well  be  a great  boon  to 
us,  provided  we  can  qualify  either  by  matching  or 
by  increasing  the  number  of  students. 

Again,  I do  want  to  express  to  the  medical  pro- 
fession the  deep  gratitude  of  the  College  of  Medi- 
cine for  the  support  we  have  had  over  the  years. 
At  the  time  of  our  big  fund  drive  ten  years  ago 
the  support  was  fantastic.  The  great  majority  of 
the  doctors  in  this  state  responded  and  responded 
very  liberally.  I think  that  our  relationships  are 
really  quite  good.  I know  that  many  doctors  are 
very  critical  of  the  medical  school.  I hope  that  we 
can  relieve  this.  I think  most  of  this  is  due  to  a 
misunderstanding.  We  have  worked  very  hard  to 
try  to  work  out  agreements  and  to  become  in- 
volved in  medical  society  affairs.  We  encourage 
our  faculty  to  join  the  medical  society,  and  I think 
that  in  the  last  year  a great  many  of  them  have 
done  so  that  have  never  been  members  before. 
We  try  to  do  our  part  in  medical  society  affairs, 
and  we  want  you  to  know  that  we  are  very  greatly 
interested  in  you  and  your  support. 


Report  of  the  AM  A Delegate — 

Drew  M.  Petersen,  M.D. 

Utah  has  now  attained  a supreme  goal.  We 
have  passed  a thousand  members  and  so  we  are 
now  entitled  to  another  delegate.  In  view  of  the 
fact  that  Dr.  Ralph  Jorgenson  has  been  an  alter- 
nate delegate  and  is  acquainted  with  the  functions 
of  the  House,  the  Board  of  Trustees  felt  that  they 
should  appoint  Dr.  Jorgenson  to  act  as  the  second 
delegate  until  our  annual  meeting  in  September 
at  which  time  a formal  election  will  be  held. 

The  21st  Clinical  Convention  of  the  American 
Medical  Association  was  held  in  Houston,  Texas, 
November  26  through  29th.  Dr.  Milford  O.  Rouse, 
in  his  opening  remarks  to  the  House,  stressed  the 
need  for  positive  leadership  and  visible  action  by 
the  medical  profession  and  all  other  members  of 
the  health  team.  He  stated  that  “The  future  of  the 
individual  physician,  or  patient  care,  and  the 
methods  by  which  it  will  be  made  available  to  all 
people  do  not  depend  on  our  efforts  alone.  It 
depends,”  he  stated,  “on  the  future  attitude  of  the 
nation  towards  free  enterprise,  on  the  degree  of 
future  national  respect  for  individual  initiative, 
and  on  the  extent  of  future  over-all  acceptance  of 
the  concept  that  personal  satisfaction  and  personal 
benefit  are  to  be  gained  principally  through  per- 
sonal endeavor.” 

There  was  an  attendance  of  238  delegates  out 
of  a total  of  242,  which  is  98.3  per  cent.  As  I have 
said  many  times  before,  those  who  serve  in  the 
House  of  Delegates  are  extremely  dedicated,  and 
I think  that  this  record  of  attendance  bears  this 
out. 

Dr.  Charles  L.  Hudson,  who  is  the  immediate 
past-president  of  the  American  Medical  Associa- 
tion, and  who  was  also  the  president  of  AMA-ERF, 
has  recently  accepted  a position  with  the  American 
Medical  Association  as  the  Director  of  the  Division 
of  Health  Services,  which  used  to  be  called  the 
Division  of  Socio-Economics. 

One  of  the  most  important  items  that  was  dis- 
cussed at  the  meeting  was  the  relocation  of  the 
Institute  of  Biomedical  Research  on  or  contiguous 
to  the  University  of  Chicago  campus.  The  Execu- 
tive Vice  President  and  appropriate  other  members 
of  staff,  as  well  as  the  President  and  Secretary- 
Treasurer  of  the  Foundation  were  authorized  to 
negotiate  a contract  with  the  University  of  Chicago 
for  consideration  by  the  Board  of  Directors  of 
AMA-ERF.  This  Institute  of  Biomedical  Research 
is  located  at  the  present  time  in  the  AMA  building 
at  535  North  Dearborn  on  the  top  two  floors. 

There  were  several  items  which  were  brought 
up  under  the  heading  of  medical  education,  which 
were  quite  important,  because  one  of  them  espe- 
cially deviated  from  the  previous  position  of  the 
American  Medical  Association.  One  of  them  en- 
couraged research  in  the  delivery  of  health  care, 
provided  it  is  conducted  under  proper  auspices 
and  in  accordance  with  sound  research  design  and 
methodology.  The  House  adopted  this,  but  with 
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the  understanding  that  such  support  should  not 
be  interpreted  to  imply  any  criticism  of  the  present 
studies  of  the  delivery  of  health  care,  but  that  the 
medical  profession  should  not  hesitate  to  make 
known  its  interest  and  continued  studies  to  im- 
prove the  methods  and  quality  of  health-care 
delivery. 

Recommendation  13,  and  this  is  the  one  that 
deviates  from  the  previous  policy  of  AMA,  was 
concerned  with  correcting  the  imbalance  between 
biomedical  research  and  education  caused  by  the 
heavy,  but  desirable,  federal  support  of  research. 
It  stated  that  there  should  be  a greatly  increased 
amount  for  operating  expenses  of  medical  schools. 
The  House  concurred  in  this,  but  they  stressed 
the  fact  that  this  is  really  a change  in  AMA  policy 
with  respect  to  federal  support  for  medical  educa- 
tion. The  change,  however,  results  in  an  honest 
recognition  that  federal  financial  support  is  now 
accepted  and  has  been  for  many  years,  and  that 
medical  schools  just  could  not  ftmction  if  they  did 
not  have  federal  financial  support.  The  House 
recommended,  and  emphatically  urged,  that  the 
matching  formula  be  used  to  encourage  medical 
schools  to  retain  their  independence. 

It  also  adopted  the  statement  that  AMA  should 
utilize  all  appropriate  influences  to  restore  teach- 
ing to  its  proper  place  of  prominence  in  medical 
education  instead  of  giving  the  lion’s  share  of 
attention,  honors,  and  contribution,  to  research 
scientists.  It  is  not  that  we  don’t  believe  that  re- 
search is  good,  but  that  the  actual  teaching  of  the 
medical  student  has  been  left  by  the  wayside  be- 
cause of  this. 

Again,  I would  like  to  urge  this  House  to 
support  the  American  Association  of  Medical  As- 
sistants. These  people  are  the  ones  who  do  so 
much  for  us.  I really  don’t  know  how  we  would 
get  along  without  our  medical  assistants,  and  so 
it  behooves  us  to  support  their  educational  certi- 
fication programs.  Physicians  should  see  to  it  that 
their  medical  assistants  belong  to  their  local  asso- 
ciation. 

There  were  a number  of  other  additional  ac- 
tions. One  of  the  important  ones  was  that  the 
House  reiterated  its  stand  with  respect  to  the  Blue 
Cross  Association’s  request  for  government  funds 
for  its  research  projects  on  group  practice.  Blue 
Cross  has,  on  a national  level,  requested  and  ap- 
plied for  a government  grant  to  study  the  benefits, 
etc.,  that  might  accrue  from  group  practice  as 
versus  solo  practice  or  small  partnerships.  I imder- 
stand,  however,  that  this  grant  was  turned  down. 
There  is  now  going  to  be  a cooperative  effort  on 
the  part  of  the  American  Hospital  Association, 
Blue  Cross-Blue  Shield,  and  the  American  Medical 
Association  to  perhaps  research  the  various  meth- 
ods of  providing  health  and  medical  care. 

Again,  I would  like  to  tell  you  that  it  has  been 
my  privilege  and  honor  to  serve  as  your  delegate. 


Report  of  the  President  to  the  Woman’s 
Auxiliary — Mrs.  Rex  Thomas 

The  1922  resolution  creating  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association  stated 
as  its  first  objective,  “To  extend  the  aims  of  the 
medical  profession  through  the  wives  of  the  doc- 
tors to  the  various  women’s  organizations  which 
look  to  the  advancement  in  health  and  education.’’ 
We  in  the  Utah  State  Medical  Auxiliary  have  been 
striving  to  keep  this  objective  alive. 

Our  activities  began  last  June  with  a School 
of  Instruction  for  leaders  of  various  committees 
throughout  the  state.  Besides  this  School  of  In- 
struction, we  also  held  a Fall  Workshop  in  Novem- 
ber after  six  of  our  chairmen  attended  a Regional 
Workshop  in  Denver,  and  after  Mrs.  Hirst  and  I 
had  attended  a National  Rotmdup  in  Chicago.  We 
were  then  able  to  more  fully  explain  programs 
planned  to  county  representatives. 

Community  service  is  a popular  program 
throughout  our  state.  Box  Elder  County  Auxiliary 
members  worked  with  the  Utah  State  University’s 
Audiology  Department  in  conducting  hearing  and 
speech  research  on  2,150  Navajo  students  at  the 
Intermountain  Indian  School  in  Brigham  City.  This 
study  was  done  with  the  aid  of  a $98,000  grant, 
the  first  of  its  kind  in  the  nation,  to  help  the  Public 
Health  Department  and  the  Bureau  of  Indian 
Affairs  to  set  up  and  conduct  future  testing  pro- 
grams on  Indians  and  other  underprivileged  chil- 
dren. 

Davis  County,  Cache  County,  Carbon  County, 
and  Southern  County  members,  though  small  in 
numbers,  put  in  many  busy  hours  of  work  at 
hospitals  and  nrursing  homes,  and  in  helping  with 
the  Head  Start  Program,  Bloodmobile,  and  many 
worthwhile  endeavors.  Utah  County  conducts  its 
annual  Amblyopia  Clinics  for  667  pre-school  chil- 
dren, and  is  working  toward  a Health  Careers 
Day  on  April  22.  Weber  County  furnished  a first- 
aid  room  in  the  new  Golden  Hour  Center  for  the 
aged  of  the  community.  This  center  was  set  up 
and  sponsored  through  the  efforts  of  an  auxiliary 
member,  Mrs.  Drew  Petersen.  Weber  County  Aux- 
iliary has  also  placed  4,000  pamphlets  on  venereal 
disease  in  the  city  and  county  junior  and  senior 
high  schools. 

In  Salt  Lake  County  many  doctors’  wives  are 
involved  in  various  community  activities  and  hold 
responsible  positions  on  boards  of  the  Salt  Lake 
City  League  of  Women  Voters,  Children’s  Service 
Council,  Salvation  Army,  “Meals  on  Wheels,’’  Gov- 
ernor’s Board  on  Air  Pollution  Studies,  Neighbor- 
hood House,  Salt  Lake  Board  of  Education,  and 
Committee  on  Health  Survey  of  Sait  Lake  City 
and  County.  They  also  sponsored  an  exhibit  at  the 
University  of  Utah  of  the  original  oil  paintings  of 
Robert  A.  Thom  which  tell  the  history  of  medicine. 

The  AMA-ERF  has  been  of  much  interest  to 
all  auxiliary  members.  Through  added  efforts  of 
selling  Christmas  cards,  writing  paper,  playing 
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cards  and  jewelry,  we  have  been  able  to  donate 
a total  of  $1,847.72  as  of  February  12. 

A Health  Careers  Day  so  impressed  the  Weber 
County  and  Ogden  City  school  districts  last  year, 
particularly  by  the  fine  displays  of  medicaDy- 
related  careers,  that  they  have  given  school  time 
this  year  so  that  their  interested  students  and 
teachers  may  attend.  It  was  held  Friday,  March 
15,  at  Weber  State  College,  and  students  from  20 
junior  and  senior  high  schools  from  around  the 
county  were  transported  in  to  view  the  highly- 
interesting  exhibits. 

Two  copies  of  “The  Hospital  People”  put  out 
by  Blue  Cross-Blue  Shield,  have  been  sent  to  every 
junior  and  senior  high  school  in  Utah.  The  book, 
“Horizons  Unlimited,”  published  by  the  AMA,  has 
been  placed  in  every  high  school  in  Utah.  Thirty 
copies  of  “Health  Career  Guide  Book,”  published 
by  the  U.  S.  Department  of  Labor,  have  been 
placed  in  Weber  County  and  Ogden  city  junior 
and  senior  high  schools. 

Our  Safety  Chairman,  Mrs.  Merritt  Egan,  is 
planning  a state- wide  Youth  Convention  for  April 
27.  All  ninety  high  schools  of  the  state  have  been 
asked  to  send  two  representatives.  Auxiliary  mem- 
bers will  house,  feed,  transport,  and  entertain 
these  representatives  for  two  days  while  they  hear 
speeches  pertaining  to  safety,  uses  and  abuses  of 
drugs,  etc.  Most  subjects  involve  safety  as  we  try 
to  protect  the  physical,  mental,  and  spiritual  well- 
being of  our  children. 

Scholarships  and  donations  to  many  health  re- 
lated groups  help  create  good  will.  Utah  County 
has  a yearly  rummage  sale  for  this  purpose.  Salt 
Lake  County  contributes  money  for  awards  at  the 
Science  Fair,  as  well  as  a nurse  scholarship.  Weber 
County  gives  a para-medical  scholarship,  as  well 
as  to  Weber  State  College’s  School  of  Nursing  and 
to  hospitals  for  Hospital  Day.  Cache  County  has 
a fall  luncheon  for  a fund  raising  event  to  help 
with  activities  for  the  Future  Nurses  Club. 

Legislation  continues  to  play  a big  part  in  our 
organization.  Representatives  meet  at  the  Capitol 
once  a month  and  we  hope  to  have  a “Day  in  the 
Legislature”  for  all  members  once  it  is  reconvened. 

International  Health  keeps  all  counties  on  the 
move  collecting  drug  samples  and  making  rolled- 
sheet  bandages  and  knitted  leper  bandages. 

All  in  all,  this  has  been  a very  productive  and 
stimulating  year.  Most  members  will  readily  agree 
that  we  have  lived  up  to  our  new  pledge:  “I  pledge 
my  loyalty  and  support  to  the  Woman’s  Auxiliary 
to  the  Utah  State  Medical  Association  in  furthering 
its  objectives  in  the  advancement  of  medicine.” 

Intermountain  Regional  Medical  Program 
Report — C.  Hilmon  Castle,  M.D. 

A great  deal  of  progress  has  occurred  in  the 
Intermountain  Regional  Medical  Program  since 
its  potential  was  discussed  at  a meeting  with  the 


Utah  State  Medical  Association’s  Board  of  Trus- 
tees in  October  of  1965.  Organized  efforts  to  de- 
velop the  Intermountain  Regional  Medical  Pro- 
gram (IRMP),  a program  which  encompasses  Utah 
and  portions  of  Nevada,  Idaho,  Montana,  Wyoming, 
and  Colorado,  began  with  this  meeting.  Through- 
out the  nation,  fifty-three  regional  medical  pro- 
grams have  been  funded  for  planning,  and  ten  for 
pilot  projects  under  Public  Law  89-239.  The  IRMP 
is  one  of  the  ten  with  pilot  projects,  and  informal 
commimication  with  the  National  Institutes  of 
Health  in  Washington  indicates  that  it  is  the  coun- 
try’s leading  program. 

For  those  imfamiliar  with  the  over-all  purpose 
of  Regional  Medical  Programs,  it  is  stated  simply 
in  P.L.  89-239  as  “through  grants,  to  encourage 
the  development  of  cooperative  arrangements  to 
improve  health  manpower  and  facilities.”  The  ini- 
tiative and  decision-making  for  planning  and 
operation  is  left  to  the  local  region. 

Although  the  University  of  Utah  has  fiscal 
responsibility  for  the  IRMP,  the  direction  and 
policies  for  program  development  have  come  from 
a Regional  Advisory  Group  of  thirty  members, 
representing  all  the  organizations  and  institutions 
specified  by  P.L.  89-239.  Eighteen  members  are 
physicians,  of  whom  ten  are  from  Utah  and  are 
members  of  the  Utah  State  Medical  Association. 
The  remaining  eight  physicians  are  practitioners 
from  the  other  five  states. 

Funds  for  planning  were  obtained  in  July  1966, 
and  for  pilot  projects  in  April  1967.  Over  the  past 
year,  twelve  separate  but  related  projects  have 
been  initiated.  They  are  planned  as  experiments, 
but  with  specific  goals  based  on  dociunented  needs 
in  the  region.  Each  of  these  experimental  projects 
is  scheduled  for  a specific  period  of  from  two  to 
four  years.  Progress  is  monitored  oh  a bi-monthly 
basis  and  value  and  feasibility  are  formally  evalu- 
ated annually.  These  projects  are  briefly  sum- 
marized as  follows: 

The  Network  for  Continuing  Education  con- 
nects the  major  community  hospitals  in  the  region 
by  means  of  two-way  radio  and  a distribution 
system  for  a variety  of  teaching  aids,  including 
video-taped  programs,  broadcast  television,  and 
closed  circuit  systems  within  institutions.  Estab- 
lishing a teaching  facility  in  the  major  community 
hospitals,  as  a part  of  the  IRMP  staff,  is  an  im- 
portant element  of  this  project.  The  ultimate  ob- 
jective is  to  create  an  environment  conducive  to 
learning  and  clinical  research  in  all  major  com- 
munity hospitals  in  the  region. 

The  Educational  and  Training  Program  in 
Heart  Disease  encompasses  four  interrelated  proj- 
ects. Acute  cardiac  care  training  is  conducted  for 
physicians  and  for  nurses.  Cardiopulmonary  re- 
suscitation courses  are  given  for  health  profes- 
sionals, as  well  as  selected  personnel  who  provide 
first  aid  (such  as  firemen,  policemen,  etc.).  Clinical 
traineeships  in  cardiology  have  been  established, 
in  which  curricula  are  tailor-made  to  meet  the 
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needs  of  each  individual,  and  visiting  consultant 
and  teaching  clinics  in  small  remote  communities 
are  offered  for  physicians  who  are  unable  to  attend 
courses  away  from  their  practice. 

Cancer  Training  and  Continuing  Education  in- 
cludes refresher  courses  for  practicing  physicians, 
seminars  for  pathologists,  and  a computerized 
regional  tumor  registry,  emphasizing  retrieval  of 
data  for  the  purposes  of  identifying  educational 
needs  of  individual  practitioners  and  facility  re- 
quirements within  each  community  in  the  region. 

Continuous  On-Line  Computer  Monitoring  of 
Physiologic  Data  in  patients  with  acute  myocardial 
infarction  and  postoperative  cardiac  patients  is 
an  advance  being  applied  in  four  hospitals  to 
provide  patient  services  as  well  as  information 
to  physicians  for  decision-making  under  urgent 
circumstances.  This  project  also  provides  screening 
tests,  such  as  pulmonary  function  tests  and  electro- 
cardiograms for  large  groups  of  people,  as  well 
as  measurement  and  analysis  of  cardiac  catheter- 
ization data  while  the  procedure  is  in  process. 

The  Stroke  Project  consists  of  three  principal 
parts:  visiting  consultants  in  stroke  and  related 
diseases  to  small  communities,  a library  and  con- 
sultation service  by  telephone,  and  an  inservice 
clinical  training  program  for  physicians. 

The  Communication  and  Information  Exchange 
Service  is  an  instrument  for  obtaining  feedback 
from  the  public,  as  well  as  health  professionals, 
regarding  health  needs  and  the  extent  to  which 
the  Regional  Medical  Program  is  meeting  its  stated 
purposes.  Also,  this  project  serves  to  inform  those 
interested  in  the  IRMP  of  program  developments 
through  a monthly  Reporter  (newsletter)  and 
other  conventional  communication  technics. 

Training-Feedback  Seminars  are  conducted 
every  four  months,  using  national  experts  from 
the  fields  of  medicine,  education,  social  and  be- 
havioral science,  and  politics,  to  stimulate  the 
IRMP  staff.  Regional  Advisory  Group  members, 
and  other  leaders  in  the  community  who  are  con- 
cerned with  health,  to  gain  a better  understanding 
of  the  forces  influencing  health  care  and  to  de- 
velop new  ideas  and  perspectives  regarding  the 
Regional  Medical  Program. 

Respiratory  Therapy  Training  for  Physicians, 
Nurses  and  Technicians  is  designed  to  provide  in- 
structions in  the  proper  selection  of  patients  for 
special  respiratory  therapy,  and  the  use  of  modern 
equipment  in  community  hospitals. 

Endocrine  and  Metabolic  Laboratory  Deter- 
minations Relevant  to  Cardiovascular  Disease  and 
Cancer  are  the  subject  of  IRMP’s  newest  project. 
Determination  of  abnormalities  in  production  of 
such  substances  as  catecholamines,  renin,  aldoster- 
one, pituitary  hormones,  etc.,  which  are  not  avail- 
able through  existing  clinical  laboratories  within 
the  region,  are  provided  through  this  project.  Each 
laboratory  determination  serves  as  the  stimulus 
to  develop  a specific  educational  program  for  the 
physician  or  hospital  personnel  requesting  the 


determination.  Clinical  research  pertaining  to  fre- 
quency of  abnormalities  and  incidence  of  disease 
related  to  hormone  abnormalities  is  developing 
as  a natural  byproduct  of  this  project. 

The  primary  thrust  in  the  Intermountain  Re- 
gional Medical  Program  has  been  educational,  for 
health  professionals  who  already  have  had  formal 
training  and  experience.  Our  concern  in  continuing 
education  includes  not  only  the  practitioner’s  abil- 
ity to  provide  exemplary  care,  but  also  the  avail- 
ability of  essential  services  such  as  physiologic 
monitoring  of  acutely  ill  patients,  laboratory  de- 
terminations, and  consultations.  Our  conviction  is 
strong  that  continuing  education  must  take  into 
account  the  facilities  and  setting  in  which  a par- 
ticular health  service  is  provided.  Also,  involve- 
ment of  both  the  academic  and  practicing  com- 
munities in  continuing  education  is  essential  for 
a viable  Regional  Medical  Program  which  will 
have  a significant  impact  on  improving  the  health 
care  of  patients  with  heart  disease,  cancer,  stroke, 
and  related  diseases. 

Committee  reports  and  other  pertinent  matters 
were  discussed  in  considerable  detail.  Several  res- 
olutions were  presented  to  the  House,  which  were 
approved  as  follow; 

POLLUTION 

WHEREAS,  There  is  a strong  bacteriological  evidence 
of  sewage  pollution  of  storm  run-off  in  storm  drains 
and  natural  land  drains  in  Salt  Lake  County,  and 

WHEREAS,  Such  polluted  run-off  is  being  dumped  into 
natural  streams,  which  streams  are  being  used  for  recre- 
ation below  the  point  of  run-off  inlets,  and 

WHEREAS,  A serious  health  hazard  results  from  recre- 
ational use  of  such  polluted  streams,  now  therefore  be  it 
RESOLVED,  By  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  that  Salt  Lake  County  and  all 
other  counties  and  communities  in  Utah  with  known 
pollution  of  storm  and  land  drains  be  strongly  urged  to 
find  individual  sources  of  such  pollution  and  control  them 
in  order  to  minimize  a serious  health  hazard. 

BASIC  SCIENCE  LAW 

WHEREAS,  The  Basic  Science  Law  of  this  State  was 
enacted  for  the  purpose  of  raising  the  standards  and 
qualifications  of  those  persons  applying  for  a license  to 
practice  the  healing  arts  in  this  State,  and 

WHEREAS,  The  original  purpose  of  this  law  has  been 
accomplished  and  the  law  is  now  unnecessary,  and 

WHEREAS,  There  is  evidence  that  it  is  discouraging 
many  competent  physicians  from  coming  into  the  State 
to  fill  the  shortage  of  physicians  existing  in  rural  areas, 
and 

WHEREAS,  Some  persons  have  taken  the  examination 
solely  to  establish  credentials  for  use  in  qualifying  to 
practice  in  distant  states,  thus  requiring  the  Basic  Science 
Board  of  Examiners  to  give  hundreds  of  costly  examina- 
tions of  no  value  to  the  people  of  this  State,  and 

WHEREAS,  The  Basic  Science  Board  of  Examiners 
has  reached  the  same  conclusions  as  herein  expressed  and 
its  members  have  unanimously  resolved  that  the  Basic 
Science  Law  should  be  repealed,  now  therefore  be  it 
RESOLVED,  That  the  Utah  State  Medical  Association 
favor  the  repeal  of  this  law  by  the  1969  Utah  Legislature. 

VOLUNTARY  STERILIZATION 
WHEREAS,  The  laws  of  the  State  of  Utah  regarding 
sterilization  are  inadequate  in  relation  to  modern  medical 
and  social  standards,  and 

WHEREAS,  There  has  resulted  an  increased  demand 
upon  physicians  and  surgeons  to  perform  voluntary  surgi- 
cal sterilization  procedures,  now  therefore  be  it 

RESOLVED,  That  the  Utah  State  Medical  Association 
approve  the  introduction,  in  the  1969  Legislature  of  Utah, 
of  legislation  properly  drafted  to  permit  requested  steril- 
ization procedures*  to  be  performed,  under  appropriate 
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safeguards,  by  physicians  licensed  by  this  State  to  practice 
medicine  and  surgery  in  all  their  branches. 

•(Amendment  inserted — “for  medical  reasons”) 

THERAPEUTIC  ABORTION 

WHEREAS,  It  is  appropriate  that  the  medical  profession 
examine  and  consider  the  existing  laws  of  the  State  of 
Utah  concerning  abortions,  to  determine  if  such  laws  are 
adequate  to  protect  the  public  and  to  serve  the  health 
and  welfare  of  the  people,  and 

WHEREAS,  Such  examination  and  consideration  has 
revealed  that  the  existing  laws  are  obsolete  and  inade- 
quate to  protect  and  serve  the  health  and  welfare  of  the 
people  because  they  do  not  provide  for  circumstances  in 
which  the  health  of  the  mother  or  her  unborn  infant  will 
be  impaired  if  the  pregnancy  continues,  and 

WHEREAS,  It  is  necessary  and  desirable  that  these 
laws  be  amended  to  provide  for  the  performance  of  abor- 
tions, under  proper  conditions  and  safeguards,  when  they 
are  necessary  for  the  life,  health  or  welfare  of  the  mother 
or  her  unborn  child,  now  therefore  be  it 

RESOLVED,  That  the  Utah  State  Medical  Association 
reaffirm  its  previous  action  in  adopting  the  following  as 
policy: 

. . Recognizing  that  there  are  many  physicians  who, 
on  moral  or  religious  grounds,  oppose  therapeutic  abor- 
tion under  any  circumstances,  the  Utah  State  Medical 
Association  is  opposed  to  induced  abortion  except  when; 

"(1)  There  is  documented  medical  evidence  that  con- 
tinuance of  the  pregnancy  may  threaten  the  health  or  life 
of  the  mother,  or 

"(2)  There  is  documented  medical  evidence  that  the 
infant  may  be  born  with  incapacitating  physical  deformity 
or  mental  deficiency,  or 

"(3)  There  is  documented  medical  evidence  that  con- 
tinuance of  a pregnancy,  resulting  from  statutory  or  forc- 
ible rape  or  incest  may  constitute  a threat  to  the  mental 
or  physical  health  of  the  patient; 

"(4)  Two  other  physicians  chosen  because  of  their 
recognized  professional  competence  have  examined  the 
patient  and  have  concurred  in  writing;  and 

"(5)  The  procedure  is  performed  in  a hospital  ac- 
credited by  the  Joint  Commission  on  Accreditation  of 
Hospitals.",  and  be  it 

FURTHER  RESOLVED,  That  the  Utah  State  Medical 
Association  approve  the  submission  of  properly  drafted 
legislation  to  the  1969  session  of  the  Utah  Legislature  for 
consideration  of  revision  and/or  development  of  new  legis- 
lation regarding  therapeutic  abortions,  and  be  it 

FURTHER  RESOLVED,  That  the  Utah  State  Medical 
Association  support  such  legislation. 

President  Petersen  then  reported  that  the  fol- 
lowing members  of  the  Utah  State  Medical  Asso- 
ciation had  passed  away  since  the  last  session  of 
the  House  of  Delegates  held  in  September,  1967: 

Hyrum  R.  Reichman,  M.D.,  Salt  Lake  City,  Utah 
David  E.  Smith,  Sr.,  M.D.,  Salt  Lake  City,  Utah 
John  L.  Baukol,  M.D.,  Salt  Lake  City,  Utah 
R.  Vernon  Larson,  M.D.,  Roosevelt,  Utah 
Louis  E.  Viko,  M.D.,  Salt  Lake  City,  Utah 
Preston  J.  Burnham,  M.D.,  Murray,  Utah 
Don  C.  Merrill,  M.D.,  Provo,  Utah 
Russell  G.  Frazier,  M.D.,  Salt  Lake  City,  Utah 
Frank  K.  Root,  M.D.,  Blanding,  Utah 

A moment  of  silence  was  accordingly  observed. 

There  being  no  further  business,  the  Eleventh 
Interim  Session  of  the  House  of  Delegates  of  the 
Utah  State  Medical  Association  was  adjourned  at 
4:05  p.m.  on  March  27,  1968. 


Dr.  Edward  I.  Rich  100  Years  Young! 

April  9,  1968  marked  the  100th  birthday  anni- 
versary of  Dr.  Edward  I.  Rich,  well-known  Ogden 
physician.  Having  written  many  prescriptions  for 
his  patients  over  54  years  of  practice,  his  pre- 
scription for  a long  life  for  all  who  will  give  heed 
is,  “Live  sensibly  and  maintain  a keen  sense  of 
humor.”  By  way  of  encouragement  he  also  offers, 
“Crises?  There  is  no  need  to  ‘get  shook’  . . . things 
will  work  out.” 

Dr.  Rich  remembers  well  the  frequent  visits 
he  made  to  Indian  tribes  as  a youth.  Before  enter- 
ing medicine  he  taught  school  in  Bear  Lake.  He 
was  graduated  from  Jefferson  Medical  College  in 
Philadelphia  in  1893,  and  practiced  briefly  in 
Washington  State  before  coming  to  Ogden  in  1894. 

Dr.  Rich’s  two  sons  (both  physicians)  and  four 
daughters,  now  scattered  from  coast  to  coast,  all 
attended  his  100th  birthday  celebration.  He  also 
has  27  grandchildren,  91  great-grandchildren,  and 
3 great-great-grandchildren.  His  wife,  the  former 
Almira  Cozzens,  died  in  1954. 

He  has  received  many  honors  during  his  illus- 
trious career,  including  membership  in  the  Weber 
County  Hall  of  Fame,  many  medical  citations,  a 
citation  from  President  David  O.  McKay  of  the 
L.D.S.  Church,  the  Woodmen  of  the  World  Society, 
and  from  many  governors  and  congressmen. 

We  join  his  many  friends  in  extending  good 
wishes  and  congratulations  on  this  impressive 
milestone! 


Dr.  Harold  B.  Lamb  Receives  High  Honor 

“Utah’s  Top  Conservationist”  is  the  title  recent- 
ly bestowed  on  Dr.  Harold  B.  Lamb,  Salt  Lake  City 
surgeon.  He  received  the  honor  at  the  annual 
convention  of  the  Utah  Wildlife  Federation  held 
in  Park  City. 

Long  active  in  teaching  conservation.  Dr.  Lamb 
was  cited  also  for  his  work  with  the  Sierra  Club, 
Audubon  Society,  and  other  organizations  con- 
cerned with  natural  resources.  He  has  also  been 
a leader  in  a campaign  to  prevent  loss  of  stream- 
land  values  along  Mill  Creek  Stream  in  Salt  Lake 
City. 


New  Physician  Moving  to  Moab 

The  Moab  Medical  Center  will  welcome  a new 
member  to  their  staff  in  the  near  future.  Dr.  Jerry 
Peters,  of  Phoenix,  recently  announced  his  plans 
to  affiliate  with  the  Moab  group.  He  is  completing 
a surgical  residency  at  the  Maricopa  County  Hos- 
pital in  Phoenix. 

Dr.  Peters  is  a native  of  Lark,  North  Dakota. 
He  attended  the  University  of  North  Dakota  Col- 
lege and  the  University  of  North  Dakota  Medical 
School.  He  completed  his  medical  schooling  at 
Baylor  University  at  Houston,  Texas.  He  has  had 
two  years  service  with  the  U.  S.  Public  Health 
Service  in  New  Mexico. 
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Dr.  Dolowitz  Addresses  Illinois  Convention 

The  fiftieth  annual  convention  of  the  Illinois 
Society  of  Ophthalmology  and  Otolaryngology  held 
April  19  through  21  in  Champaign,  Illinois,  fea- 
tured Dr.  David  A.  Dolowitz,  Salt  Lake  City  physi- 
cian, as  one  of  its  guest  speakers.  Dr.  Dolowitz 
delivered  three  major  addresses  during  the  three- 
day  session. 

USPHS  Names  Dr.  Russell  M.  Nelson 

Appointment  of  Dr.  Russell  M.  Nelson,  cardio- 
vascular and  thoracic  surgeon,  to  the  Medical  Lab- 
oratory Services  Advisory  Committee  was  recently 
announced.  This  national  committee  is  a division 
of  the  Department  of  Health  and  Welfare,  United 
States  Public  Health  Service.  The  appointment 
was  made  by  Richard  A.  Prindle,  M.D.,  Assistant 
Surgeon  General.  Purpose  of  the  committee  is  an- 
nounced as  “To  develop  satisfactory  programs  to 
improve  laboratory  services  throughout  the  entire 
United  States.” 


Doctor  Don’t  Be  An  Idiot 

Now  that  I’ve  got  your  attention  ...  let  me 
hasten  to  point  out  that  the  word  “idiot”  was 
coined  by  the  ancient  Greeks,  specifically  for 
those  citizens  who  did  not  participate  in  Politics. 
I learned  this  interesting  fact  at  the  recent 
AMPAC  workshop  in  Washington,  D.  C.,  and  I 
have  been  intrigued  by  it  ever  since. 

We  all  recognize  ancient  Greece  as  the  birth- 
place of  democracy.  Government  by  elected  repre- 
sentatives . . . government  at  the  consent  of  the 
governed!  That  idea  is  just  as  exciting  today  as 
it  must  have  been  2,500  years  ago.  In  fact,  the 
only  really  durable  influences  in  history  have 
been  ideas.  Kingdoms,  empires,  dynasties,  all 
come  and  go,  but  ideas  persist.  Certainly  this 
one  has. 

Evidently  the  Greeks  considered  citizen  in- 
volvement in  government  so  important  that  they 
coined  a scornful  word  for  those  who  didn’t.  And 
what  does  the  word  “idio”  mean  to  us  today  . . . 
ignorant,  stupid,  the  lowest  order  of  intelligence. 
. . . Yes,  indeed,  the  Greeks  did  have  a word  for 
it. 


In  the  opinion  of  the  experts  we  heard  in 
Washington,  the  election  this  year  will  be  the  most 
important  since  the  Civil  War.  We  will  elect  a 
new  President,  34  Senators,  and  all  435  members 
of  Congress.  The  issues  they  must  decide  are 
vital — the  war  in  Vietnam,  the  nation’s  economy, 
the  gold  drain,  the  racial  issues,  crime  and  vio- 
lence in  the  streets,  riots  in  our  cities. 

Seldom  in  our  history  has  there  been  such  a 
need  for  the  participation  of  responsible  citizens 
in  their  government.  We  need  to  exert  all  the 
influence  we  can  muster  . . . both  as  individual 
citizens  and  as  an  organized  professional  group. 

I would  remind  you  that  our  political  organi- 
zation is  OMPAC  and  every  doctor  should  be  a 
member.  Every  doctor’s  wife  should  be  a member. 
The  twenty  dollar  contribution  is  the  price  of  good 
citizenship  . . . and  a very  small  price  it  is.  I 
would  remind  you  too,  that  OMPAC,  and  the  na- 
tional organization  AMPAC,  are  bipartisan  and 
should  always  remain  so. 

OMPAC  has  only  one  goal  . . . and  that’s  to  get 
qualified  people  elected  to  public  office.  We  do 
not  “buy  votes”  or  attempt  to  use  political  mus- 
cle, or  any  other  form  of  coercion.  We  simply 
want  to  help  good  people  get  elected  . . . hope- 
fully, people  who  are  sympathetic  with  our  point 
of  view  . . . but  in  any  event,  people  who  will 
at  least  listen  to  us  when  we  feel  we  have  some- 
thing to  say. 

In  its  short  history,  the  PAC  movement  has 
become  a considerable  influence  in  our  govern- 
ment. This  fact  was  very  evident  at  the  work- 
shop in  Washington.  This  is  the  kind  of  participa- 
tion all  politicians  would  like  to  encourage  and 
we  have  won  respect  from  both  sides  of  the  aisle, 
in  Salem  as  well  as  in  Washington.  There  is 
much  more  that  needs  to  be  done. 

I would  urge  each  of  you,  in  the  strongest  pos- 
sible terms,  to  involve  yourself  in  government  . . . 
your  government.  Join  OMPAC,  become  active 
in  your  political  party,  work  on  candidate  sup- 
port committees,  and  above  all — exercise  your 
right  to  vote!  Don’t  be  an  “idiot!” — From  the 
President’s  Page,  The  Bulletin,  Multnomah  Coun- 
ty Medical  Society,  April  1968. 


Course  in  Electroencephalography 

A continuation  course  in  Clinical  Electroencephalography  will  be  held  September  9-11, 
1968  in  San  Francisco,  California.  The  course  is  designed  as  a basic  review  of  the  applica- 
tions of  the  EEG  to  clinical  medical  practice,  and  is  sponsored  by  the  American  REG  Society 
(aided  by  a grant  from  the  National  Center  for  Chronic  Disease  Control,  U.  S.  Public  Health 
Service. ) 

The  faculty  will  include  Drs.  Reginald  G.  Bickford,  Rochester,  Minn.;  David  D.  Daly,  Dal- 
las, Tex.;  Robert  J.  Ellingson,  Omaha,  Neb.;  Eli  S.  Goldensohn,  New  York,  N.  Y.;  Charles  E. 
Henry,  Cleveland,  Ohio;  Peter  Kellaway,  Houston,  Tex.;  John  R.  Knott,  Iowa  City,  Iowa; 
Michael  G.  Saunders,  Winnipeg,  Canada;  Daniel  Silverman,  Philadelphia,  Pa.;  Richard  D.  Wal- 
ter, Los  Angeles,  Calif. 

Inquiries  about  further  details  of  the  course  or  registration  procedure  should  be  addressed 
to  Dr.  Donald  W.  Klass,  EEG  Course  Director,  Mayo  Clinic,  Rochester,  Minnesota  55901. 
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COLORADO-WYOMING  SCIENCE  FAIR* 


1968  Special  Awards 


AMELIA  EARHART  AWARD 
ZONTA  CLUB  OF  BOULDER  COUNTY 

Linda  Meier,  8th  grade,  Wiggins  Junior  High, 
Wiggins,  Colo. 

“Aerodynamics-Hydrodynamics”  (P)^ 


AMERICAN  ASTRONAUTICAL  SOCIETY 

Senior  High  Beverly  Thurman,  12th  grade,  Fremont  County 
Vocational  High,  Lander,  Wyoming. 

“Typha  Latifolia  and  Lemna  Minor”  (B)^ 

Junior  High  James  G.  Ogg,  9th  grade,  Lesher  Jr.  High,  Ft. 
Collins,  Colo. 

“Mathematical  Prediction  of  Martian 
Lunar  Eclipses”  (PJf 


AMERICAN  CANCER  SOCIETY 

Senior  High  Richard  F.  Sternath,  12th  grade,  Mapleton 
High,  Denver. 

“Studies  on  the  Growth  of  BW  5147  in  an 
AKR  Leukemic  Mouse”  (B)f 


COLORADO  STATE  SOCIETY  OF  MEDICAL  TECHNOLOGISTS 

Senior  High  Ken  Koski,  12th  grade,  Newcastle  High,  New- 
castle, Wyoming. 

“Thin  Layer  Chromatography”  (P)f 

Junior  High  Bilee  Jean  Mizer,  9th  grade,  Kim  High  School, 
Kim,  Colo. 

“Factors  Affecting  Enzymes”  (BJt 

Jack  Hallam,  9th  grade,  Fremont  County  Vo- 
cational High,  Lander,  Wyoming. 

“pH  Determination  in  Blood  by  Conduc- 
tivity” (PJt 


RESA,  SCIENTIFIC  RESEARCH  SOCIETY  OF 
AMERICA.  BOULDER  BRANCH 

Senior  High  Paul  Martin,  12th  grade,  Alameda  High, 
Denver. 

“The  Amphibian  Excitement  Darkening 
Response”  (B)i 

SOCIETY  FOR  INDUSTRIAL  AND  APPLIED  MATHEMATICS 


Junior  High  Nicolette  M.  Jiannetti,  9th  grade,  Skinner 
Junior  High,  Denver. 

“Effects  of  Ultraviolet  Radiation  on  Bac- 
teria” fBJt 

ARMY  AVIATION  ASSOCIATION 

Senior  High  Thomas  W.  Wall,  12th  grade,  Durango  High, 
Durango,  Colo. 

“Using  Electronic  Detection  Apparatus  to 
Forecast  Thunderstorms”  (P)f 

Junior  High  Roy  Miyahara,  8th  grade,  Wiggins  Junior 
High,  Wiggins,  Colo. 

“Thermolectric  and  Thermoionic  Conver- 
sion of  Solar  Energy”  (P)f 


Senior  High  Dan  Rogers,  12th  grade,  Byron  High,  Byron, 
Wyoming. 

“Curves,  Curves  and  Super  Curves”  (M)f 

Junior  High  Frank  Jackson,  9th  grade.  Fort  Morgan  Junior 
High,  Fort  Morgan,  Colo. 

“Lissajous  Patterns”  (M)f 


UNITED  STATES  ARMY 

Senior  High  Frank  Owen,  12th  grade,  Meeteetse  High, 
Awards  Meeteetse,  \Vyoming. 

“Modulating  Incoherent  Light”  (P)f 

Beverly  Thurman,  12th  grade,  Fremont  County 
Vocational  High,  Lander,  Wyoming. 

“Typha  Latifolia  and  Lemna  Minor”  (B)f 


COLORADO  DENTAL  ASSOCIATION 

Senior  High  Fred  Wallace,  11th  grade,  Cheraw  Consolidated 
School,  Cheraw,  Colo. 

“Experimental  Oral  Mycology”  (Bjf 

COLORADO  MINERAL  SOCIETY 

Senior  High  Gary  Gertig,  11th  grade.  Rocky  Ford  High, 
Rocky  Ford,  Colo. 

“Microdetermination  of  Selenium  in  Indi- 
cator Plants,  Soils  and  Mineralized  Sand- 
stones” (P)f 

Junior  High  Mork  Curtis,  9th  grade.  Lander  Junior  High, 
Lander,  Wyoming. 

“A  Geologic  Problem”  (P)f 

Frank  O.  Bowman,  Jr.,  8th  grade.  Miller  Junior 
High,  Durango,  Colo. 

“The  Effects  of  Size  and  Shape  of  Particles 
on  Angles  of  Repose”  (P)f 

Rebecca  Shandrick,  8th  grade.  Centennial 
Junior  High,  Trinidad,  Colo. 

“Magnetic  Influence  on  Growing  Crystals” 
(P)t 


COLORADO  PSYCHOLOGICAL  ASSOCIATION 

Senior  High  Sue  Stephens,  12th  grade,  Alameda  High, 
Denver 

“Effects  of  Sleep  Loss”  (B)f 

Junior  High  Jeannie  Corbridge,  9th  grade,  Kepner  Junior 
High,  Denver. 

“Training  and  Behavior  of  Pill  Bugs”  (BJt 


Certificates  Ted  Atlass,  11th  grade.  South  High,  Denver. 
“Applied  Exterior  Ballistics”  (P)f 

Gary  Kenneth  Gertig.  11th  grade.  Rocky  Ford 
High,  Rocky  Ford,  Colo. 

“Microdetermination  of  Selenium  in  Indi- 
cator Plants,  Soils  and  Mineralized  Sand- 
stones” (P)f 

Margaret  Spear,  11th  grade,  Mt.  St.  Gertrude 
Academy,  Boulder,  Colo. 

“An  Original  Finite  Geometry”  (M)f 

Sue  Stephens,  12th  grade,  Alameda  High, 
Denver. 

“Effects  of  Sleep  Loss”  (B)f 


UNITED  STATES  AIR  FORCE 

Senior  High  Woody  McGinnis,  11th  grade.  La  Junta  High, 
Awards  La  Junta,  Colo. 

“Antibacterial  Agents  for  Mollusks”  (B)f 
Ted  Atlass,  11th  grade.  So.  High,  Denver. 
“Applied  Exterior  Ballistics”  (P)f 

Thomas  Wall,  12th  grade,  Durango  High,  Du- 
rango, Colo. 

“Using  Electronic  Detector  Apparatus  to 
Forecast  Thunderstorms”  (P)f 

Frank  Owen,  12th  grade,  Meeteetse  High, 
Meeteetse,  Wyoming. 

“Modulating  Incoherent  Light”  (P)f 

Steve  Denham,  1 2th  grade,  Akron  High,  Akron, 
Colo. 

“A  Study  in  Biostress  Resistance”  (Bff 


* A message  from  the  Fair  Director,  Dr.  Calvin  Fisher,  f (B)  Biological  Sciences:  (M)  Mathematics;  (P)  Phys- 

and  a list  of  other  award  winners  and  the  titles  of  ical  Sciences  and  Engineering, 

their  exhibits  appeared  in  the  May  issue  of  the  Rocky 
Mountain  Medical  Journal. 
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UNITED  STATES  NAVY  SCIENCE  CRUISER 

Bob  Rinker,  12th  grade.  Lake  County  High, 
Leadville,  Colo. 

“Underwater  Radar"  (P)^ 

Alternate  Frank  Owen,  12th  grade,  Meeteetse  High, 
Meeteetss,  Wyoming. 

“Modulating  Incoherent  Light"  (P)-f 


Sigma  Xi  La  Junta  High,  La  Junta,  Colo. 

World  Book  Ron  Lee,  9th  grade,  Pinedale  High,  Pinedale, 
Eneyelopedia  Wyoming. 

“The  Effects  of  Varying  Conditions  on  the 
Rate  of  Photosynthesis”  (B)f 


Pickett  Kim  Adcock,  9th  grade,  Carey  Junior  High, 
Slide  Rule  Cheyenne,  Wyoming. 

“Linear  Programming:  Points  in  Space” 
(M)f 


AMERICAN  SOCIETY  FOR  MICROBIOLOGY 

Senior  High  Woody  McGinnis,  11th  grade.  La  Junta  High, 
La  Junta,  Colo. 

“Antibacterial  Agents  from  Mollusks”  (B)f 
Jim  Waits,  12th  grade,  Alameda  High,  Denver. 
“Intestinal  Damage  and  the  Resulting 
Absorption  Patterns” 

Junior  High  Randy  Mitchell,  8th  grade.  Lander  Junior 
High,  Lander,  Wyoming. 

“Electricity  from  Biochemical  Fuel  Cells” 
(P)f 

Kim  Baker,  7th  grade,  Skinner  Junior  High, 
Denver. 

“Photoreactivation”  (B)f 

Patty  Baker,  9th  grade,  Skinner  Junior  High, 
Denver. 

“Bacterial  Growth  and  Death”  (B)t 


Junior  High  Frank  O.  Bowman,  Jr.,  8th  grade.  Miller  Jr. 
High,  Durango,  Colo. 

“The  Effects  and  Size  and  Shape  of 
Particles  on  Angles  of  Repose”  (Pff 

Ronald  R.  Bush,  7th  grade,  Bookcliff  Jr.  High, 
Grand  Junction,  Colo. 

“How  to  record  earthquakes”  (P)f 

Mark  Curtis,  9th  grade.  Lander  Jr.  High, 
Lander,  Wyoming. 

“A  Geologic  Problem”  (P)f 

Hon.  Men.  Larry  Winger,  7th  grade.  West  Grade  School, 
Yuma,  Colo. 

“The  Effects  of  Heavy  Grads”  fB,)t 

Rebecca  Shandrick,  8th  grade.  Centennial 
Jr.  High,  Trinidad,  Colo. 

“Magnetic  Influence  on  Growing  Crystals” 
(P)f 

COLORADO  SCIENCE  TEACHERS  ASSOCIATION 

Senior  High  Woody  McGinnis,  11th  grade.  La  Junta  High, 
La  Junta,  Colo. 

“Antibacterial  Agents  from  Mollusks”  (B)f 

Junior  High  Patty  Baker,  9th  grade,  Skinner  Jr.  High, 
Denver. 

“Bacterial  Growth  and  Death”  (B)f 

NATIONAL  AERONAUTICS  AND  SPACE  ADMINISTRATION 

Senior  High  Beverly  Thurman,  12th  grade,  Fremont  County 
Vocational  High,  Lander,  Wyoming. 

“Typha  Latifolia  and  Lemna  Minor”  (B)f 

Sue  Stephens,  12th  grade,  Alameda  High, 
Denver. 

“Effects  of  Sleep  Loss”  (B)! 

Tim  Houk,  10th  grade,  Cheyenne  Mountain 
High,  Colorado  Springs,  Colo. 

“Rockets  in  the  future”  (P)f 


Hon.  Men.  Frank  Modica,  8th  grade.  Holy  Trinity  Con- 
vent, Trinidad,  Colo. 

“Mutations  Involving  Pigment  Production 
in  Bacteria”  fBJt 


SOCIETY  OF  WOMEN  ENGINEERS— DENVER  SECTION 

Senior  High  Patricia  L.  Evans,  12th  grade.  Fort  Morgan 
High,  Fort  Morgan,  Colo. 

“Computers  in  Science”  (M)f 

Junior  High  Rebecca  Shandrick,  8th  grade.  Centennial 
Junior  High,  Trinidad,  Colo. 

“Magnetic  Influence  on  Growing  Crystals” 
(P)f 


Hon.  Men.  Monique  Didero,  8th  grade,  Hoehne  School, 
Hoehne,  Colo. 

“Antimatter  and  the  Universe”  ('P)t 


COLORADO  SCIENTIFIC  SOCIETY 

Senior  High  Larry  Radice,  11th  grade.  Central  High,  Grand 
Junction,  Colo. 

“Amino  Acids  Detection  in  Petroleum” 

(Bit 

Hon.  Men.  Gary  K.  Gertig,  11th  grade.  Rocky  Ford  High, 
Rocky  Ford,  Colo. 

“Microdetermination  of  Selenium  in  Indi- 
cator Plants,  Soils,  and  Mineralized  Sand- 
stones” fPJt 

Ted  Heiter,  12th  grade.  Lake  County  High, 
Leadville,  Colo, 

“The  Gross  Beta  Radioactivity  in  Plant 
Leaf  Ash  in  Relation  to  Elevation"  fBJt 


t (B)  Biological  Sciences:  (M)  Mathematics;  (P)  Phys- 
ical Sciences  a,nd  Engineering. 


COLORADO  MEDICAL  SOCIETY 

Senior  High  Sandra  Sanborn,  Age  15,  12th  grade.  Mount 
St.  Gertrude  Academy,  Boulder,  Colo. 
“Feasibility  Study  of  the  Salvage  of  Mu- 
nicipal Solid  Waste”  (B)f 


This  study  shows  that  householders  can  easily  keep  their  solid 
wastes  separated  and  clean  until  collected  for  salvage. 


Winner  of  Colorado  Medical  Society  Award  will  display 
her  exhibit  at  the  September  Annual  Session  at  the  Broad- 
moor Hotel  in  Colorado  Springs.  She  and  one  of  her 
parents  will  be  guests  of  the  Society  during  the  meeting. 
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ROCKY  MOUNTAIN 


Denver,  Colorado 


Brown  Palace  Hotel 


The  Conference  is  financed  hy  the  Colorado  Division  of  the  American 
Cancer  Society.  The  program  is  the  result  of  the  combined  efforts  of  the 
Cancer  Committee  of  the  Colorado  Medical  Society. 

NO  REGISTRATION  FEE 

HEADQUARTERS  HOTEL  for  the  Conference  is  the  Brown  Palace  Hotel.  A 
block  of  rooms  has  been  reserved  for  physicians  and  their  families.  To  make 
your  reservations,  write  to  the  Brown  Palace  Hotel,  Denver  80202. 

Approved  for  12 


Friday,  July  19 

9:00  a.m.— WELCOME 

Henry  H.  Zeigel,  M.D.,  President, 
Colorado  Medical  Society 

Kenneth  C.  Sawyer,  M.D.,  President, 
Colorado  Division,  American  Cancer 
Society  and  Chairman,  Committee  on 
Cancer,  Colorado  Medical  Society 
Dwight  L.  Wilbur,  M.D.,  President- 
elect, American  Medical  Association 

9:30  a.m. — SYMPOSIUM:  Gynecological 
Carcinoma 

Moderator:  N.  Paul  Isbell,  M.D. 

Participants:  Drs.  Jerome  A.  Urban, 
Justin  J.  Stein,  Warren  R.  Lang, 
William  M.  Christopherson,  Clifton 
D.  Howe 

12:15  p.m.— LUNCHEON 

A Look  at  the  Future  of  the  Medical 
Profession 

Dwight  L.  Wilbur,  M.D. 


Friday,  July  19 

2:00  p.m. — Current  Trends  in  Treatment  of  Breast 
Cancer 

Jerome  A.  Urban,  M.D. 

2:25  p.m. — The  Role  of  Radiation  Therapy  in  the 
Treatment  of  Breast  Cancer 
Justin  J.  Stein,  M.D. 

2:50  p.m. — The  Outpatient  Diagnosis  of  Cervical 
Carcinoma 

Warren  R.  Lang,  M.D. 


hours  A.A.G.P.  Credit 

3:30  p.m. — Some  Problems  in  the  Control  of  Can- 
cer of  the  Uterine  Cervix 

William  M.  Christopherson,  M.D. 

3:55  p.m. — Chemotherapy  of  Ovarian  Cancer 

Clifton  D.  Howe,  M.D. 

Saturday,  July  20 

9:00  a.m.— GREETINGS  FROM  THE  AMERICAN 
CANCER  SOCIETY 

A.  H.  Letton,  M.D. 

Presiding:  Kenneth  O.  Sawyer,  M.D. 

9:15  a.m. — SYMPOSIUM:  Cancer  of  the  Breast 

Moderator:  B.  T.  Daniels,  M.D.- 

Participants:  Drs.  Jerome  A.  Urban, 
Justin  J.  Stein,  Warren  R.  Lang, 
William  M.  Christopherson,  Clifton 
D.  Howe,  A.  H.  Letton 

12:15  p.m.— LUNCHEON 

The  Oyster 

A.  H.  Letton,  M.D. 

Presiding:  J.  Robert  Spencer,  M.D.- 

Saturday,  July  20 

2:00  p.m.— Information,  Please  Session 

Moderator:  Alexis  E.  Lubchenco,  M.D. 
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Warren  R.  Lang,  M.D. 
Professor  of  Obstetrics  and 
Gynecology — Jeiieison  MedicaJ 
College,  Philadelphia,  Pa. 


WiEUAM  M.  Christopherson 
M.D. 

Professor  & Chatman,  Dept. 

of  Pathology,  University  of 
Louisville  School  of  Medicine, 
Louisville,  Kentucky 


CONFERENCE 


Dwight  L.  Wilbur,  M.D. 
San  Francisco 
President-elect 

American  Medical  Association 


Jerome  A.  Urban,  M.D. 
Clinical  Assistant  Professor 
of  Surgery — Cornell  University 
Medical  College,  New  York, 
New  York 


Clifton  D.  Howe,  M.D. 
Head,  Department  of  Medicine 
Univ.  of  Texas  M.D.  Anderson 
Hasp.  & Tumor  Institute 
Houston,  Texas 


Justin  J.  Stein,  M.D. 
Professor  of  Radiology  and 
Chief 

Radiation  Therapy  Division 
UCLA  Center  for 
Health  Sciences 
Los  Angeles,  California 


A.  H.  Letton,  M.D. 

Atlanta,  Georgia 
Executive  Committee 
American  Cancer  Society 
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Colorado 

Dr.  W.  Walter  Wasson,  a prominent  radiologist, 
died  at  St.  Luke’s  Hospital,  Sunday,  April  14,  1968, 
aged  83  years,  8 months.  He  was  born  in  Chrisman, 
Illinois,  and  received  both  his  A.B.  and  M.D.  de- 
grees from  the  University  of  Colorado.  He  prac- 
ticed medicine  and  radiology  in  Boulder  between 
1910  and  1916  when  he  moved  to  Denver  and 
limited  himself  to  the  practice  of  radiology.  He 
was  a pioneer  in  the  development  of  the  short 
exposure  technic  for  diagnostic  x-ray  because  he 
realized  the  advantages  it  offered  in  radiographing 
children  and  very  ill  persons.  He  also  realized 
the  importance  of  the  radiologist’s  having  a com- 
prehensive knowledge  of  the  anatomy,  physiology 
and  pathology  if  he  was  to  interpret  the  films 
properly  for  the  referring  physician.  He  was  the 
author  of  many  medical  articles  on  radiologic 
subjects  covering  a wide  range  of  topics,  and  a 
book  on  the  pulmonary  circulation,  The  Auxiliary 
Heart.  A second  book.  The  Lung  and  Paranasal 
Sinuses,  was  completed  before  his  death  and  will 
appear  posthumously. 

Dr.  Wasson  was  the  originator,  foimder  and 
first  director  of  the  Selmene  Winter  Foundation 
and  its  successor,  the  Child  Research  Council,  at 
the  Colorado  General  Hospital  where  children 
were  followed  by  periodic  complete  physical  and 
x-ray  examinations  and  studies  from  birth  through 
to  adulthood.  Some  of  the  first  subjects  of  those 
investigations  are  the  parents  of  a second  genera- 
tion under  observation  at  the  same  institution. 
That  and  other  studies  made  by  Dr.  Wasson  and 
colleagues  contributed  substantially  to  the  concept 
that  the  normal  varies  considerably  in  different 
persons.  He  was  encouraged,  assisted  and  abetted 
in  his  work  both  at  the  Child  Research  Council 
and  later  in  private  practice  by  Dr.  James  J. 
Waring,  Dr.  W.  Wiley  Jones,  Dr.  T.  E.  Carmody, 
Dr.  G.  Walter  Holden,  and  his  associate  for  many 
years,  Dr.  John  S.  Bouslog,  as  well  as  by  many 
other  outstanding  physicians  throughout  Colorado 
and  the  United  States. 

In  1926,  Dr.  Wasson  was  awarded  the  Gold 
Medal  of  the  Radiological  Society  of  North  Amer- 
ica for  research  and  diagnosis  of  chest  diseases 
in  children,  and  in  1960,  he  received  the  Norlin 
Recognition  Medal  of  the  Associated  Alumni  of 
the  University  of  Colorado  in  recognition  of  having 
achieved  distinction  in  his  profession.  He  estab- 
lished the  x-ray  departments  of  St.  Anthony’s 
and  Children’s  Hospitals,  Denver,  and  for  many 


years  served  as  radiologist  to  both  and  on  the 
active,  associate  or  consulting  staff  of  St.  Luke’s, 
Presbyterian,  and  National  Jewish  Hospitals.  He 
was  a Fellow  of  the  American  Medical  Associa- 
tion, and  one  of  the  25  founders  of  and  a Fellow 
of  the  American  College  of  Radiology.  He  was 
Chancellor  of  that  College  1923-1931  and  1943-1947, 
and  Chairman  of  the  Section  of  Radiology  of  the 
American  Medical  Association,  1947-1948.  Dr.  Was- 
son was  a member  of  the  American  Medical  Asso- 
ciation, the  Denver  and  Colorado  Medical  Societies, 
the  American  Roentgen  Ray  Society,  the  American 
Medical  Editor’s  Association,  the  Clinical  and 
Pathological  Society,  the  Clinical  Review  Club, 
the  Medical  Science  Club,  Pi  Beta  Phi  and  Omega 
Upsilon  Phi  (medical)  fraternities,  the  Radiologi- 
cal Society  of  North  America  of  which  he  was 
president,  1941-1942,  and  the  Rocky  Mountain  Ra- 
diological Society. 

His  listing  in  Who’s  Who  shows  his  service  in 
many  capacities  to  the  organizations  to  which  he 
belonged.  Among  these  were:  coimsellor  for  the 
Western  District  of  the  Western  Roentgen  Ray 
Society  which  embraced  the  eight  states,  Arizona, 
Colorado,  Idaho,  Montana,  Nevada,  New  Mexico, 
Utah  and  Wyoming,  1919;  counsellor  Colorado, 
New  Mexico  and  Wyoming  of  the  Radiological 
Society  of  North  America,  1922-1923;  vice  presi- 
dent and  historian  of  the  American  College  of 
Radiology;  a member  of  the  Committee  on  Awards 
of  the  American  Medical  Association,  1929-30-31, 
1936-37;  editor  of  the  departments  of  Chest  Diag- 
nosis and  the  Respiratory  System  of  Radiology, 
and  a member  of  the  Medical  Economics  (1936- 
1937)  and  Medico-legal  (1942-1945)  committees 
of  the  Colorado  Medical  Society.  Before  moving 
to  his  picturesque  home  in  Rainbow  Hills  he  was 
a member  of  the  Denver  Country  and  University 
Clubs,  and  at  the  time  of  his  death,  of  Mt.  Vernon 
Country  Club. 

In  1908,  Walter  Wasson  married  Katherine  L. 
Crouch  of  Saguache,  a fellow  student  at  the  Uni- 
versity of  Colorado.  He  was  pitcher  on  the  Uni- 
versity of  Colorado  baseball  team,  and  during  the 
summer  vacations  he  played  professional  baseball. 

He  is  survived  by  his  widow;  twins,  Richard 
Van  Cleave,  Spokane,  and  Madolin  Layne  (Mrs. 
Richard)  Des  Jardins,  Denver;  five  grandchildren 
and  eleven  great  grandchildren. 

* H--  * * 

Dr.  Charles  B.  Dyde,  well-known  physician  and 
surgeon,  died  recently  at  Bonell  Retirement  Com- 
munity. He  was  almost  96. 

Dr.  Dyde  came  to  Greeley  in  1905  and  practiced 
there  until  he  retired. 

He  was  born  in  Ottawa,  Canada,  April  27,  1872, 
and  received  his  M.D.  degree  from  Queen’s  Univer- 
sity at  Kingston,  Ont.,  in  1897.  He  also  held  A.B. 
and  master  of  surgery  degrees  from  Queen’s  and 
received  the  degree  of  M.C.P.  and  S.  (Member  of 
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the  College  of  Physicians  and  Surgeons)  which 
was  conferred  by  examination  in  Ontario.  Follow- 
ing graduation  he  served  as  house  surgeon  at 
Kingston  General  Hospital  and  was  qualified  by 
examination  as  demonstrator  of  anatomy.  During 
this  period  he  took  postgraduate  work  at  Johns 
Hopkins  Hospital. 

He  opened  his  first  private  practice  in  Ottawa, 
then  came  to  the  United  States  in  1900,  where  he 
served  as  a country  doctor  at  Wood  River,  Neb., 
until  he  came  to  Greeley. 

He  married  Bessie  Yeomans  on  April  27,  1898. 
She  preceded  him  in  death. 

During  his  early  years  in  Greeley  he  was  county 
physician  and  was  in  complete  charge  of  the  Weld 
County  Hospital,  then  located  at  Island  Grove 
Park.  He  also  covered  all  county  cases  in  the 
country,  some  of  Which  required  two  days  of  trav- 
eling over  rough  wagon  trails. 

He  was  a charter  member  of  the  staff  of  the 
Weld  County  Hospital  and  served  with  the  late 
Drs.  N.  A.  Madler,  W.  E.  Thompson  and  E.  W. 
Knowles  in  performing  all  major  operations  at  the 
hospital  which  had  previously  had  no  staff  organ- 
ization. When  the  Weld  County  Hospital  and  the 
Greeley  Hospital  were  combined  the  staff  was 
continued  and  expanded,  and  Dr.  Dyde  served  as 
the  first  staff  secretary,  a position  he  held  for 
several  years.  He  served  as  chief  of  staff  in  1934-35. 

Dr.  Dyde  was  instrumental  in  the  establishment 
of  the  medical  library  at  the  coxinty  hospital, 
which  came  to  be  known  as  the  best  of  its  type 
in  northern  Colorado.  Through  the  years  Dr.  Dyde 
did  special  study  on  cardiovascular  diseases,  in- 
cluding work  at  Harvard  University,  in  London 
and  at  the  University  of  Edinburgh,  Scotland,  and 
the  Mayo  Clinic. 

He  was  appointed  to  the  Colorado  State  Board 
of  Medical  Examiners  by  governors  of  both  parties 
and  served  for  a dozen  years  prior  to  1928. 

In  recognition  of  his  record,  the  Weld  County 
Medical  Society  nominated  him  in  1948  for  the 
gold  medal  award  of  the  American  Medical  Asso- 
ciation for  “General  Practitioner  of  the  Year.” 

Dr.  Dyde  was  a member  of  Trinity  Episcopal 
Church,  the  Masonic  Orders,  and  the  Post  Gradu- 
ate Club  of  America. 

Survivors  include  two  daughters,  Mrs.  M.  E.  H. 
(Dorothy)  Smith  and  Miss  Marjorie  J.  Dyde,  both 
of  Greeley;  two  grandchildren,  Marc  E.  H.  Smith 
III  of  Helena,  Mont.,  and  Mrs.  Jackson  S.  (Carol) 
Pecaut  of  Sioux  City,  Iowa,  and  four  great-grand- 
daughters. 

# * * * 


Dr.  Robert  C.  Cook,  a veteran  physician  of  the 
Veterans  Administration,  died  in  Denver,  April 
14,  at  the  age  of  81.  He  retired  from  the  Veterans 
Administration  in  1954,  but  President  Eisenhower 
recalled  him  in  1956  to  serve  as  consultant  to  the 
Philippine  government.  Dr.  Cook  was  born  March 
28,  1887,  in  Bradley,  South  Dakota,  and  received 
his  education  at  the  University  of  Minnesota,  and 
Rush  School  of  Medicine.  He  served  part  of  his 
interne  work  at  the  Denver  County  Hospital  in 
1916,  following  which  he  served  in  World  War  I. 
Besides  numerous  national  societies,  he  was  a 
life  member  of  the  Denver  and  Colorado  Medical 
Societies.  He  had  specialized  in  pulmonary  diseases 
and  administrative  work. 

Dr.  Cook  is  survived  by  his  wife  Meta;  two 
daughters,  Mrs.  Norbert  L.  Anschuetz,  Washington, 
D.  C.,  and  Mrs.  George  McFetridge,  San  Jose, 
Calif.;  two  sons.  Dr.  William  R.  Cook,  Denver,  and 
Joseph  A.  Cook,  Washington,  D.  C.,  and  14  grand- 
children. 

* * ^ 

Utah 

Dr.  Henry  Carlos  Stranquist,  retired  Ogden 
physician,  died  April  5,  1968,  at  the  age  of  76. 

Dr.  Stranquist  had  been  active  in  Ogden  med- 
ical activities  since  the  early  1920’s  and  was  a 
founder  of  the  Ogden  Surgical  Society.  He  retired 
in  1965  after  43  years  of  medical  and  surgical 
practice  that  began  in  Manti,  Utah,  in  1922.  He 
moved  to  Ogden  later  that  same  year  and  had 
practiced  there  since  that  time. 

He  was  born  June  3,  1891,  the  son  of  Lars  O. 
and  Anne  M.  Stranquist.  He  married  Veda  Cooper 
on  June  29,  1916,  in  the  Salt  Lake  L.D.S.  Temple. 
He  graduated  from  the  University  of  Utah  and  the 
University  of  Pennsylvania  Medical  School. 

Dr.  Stranquist  had  served  as  past  president 
of  the  Ogden  Surgical  Society,  the  Ogden  Rotary 
Club,  and  the  Weber  County  Medical  Society.  He 
was  a member  of  the  Utah  State  Medical  Associa- 
tion, the  Greater  Ogden  Chamber  of  Commerce, 
and  the  Ogden  Golf  and  Country  Club.  He  also 
had  served  as  a medical  officer  in  the  Utah  Na- 
tional Guard. 

He  is  survived  by  his  widow,  four  daughters, 
Mrs.  Harmon  (Gwen)  Williams,  Mrs.  Richard  K. 
(Shirley)  Hemingway,  Mrs.  John  (Anna)  Chain, 
Mrs.  Jewel  D.  (Ruth)  Roberts,  15  grandchildren, 
and  a brother.  Dr.  E.  A.  Stranquist,  St.  Louis, 
Missouri. 
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Discriminating  Doctors 
everywhere  specify 
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Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  In  soon— or  phone  and  our  representative  will  call 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Cond«,  M.D. 

Cilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Do  your 
present 

office  facilities 
give  you  everything 
you  want, 

Doctor? 


If  Updating  Your  Housing  Would 
Be  Helpful  to  Your  Practice, 

Then  It’s  Time  to  Think  About  . . . 


Talk  to 


Franklin 
Medical  Center 

2045  FRANKLIN  STREET 
DENVER,  COLORADO  80205 

DEL  ARMSTRONG,  Resident  Manager 
PHONE  297-5458 
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A part  of  all  you  earn 

is  yours  to  keep  . . . 

Are  you  keeping  enough  of  what  you  earn  in 
your  practice?  . . . Are  you  really  sure?  That’s 
one  of  the  important  questions  an  expert  counselor 
from  Professional  Management  Midwest  can  help 
you  answer. 

Your  PMM  representative  has  over  22  years 
accumulation  of  statistical  data  and  sound  solu- 
tions to  practice  management  problems  at  his 
disposal.  He’s  enthusiastic  about  his  career.  He 
has  one  thing  on  his  mind — “How  can  I help  my 
clients  make  their  practice  more  enjoyable  and 
profitable.” 

He  knows  how  to  identify  problem  areas  in  your 
practice,  and  how  to  help  you  solve  them.  He  can 
show  you  how  to  make  the  operation  of  your 
practice  more  profitable  and  how  to  realize  the 
maximum  growth  from  your  investments. 

Let  him  show  you  how.  Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  23th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  3-6-9-68 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

% 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  chCneso  voigt  jr 

1830  CURTIS  DENVER  534-4257 
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What  will  you  use  in  place  of  money 

when  you’re  sick  or  hurt  and 
your  income  stops? 


Doctors  get  sick,  too.  When  vour  turn  comes,  will  your 
family  have  the  necessary  cash  to  meet  everyday  living 
expenses?  Will  they  have  the  necessary  funds  to  keep 
your  practice  going  until  you  are  back  on  your  feet 
again? 

Protect  your  income  now  with  the  Colorado  Medical 
Society's  low-cost  Disability  income  Plan. 

PAYS  up  to  $800.00  o month  when  you're  sick  or  hurt 
and  can't  work. 

For  full  details,  complete  the  coupon  below  and  mall 
it  today! 


Have  you  discovered  MiDIPHONE? 

It's  Mutual  of  Omaha's  new  service  that  can  save  you 
time  and  money.  Now,  to  furnish  Mutual  of  Omaha 
the  information  necessary  to  qualify  an  applicant  for 
insurance,  you  simply  dictate  the  information  requested 
into  your  telephone,  relieving  you  and  your  staff  of 
burdensome,  time-consuming  work.  To  use  Mediphone, 
call  402 — 342-7530  collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered  how  helpful  Mediphone 
can  be  in  cutting  down  on  paper  work.  Find  out  how 
Mediphone  can  help  you.  Send  for  a free  pamphlet 
on  Mediphone  today. 


IVIutuol^^ 

s^mflhaSL/ 

The  Gompami  that  pays 


I Vineenf  Anderson  Agency 
j Mutual  of  Omaha 

I 2nd  Floor,  Railway  Exchange  Bldg. 

I Denver,  Colo.  80202 

I Please  rush  me  full  details  on  the  Society's  Disability  Income  Plan  plus 
I my  free  copy  of  the  pamphlet  describing  the  advantages  of  Mediphone. 


Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE:  OMAHA,  NEBRASKA 

7-1068-1-469 


I Name 

I Address 

I 

I City State Zip. 


PREMIUM 

QUALITY 


AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


MEDICAL,  DIRECTOR— for  Children  and  Youth  Project.  South- 
Central  Colorado.  Headquarters — ^Trinidad  or  Walsenburg, 
Colorado.  Salary  $20,000.  Position  is  under  State  Civil  Service 
and  requires  M.D.  and  eligibility  for  licensure  in  Colorado. 
Contact  Dalton  Roberts,  Administrative  Officer,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  668-4-2B 


OPPORTUNITY:  General  Practitioner,  General  Surgeon, 

Pediatrician  and  Internist,  well  established  group,  six 
doctors  with  rapidly  expanding  practice.  Modem  clinic,  com- 
plete X-ray  and  Laboratory  facilities.  Immediate  access  to 
accredited  hospital.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada  89015.  Area  Code  702,  tele- 
phone 565-8701.  668-2-3B 


YOUNG,  enthusiastic  business  manager  desires  to  locate  in 
Colorado  seeking  position  in  clinical  or  hospital  administra- 
tion. Age  32.  Present  SVa  years  Business  Manager  of  Five 
Doctor  Clinic.  Purchasing,  Personnel,  Accounting,  Full  Man- 
agement. Contact  J.  B.  Parker,  4102  Kingston,  Corpus  Christi, 
Texas  78411.  668-5-lB 


DERMATOLOGIST,  NEUROSURGEON,  OPHTHALMOLOGIST 
and  others  to  join  a 30  man  well  established  group  in  their 
New  Addition  to  the  Cherry  HUls-Medical  Arts  Building,  3535 
So.  Lafayette,  Englewood,  Colorado.  Minutes  from  two  fine 
hospitals  and  the  New  Englewood  Shopping  Center.  Approxi- 
mately 3000  sq.  ft.  available  June  15,  1968.  CaU  (303  ) 825-2279 
or  985-1909  eves,  or  write  Neil  Richardson,  800  W.  9th  Ave., 
Denver.  Colorado  80204.  668-6-lB 


DENVER— TWO  INTERNISTS  with  active  practice  interested 
in  finding  3rd  associate.  Please  contact:  Dr.  Isadore  Katz, 
388-5333.  668-7-1 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  hunting.  Newly  completed  addition  to 
exceUent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  Will  exchange  references.  Contact  H.  W.  Roth, 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


PHYSICIAN  NEEDED  for  Medical  FacUity  in  a resort  area 
on  the  Colorado  River.  Must  have  Nevada  license  or  be 
able  to  conform.  Ideal  location  for  semi-retired  physician. 
Monthly  salary.  Contact  North  Las  Vegas  Hospital,  Inc.,  1401 
E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada  89030. 

468-8-4B 


TUCSON— INTERNAL  MEDICINE  RESIDENCY— Newly  ap- 
proved 3-year  program;  402-bed  GM&S  Hospital  of  which  241 
are  assigned  to  Medical  Service;  affiliation  for  pediatric  and 
female  medicine  at  Davis-Monthan  AFB  Hospital,  Tucson; 
affiliation  with  the  new  University  of  Arizona  College  of 
Medicine  whose  faculty  is  responsible  for  supervision  of  the 
program  and  consultation  in  the  subspecialties;  active  research 
service,  full-time  staff  of  11  board  certified  internists;  ECFMG 
certificate  required  of  foreign  ^aduates  not  engaged  in  Ex- 
change Visitors  Program.  Salaries:  First  year,  $4830;  second 
year,  $5730.  Contact  Chief,  Medical  Service,  VA  Hospital, 
Tucson,  Arizona  85713.  Equal  Opportunity  Employer. 

668-1-lB 


OPENING  FOR  TWO  INTERNISTS  OR  GENERAL  PRAC- 
TITIONERS to  serve  on  medical  service  of  133-bed  GM&S 
Hospital.  Salary  based  on  qualifications;  excellent  fringe 
benefits.  Licensure  in  any  State  of  the  United  States  is  re- 
quired. Inquire:  Chief  of  Staff,  VA  Center,  2360  E.  Persh- 
ing Blvd.,  Cheyenne,  Wyoming  82001,  an  equal  opportunity 
employer.  568-7-2B 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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USED  G.K.  X-RAY  MACHINE.  Model  #R-39,  100  milliampere, 
self  rectifier  unit.  Height  from  floor  to  top  of  machine 
eighty  inches,  includes  darkroom  accessories.  For  information 
call,  Mr.  Lehr,  Cherrelyn  Manor  Nursing  Home,  5555  South 
Elati,  Littleton,  Colorado.  798-8686.  668-3-lB 


NORTHGLEINN,  COLORADO.  This  is  the  only  exclusive 
medical-dental  building  in  this  25,000  community.  At  present 
2 a.P.’s,  a surgeon,  an  obstetrician,  and  a dentist.  Splendid 
opportunity  for  another  G.P.  and  other  subspecialties.  Call 
466-1718.  167-3-TFB 


BOULDEIR,  COLORADO — excellent  family  practice  for  sale. 

College  town,  50,000,  at  base  of  mountains.  30  miles  from 
Denver.  Ideal  community.  Leaving  for  Peace  Corps  July, 
1968.  H.  Rinier,  MD,  385  Broadway,  Boulder,  Colorado  80302. 

568-3-3 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  / fMM\  | Telephone 

Denver  80202  534-8714 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 


DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


LIVING  ON  TOP  OF  THE  WORLD 

at  8600  feet,  19  miles  west  of  Boulder  in  the 
Colorado  Rockies.  From  the  living  room 
picture  window  a magnificent  view  of  moun- 
tains, forests,  lake  and  the  plains  3400  feet 
below.  A year  around  home,  summer  lodge, 
or  a retreat  owned  with  several  friends 
where  you,  wife  and  children  may  enjoy  the 
big  sky  with  no  pollution.  Private  fishing 
and  miles  of  national  forest  bordering  the 
west  boundary.  For  the  horseman  — stables, 
tack  room  and  pasture.  Privacy,  rugged 
beauty,  summer  and  winter  recreation  only 
70  minutes  from  Denver,  35  minutes  from 
Boulder.  Many  other  choice  building  sites. 
Call  Fred  Engleman  of  Faith  Realty  at 
444-0700  or  442-6759  evenings. 

Faith  Realty  and  Development  Co. 

1696  30th  Street 
BOULDER,  COLORADO  80302 


You 

Can 

Order 

REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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GEO.  BERBERT  & SONS,  INC. 

1717  LOGAN  STREET,  DENVER,  COLORADO  80203 
TELEPHONE  255-0408 
1903-1968  — - Our  65th  Anniversary 
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True  Drug  Failure.., 

How  often  does  it  occui 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


76.6%  to  100% 


Range  of  Initial  Cures 


after  one  course  of  treatment 


04.7%  to  100% 


Range  of  Final  Cures 

after  retreatment  of  refractory  conditions  in  women  and 
treatment  of  their  husbands  when  indicated 


Final  Cure  Rate 

Average  of  final  cure  rates  reported  in  60  studies 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tond 
Gastrointestinal  disturbances,  flushing  and  ha 
ache  sometimes  occur,  especially  with  concJ 
itant  ingestion  of  alcohol.  The  taste  of  alcohl 
beverages  may  be  altered.  Other  effects,  alll 
ported  in  an  incidence  of  less  than  1 per  cent,  | 
diarrhea,  dizziness,  vaginal  dryness  and  bumj 
dry  mouth,  rash,  urticaria,  gastritis,  drowsir 
insomnia,  pruritus,  sore  tongue,  darkened 
anorexia,  vomiting,  epigastric  distress,  dysr 
depression,  vertigo,  incoordination,  ataxia, 


WYOMING  ISSUE 


Rocky 

Mountain 


liibraiy 

K.va'iss*  ^ . 

Medical 

Philadelphia.  Rannsylvania  19103 

Journal 

/ 96S 

Volume  65  • Number 

COLORADO  • MONTANA  • NEVADA  • NEW  MEXICO'  • UTAH  • WYOMING 


COltfGE  QF  phVp  ® 


‘ J 

Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodio  examination  of  the  biood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergio  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
er^hematosus,. erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembiing 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseais®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFDBROMDPHTHALEIN  INJECTIDN,  USP 

(50  mg.  per  ml.) 


.ROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


F^ON.  WESTCOTT  & DUNNING,  INC 

( BSPOS ) BALTIMORE,  MARYLAND  21201 
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Title  Registered  U.  S.  Patent  Office 
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For  this  third  annual  Wyoming  Issue  of  the  Rocky  Mountain  Medical  Journal  the  doctors 
of  Wyoming  salute  Laramie  on  its  100th  anniversary.  By  a happy  coincidence,  the  current 
President  of  our  Society,  Dr.  Laurence  Greene,  makes  his  home  in  Laramie. 

The  accompanying  cut  depicts  Fort  Sanders,  established  in  1866  and  located  three  miles 
south  of  Laramie.  The  fort  was  originally  named  Fort  John  Buford  but  subsequently  re- 
named in  honor  of  William  P.  Sanders,  Captain  in  the  2nd  U.  S.  Cavalry  and  later  Brig.  Gen- 
eral of  the  Volunteers. 

Fort  Sanders  was  originally  established  to  provide  protection  for  the  Denver  and  Salt 
Lake  Stageline  and  the  emigrant  trains  passing  over  the  Oregon  Trail.  In  addition,  it,  along 
with  other  forts  such  as  Russell  and  Steele,  were  established  to  protect  the  Union  Pacific  con- 
struction crews  from  the  Indians. 

The  Union  Pacific  was  completed  to  the  point  of  the  Fort  in  May  of  1868  and  then  com- 
pleted into  Laramie  on  May  10th  of  the  same  year.  The  Fort  was  deactivated  in  1890  when 
the  government  decided  the  Indian  threats  were  over. 

With  this  brief  history,  we  salute  Laramie,  the  home  of  the  University  of  Wyoming,  on 
its  100th  birthday. 


Francis  A.  Barrett,  MD* 

♦Wyoming  Editor 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bjj  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) ..110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis.  : 
Precautions:  Anemia  is  a manifestation  that  requires  appropriw 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequi|‘ 
vitamin  Bi?  therapy  may  result  in  hematologic  remission  but  nld 
rological  progression.  Adequate  doses  of  vitamin  B12  (parenteW 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  |l^ 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistante 
may  develop  in  some  cases  of  pernicious  anemia  to  the  poten** 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If  resr 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-cal» 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  r(fj 
men  fits  all  cases,  and  the  status  of  the  patient  observed^' 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  PerioW 


You  can  treat  combined 
deficiencies  with 


Tnnsicon 

—the  multifactor  hematinic 


;inical  and  laboratory  studies  are  considered  essential  and  are 
Lcommended. 

Inverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
jloduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
l-ition.  Reducing  the  dose  and  administering  it  with  meals  will 
linimize  these  effects. 

I In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
billowed  oral  administration  of  liver-stomach  material.  Instances 
I apparent  allergic  sensitization  have  also  been  reported  after 
iSal  administration  of  folic  acid. 

'.^sage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
r andard  response  in  the  average  uncomplicated  case  of  perni- 
?Dus  anemia.) 

I>w  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
Ijtrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032B6bi 

L 


% 

% 

% 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 


University  of  Colorado  School  of  Medicine 
Postgraduate  Medical  Education 


Denver,  Colorado 
July  21-27,  1968 
Sunday,  July  21, 1968 

Alcohol  and  Drug  Abuse  Problems  for  the 
General  Practitioner 

This  one-day  seminar  will  be  held  in  the  Cen- 
tury Room  of  the  Cosmopolitan  Hotel  on  Sunday, 
July  21,  1968,  immediately  preceding  the  Four- 
teenth Annual  General  Practice  Review  postgradu- 
ate course  to  be  held  at  the  Humphreys  Postgradu- 
ate Center  of  the  University  of  Colorado  School  of 
Medicine. 

General  Practice  Review 

Humphreys  Postgraduate  Center 
Denison  Auditorium 

Monday,  July  22, 1968 
Medicine 

Tuesday,  July  23, 1968 
Pediatrics 

Wednesday,  July  24, 1968 
Dermatology 

Thursday,  July  25,  1968 
Surgery 

Friday , July  26, 1968 
Obstetrics  and  Gynecology 

Saturday,  July  27, 1968 
Trauma 

For  further  information  and  a detailed  pro- 
gram, write  to:  The  Office  of  Postgraduate  Medi- 
cal Education,  Box  2736,  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth  Avenue,  Den- 
ver, Colorado  80220. 

15th  Western  Cardiac  Conference 

University  of  Colorado  Medical  Center 
Denver,  Colorado 
October  9-11,  1968 

Altitude  and  Sports  Medicine 
Congenital  Heart  Disease 
Current  Problems  in  Coronary  Care 
Auscultation  and  Arrhythmias 
Cardiac  Surgery 

For  further  information  write: 

COLORADO  HEART  ASSOCIATION 
1375  Delaware  Street 
Denver,  Colorado  80204 
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St.  Joseph  Hospital  Annual  Clinic 

Denver,  Colorado 
November  1-2,  1968 

Wyoming  State  Medical  Society 
Annual  Meeting: 

Jackson  Lake  Lodge 

Grand  Teton  National  Park,  Wyoming 

August  27-30,  1968 

Montana  Medical  Association 
90th  Annual  Meeting 

Shrine  Auditorium,  Billings,  Montana 
September  11-13,  1968 

American  College  of  Physicians 
Montana-Wyoming  Region 

Butte,  Montana,  October  5,  1968 

Mountain  States  Regional  Medical  Programs. 
Intensive  Coronary  Care:  A Symposium  for 
Physicians 

University  of  Montana,  Missoula 
October  7-10,  1968 

Montana  Division,  American  Cancer  Society 
Annual  Meeting 

Northern  Hotel,  Billings,  Montana 
October  11-12,  1968 

Montana  Medical  Association 
22nd  Interim  Session 

Holiday  Motel,  Helena,  Montana 
April  11-12,  1969 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

’ (RosenthdO 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  In  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  he  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  eost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBiNG  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Incliciiiioiis:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhoods  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  .stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin,  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Picture  of 
torticollis 


treated  with 
Parafon  Forte^TABiEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 

I restore  mobility. . . stop  pain-spasm  feedback 

I 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
, gastric  mucosa  so  often  associated  with  salicylate 
; therapy® 

j 

i and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
j 6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^... but  not  likely  to  have 
I the  central  effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1,  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  aL:  Gastroenterology  44:146,  1963.  4,  Berman,  H.  H.,  et  al.i  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
1964. 


( McNEIL ) 


*U.S  PATENT  NO. 


MONEIL  LABORATORIES,  INC  , FORT  WASHINGTON,  P*. 


|i|%A  peptic 
1 1 1^7  ulcer: 

antacid 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  p/us  simethicone 

"will  It  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  It  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

JH£  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
^ CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


p IS  GREATEST  IN  THE  MONTHS: 
JAmmY^FEBRmRYrnti  MAY- JUNE. 
m OVERWEIGHT  PK)PLE  rrmr— -i 
ARE  LEAST 
INTERESTED 

«N  DIET  IN  WTTT^, 

DECEMBER 


l^Cbst  of 

AMBAR  EXra^TABS 

IS  APPROXIMATELY  i 
V ONE-HALF  THAT  OF  1 
\ OTHER  LEADING  \ 
^ \ APPETITES  ' 
^....^SUPPRESSANTS.  ' 

AN  mPORTANT  mCTOR . 
IN  LQNG-7&»^  TmHAPY! 


AMBAR'2 


BRIEF  SUMMARY/Indications;  Ambar 
® suppresses  appetite  and  helps  offset  emo- 


One  Ambar  Extentab  before  breakfast  can 

help  control  most  patients’  appetite  for  up  I'll'  'N  I’  I ’A  XD  O' 

to  12  hours.  Methamphetamine,  the  appe-  X X_/JLN  XxvJJ  O tional  reactions  to  dieting.  Contraindica- 

tite  suppressant,  gently  elevates  mood  and  ™henobart1tar64^8^^*  (i  tions:  Hypersensitivity  to  barbiturates  or 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming).  sympathomimetics;  patients  with  advanced 
barbital,  the  sedative  in  Ambar,  controls  irritability  and  renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 


anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


tion  in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  H.  robins  company, 

RICHMOND,  VA.  23220  ^ *■  J 


New 


Tegretol 

carbamazepine 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivia!  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.i.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 
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laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat- 
ment with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythema 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effectsl 
are  drug-related  is  not  known.  However,  some  of  these  complications  have| 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  shouid  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  fhe  first  day.  Thereafter,  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  and 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  1 00  and  1 000.  (B)46-820-A 

For  complete  details,  piease  see  Prescribing  Information. 
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OMNI-TUSS*  b.i.d. 


. . • because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  {6-\2years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  6 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  non  irritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications;  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 
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Robert  H.  Lofgren,  M.D. 

Associate  Surgeon,  Massachusetts  Eye  and  Ear  infirmary,  Boston,  Massachusetts 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thicl; 
glue-like  fluid  causes  immobility  of  both  the  ova 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  rht 
interpretation  of  screening  audiograms  very  difficult 


There  is  no  single  cause  for  serous  otitis.  One  fac 
tor  always  present  is  blockage  of  the  eustachiarj 
tube,  but  this  alone  is  not  enough  to  produce  fluid 
There  must  also  be  an  inflammatory  reaction.  Block 
age  of  the  eustachian  tube  may  be  caused  by  mam 
conditions.  In  children  the  most  common  cause  iii 
enlarged  adenoids.  In  the  summer  the  next  mos: 
common  cause  is  allergy.  Upper  respiratory  infec 
tions  or  influenza  are  common  causes  in  the  winter,  ^ 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sepi 
tal  deformity  and  cleft  palate  can  all  cause  eustajj^ 
chian  tube  obstruction.  Some  children  may  have 
congenitally  small  eustachian  tube,  but  fortunate!;: 
they  usually  "grow  out  of  the  problem.” 
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he  first  sign  of  a nasopharyngeal  tumor  is  often  I 
serous  otitis.  One  must  always  rule  this  out  in  am  • 
adult  who  later  in  life  develops  repeated  or  persis  t 
ing  serous  otitis.  Causes  sometimes  overlooked  ar 
nasogastric  tubes  after  surgery,  simple  obesity  an 
cardiorenal  disease,  which  may  produce  congestio' 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re- 
cent years  we  have  been  seeing  a new  cause— acut  * 
otitis  media,  where  the  patient  is  adequately  treate 
with  antibiotics  but  where  drainage  has  not  bee 


stablished  either  through  the  eardrum  or  down  the 
ustachian  tube.  A sterile  exudate  is  left  in  the  mid- 
lie ear. 

rhe  inflammatory  response  may  be  caused  by  a 
narked  negative  pressure  as  in  air  otitis  from  flying, 
ir  it  may  be  from  a mild  bacterial  or  viral  infection 
n the  middle  ear.  Serous  fluid  is  a good  culture 
nedium  and  will  frequently  go  on  to  purulent  otitis 
nedia,  especially  if  the  original  blockage  was  caused 
)y  an  infectious  process  such  as  acute  rhinitis  or 
denoiditis.  When  the  infection  heals  there  may  be 
carring  in  the  middle  ear  mucosa.  Mucous  glands 
levelop  in  this  tissue  and  pour  out  a thick  mucoid 
naterial.  This  ear  usually  looks  normal  until  a 
■meumatic  otoscope  is  used.  The  objectives  in  treat- 
ng  serous  otitis  are  to  remove  the  obstructing  agent 
.nd  to  provide  drainage  from  the  middle  ear.  Often 
his  can  be  accomplished  by  decongestants  and  nose 
jrops.  If  large  obstructing  adenoids  are  present  they 
hould  be  removed.  Sinusitis  should  be  treated  with 
iral  decongestants  or  nose  drops,  plus  antibiotics 
vhere  indicated.  Nasopharyngeal  tumors  should  be 
treated.  Allergies  should  be  treated  with  antihista- 
jnines  and,  where  indicated,  by  desensitization. 

I 

;f  the  fluid  does  not  clear  with  medical  treatment 
,\vithin  a week  or  two,  a myringotomy  should  be 
done.  If  there  is  a question  of  active  infection  or  if 
:he  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
De  done  in  the  office  without  anesthesia.  It  is  no 
more  painful  than  an  intravenous  needle  for  a blood 
test.  A good  safe  topical  anesthetic  has  a tremen- 
dous psychological  value  to  the  patient.  Children 
Under  the  age  of  1 require  no  anesthesia.  Between 
the  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
sential although  a general  anesthetic  may  be  used  to 
avoid  the  child’s  possible  mistrust  at  follow-up  ex- 
aminations. I usually  do  the  myringotomy  at  the 
'same  time  as  the  adenoidectomy  if  the  adenoids  are 
■'enlarged.  Once  drainage  has  been  established  with 
decongestants  or  by  myringotomy,  positive  pressure 
inflation  of  the  middle  ear  is  invaluable  in  forcing 
Dut  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINICSYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  1/2  tsp-i  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na^  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’ 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 
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See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


|)nce  a day,  every  day 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 
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ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses):  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  In  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease:  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — PargyWne:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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Each  Pulvule®  contaitis  65  rag.  propoxyphene  hydr 
227  mg.  aspirin,  162  mg.  phenacetin,  aE«d%2.4  mg.  caffeine 
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A HERE  ARE  MANY  illnesses  these  days  both 
physical  and  mental.  There  is  one  great  sick- 
ness among  (I  hope  a minority)  our  youth 
which  is  sweeping  the  campus  of  colleges 
today.  This  is  the  desire  to  make  changes  by 

physical  force.  Why  is 
this  happening?  Why 
are  there  always  a few 
non-students  present 
with  these  groups? 
Who  are  these  rabble  rousers  and  what  do 
they  stand  for?  What  is  their  goal?  I am  sure 
we  as  physicians  are  certainly  aware  of  these 
problems. 

This  minority  of  our  youth  that  I speak 
of  have  obviously  rejected  our  culture,  but 
as  yet  have  not  come  up  with  a reasonable 
substitute.  The  only  thing  they  have  done 
has  been  to  plan  many  days  of  disruption  and 
violence  on  campuses  and  have  made  a game 
of  trying  to  force  change.  People  sit  back 
and  do  not  realize  what  a danger  this  can  be 
to  our  society,  and  the  young  people  do  not 
realize  that  this  type  of  agitation  will  damage 
their  rights  to  have  their  criticism  heard. 

Three  years  ago  President  Nathan  Pusey 
of  Harvard  University  observed  in  a speech: 
“Against  the  background  of  the  disturbances 
and  demonstrations  that  rocked  so  many 
campuses  this  year,  what  I have  wanted  to 
say  is  that,  if  the  fruits  of  college  education 
are  apathy,  indifference,  and  self- justifying 
lack  of  concern,  surely  something  has  gone 
wrong.  (This  was  an  especial  danger  of  my 
generation.)  But  something  more  is  wrong 
if  the  alternative  which  presents  itself  is 
self-righteous,  destructive  action  motivated 
by  personal  aggrandizement  or  hostility,  or 
even  by  sullen  discontent.  There  must  be 
something  better  than  these  alternatives  and, 
of  course,  there  is.” 

Today  Pusey ’s  remarks  are  even  more 
apropos.  In  the  wake  of  Columbia  Univer- 
sity’s upheaval,  sparked  by  the  Students  for 
a Democratic  Society  and  their  leader — the 
Cuba-loving  and  Castro-idolizing  Mark  Rudd 


Children  of 
Demetrius 


— one  wonders  how  a small  minority  of  the 
most  articulate,  sensitive  and  enterprising 
college  students  in  history  can  be  so  seem- 
ingly unaware  of  the  inevitable  consequences 
of  their  technics.  Observing  the  rash  of  stu- 
dent demands  on  campuses  throughout  the 
nation,  a person  is  compelled  to  make  an 
analogy. 

Hundreds  of  years  ago  in  an  ancient  city, 
there  lived  a ruler  by  the  name  of  Demetrius. 
Despondent  over  his  lack  of  positive  contri- 
butions to  civilization,  he  determined  to  make 
a name  for  himself  in  history  anyway.  He 
did  this  by  burning  his  entire  city.  Thus 
he  was  remembered,  and  received  contem- 
porary notice,  for  his  act  of  violence.  It 
seems  to  me  that  on  campuses  today  there 
may  be  too  many  complacent  and  irrespon- 
sible “children  of  Demetrius.” 

L.  W.  Greene,  Jr.,  MD,  President, 

Wyoming  State  Medical  Society 


-t  erhaps  my  experiences  of  some  fifteen 
years  dealing  with  “altitude  sickness”  of 
tourists  in  the  Big  Horn  Basin  of  Wyoming 

will  be  of  interest 
and  will  stimu- 
1 a t e discussion. 
My  home,  Wor- 
1 a n d,  Wyoming, 
is  at  an  altitude  of  4,100  feet  and  is  approxi- 
mately 50  miles  west  of  Powder  River  Pass 
on  the  top  of  the  Big  Horn  Mountains.  This 
pass,  on  US  Highway  16,  is  9,666  feet  high. 


Altitude  Sickness’'* 
In  Tourists 


A typical  patient  with  “altitude  sickness” 
paints  this  picture.  He  is  male,  in  his  forties, 
without  previous  major  illness.  He  is  from 
the  Midwest  and  lives  in  an  area  which  is 
below  500  feet.  Together  with  his  family,  he 
has  crossed,  or  is  on,  the  pass.  They  have 
stopped  to  explore  the  area,  climbing  up  and 
down  several  steep  grades.  Suddenly,  he  is 
out  of  breath  and  can’t  regain  it;  he  becomes 
pale,  clammy,  shaky,  and  in  obvious  distress. 
He  is  brought  to  the  hospital  by  ambulance. 
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or  by  his  wife,  and  we  are  called  to  treat 
a “probable  heart  attack.” 

On  examination,  this  forty-plus,  usually 
slightly  overweight  male,  is  found  to  be 
perspiring,  hyperventilating,  frightened,  and 
complaining  of  chest  pain.  The  latter  on  close 
questioning,  turns  out  to  be  more  cardiac 
awareness  than  true  pain.  A chest  roentgen 
study,  CBC,  SGOT,  EKG  are  all  within 
normal  limits. 

He  is  hospitalized.  Serial  SGOT,  EKG, 
and  WBC  all  remain  within  normal  limits. 
He  has  been  on  intra-nasal  oxygen  since  ad- 
mission. Twenty-four  to  thirty-six  hours  after 
admission,  he  feels  fine  and  insists  on  his 
release.  He  continues  his  vacation,  presum- 
ably. We  never  hear  from,  or  about,  him 
again. 

I believe  that  this  is  a psychosomatic  ill- 
ness. Our  hypothetical  patient  has  learned, 
subconsciously,  that  with  a given  amount  of 
exertion  in  his  home  environment,  he  can 


expect  a certain  reduction  of  his  cardiac  and 
respiratory  rate  in  a given  amount  of  time. 
At  9,000  to  10,000  feet  elevation  the  oxygen 
concentration  is  not  extremely  low,  but  it  is 
still  significantly  less  than  at  sea  level.  Con- 
sequently, when  our  patient  exerts  himself 
at  this  altitude  and  does  not  experience  (to 
him)  a normally  rapid  return  to  (his) 
normal,  he  panics,  and  develops  an  acute 
anxiety  reaction.  This  is  to  a large  degree, 
self  perpetuating,  until  adequate  super- 
oxygenation is  established,  together  with  ade- 
quate rest,  and  most  important  of  all,  re- 
assurance. We  have  found,  in  addition,  that 
an  intramuscular  injection  of  a moderately 
strong  tranquilizer  is  of  considerable  help. 

I would  appreciate  comments  from  other 
physicians  practicing  in  the  Rocky  Moun- 
tain area  to  see  if  they  concur  with  this 
evaluation  of  “altitude  sickness.” 

John  M.  Froyd, 

Worland,  Wyo. 


AIVNOUNCEMENT 

JANE  NUGENT  COCHEMS  COMPETITION 

The  University  of  Colorado  School  of  Medicine  announces  the  Seventh  Annual  Cochems 
Competition,  funds  for  which  were  provided  in  the  will  of  the  late  Mrs.  Jane  Nugent  Cochems. 
A prize  of  $2500  will  be  awarded  to  the  author  of  the  best  paper  in  the  field  of  “Thrombo- 
phlebitis and  Basic  Vascular  Problems.”  Basic  vascular  problems  under  consideration  in  this 
instance  should  be  concerned  with  the  underlying  mechanisms  or  processes  of  vascular  disease, 
particularly  those  associated  with  thrombosis,  but  not  necessarily  restricted  to  it. 

The  competition  is  open  to  all  persons  holding  the  doctorate  degree  and  entries  must  be 
received  in  triplicate,  including  all  charts,  illustrations  and  photographs,  on  or  before  Novem- 
ber 15,  1968.  For  income  tax  reasons,  eligibility  is  limited  to  those  physicians  who  are  subject 
to  U.  S.  income  tax  regulations. 

Papers  submitted  in  the  competition  may  not  be  published  until  after  the  winner  has  been 
announced  early  in  1969.  At  that  time,  the  winning  paper  and  all  others  may  be  published 
at  the  discretion  of  individual  authors.  It  should  be  noted,  however,  that  sponsors  and  judges 
of  the  competition  will  not  assume  any  responsibility  for  submitting  manuscripts  for  publica- 
tion nor  for  any  costs  incident  thereto.  The  winning  paper,  if  published,  must  carry  the  des- 
ignation, “Awarded  the  Jane  Nugent  Cochems  Prize.”  , 

No  entry  blank  or  application  form  is  required.  There  are  no  restrictive  rules  regarding 
length  or  format  of  the  manuscript,  joint  authorship,  or  inclusion  of  such  materials  as  pictures, 
charts,  figures,  etc.  It  is  not  required  that  the  piper  include  results  of  original  experimental 
work,  nor  that  it  be  based  on  personal  clinical  experience.  All  manuscripts  must  be  typed 
with  double  spacing  and  each  copy  together  with  accompanying  illustrations,  etc.,  must  be 
submitted  in  a folder  or  cover.  On  request,  the  original  copy  of  the  manuscript  will  be  re- 
turned if  accompanied  by  a stamped,  addressed  envelope.  Papers  will  be  judged  on  originality, 
content,  clarity,  and  critical  value. 

Inquiries  regarding  the  competition  and  all  manuscripts  should  be  submitted  to  Dr.  John 
J.  Conger,  Vice  President  for  Medical  Affairs  and  Dean,  School  of  Medicine,  University  of 
Colorado  Medical  Center,  4200  E.  Ninth  Avenue,  Denver,  Colorado  80220. 
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Torsion  of  the  testicle  in  the  newborn 


Donald  F.  Mahnke,  MD,  Casper 


The  inevitable  consequence  of  delay 
in  recognition  or  treatment  of  torsion 
of  the  testicle  in  the  newborn  is  serious. 


In  the  newborn  infant  torsion  of  the  testi- 
cle with  its  subsequent  necrosis  is  an  ex- 
tremely rare  condition.  Frederick,  et  aP  in 
1967  reported,  from  review  of  the  literature, 
22  cases  in  children  under  the  age  of  24  hours. 
Two  additional  cases  follow,  with  a comment 
on  therapy  and  outcome. 

CASE  REPORTS 

Case  1.  A full  term  white  male  was  delivered 
by  caesarean  section.  The  pregnancy  had  been  un- 
complicated in  all  aspects,  and  indication  for  sec- 
tion was  two  previous  caesarean  sections.  The 
infant  was  thoroughly  inspected  by  the  pedia- 
trician at  the  time  of  delivery,  and  he  was  found 
to  be  completely  normal  in  every  aspect,  includ- 
ing the  testicle  and  scrotum  at  that  time.  During 
the  night  of  delivery  the  nursing  personnel  noted 
some  swelling  and  blueness  in  the  scrotum,  but 
the  physician  was  not  notified  of  this  development 
until  the  following  morning.  At  this  time,  on 
examination,  the  scrotum  was  enlarged  and  bluish, 
and  the  right  testicle  was  approximately  four 
times  its  normal  size,  tender,  tense,  and  blue  in 
color.  It  was  felt  that  this  infant  had  a torsion 
of  the  testicle.  He  was  prepared  for  surgery  within 
twenty  minutes  after  this  abnormal  condition 
had  been  noted  by  the  physician.  At  surgery  the 
testicle  was  found  to  have  its  cord  tightly  twisted 
about  itself,  and  the  testicle  was  necrotic  and 
black.  No  other  abnormalities  were  noted. 
Orchiectomy  was  performed.  The  postoperative 
course  was  completely  benign.  The  pathology  re- 
port was  total  necrosis  of  the  testicle. 

Case  2.  At  the  time  of  birth,  October  19,  1966, 
this  patient,  a product  of  a normal  gestation  and 
delivery,  was  noted  not  to  have  any  abnormalities. 


On  October  20  the  right  scrotum  was  seen  to  be 
discolored,  and  the  right  testicle  was  hard  and 
swollen.  The  infant  was  observed  until  October 
24,  at  which  time  surgical  exploration  was  under- 
taken. At  this  time,  the  testicle  was  removed  and 
it  was  felt  that  there  was  probable  torsion  of  this 
testicle.  Pathologic  examination  revealed  only  a 
viable  rim  of  fibrous  tissue  about  the  testes  with 
no  identifiable  testicular  tissue.  The  patient  did 
well  postoperatively. 

Discussion 

These  two  cases  of  torsion  of  the  testicle 
in  the  newborn  reveal  the  necessity  for  im- 
mediate recognition  and  immediate  surgical 
intervention  if  a testes  is  to  be  saved.  The 
precise  etiology  of  torsion  of  the  testicle  is 
unknown.  It  has  been  observed  at  time  of 
delivery,  both  spontaneous  delivery  and 
caesarean  section,  leaving  no  doubt  that  the 
condition  can  be  present  in  utero,  although 
the  mechanism  is  unknown. 

The  clinical  picture  of  torsion  of  the  testi- 
cle in  the  newborn  is  somewhat  different 
than  that  in  older  children  and  adults.  The 
toxic  systemic  symptoms  are  not  present.  In 
neither  of  these  children  was  there  tempera- 
ture elevation.  Pain  did  not  seem  to  be  a 
significant  factor  unless  the  testicle  was 
manipulated.  The  condition  may  go  unrecog- 
nized for  a long  period  of  time  unless  careful 
observation  of  the  newborn  infant  is  made. 

The  surgical  approach  for  this  lesion  is 
that  for  an  inguinal  herniorrhaphy,  with  de- 
livery of  the  testes  into  the  wound.  At  this 
time,  the  cord  should  be  observed  for  evi- 
dence of  torsion.  The  tunica  albuginea  should 
be  incised  as  should  be  the  testicle  proper, 
to  determine  if  the  testes  is  viable.  At  the 
same  time  the  patient  can  be  checked  for  the 
presence  of  a hernia.  There  is  disagreement 
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in  the  literature  over  the  merits  of  excising 
versus  leaving  a testicle  when  it  appears  to 
be  necrotic  and  non-viable.  Perhaps  in  the 
case  of  bilateral  torsion  of  the  testicle,  which 
Frederick,  et  aP  reported,  the  testicle  could 
be  left  on  the  chance  that  there  may  possibly 
be  some  viable  tissue  remaining  for  hormonal 
function. 

This  seems  to  be  a remote  possibility  if 
the  tissue  appears  non  viable  at  the  time  of 
surgery.  Longino^  has  reported  three  cases 
where  apparent  necrotic  testicles  showed 
only  moderate  atrophy  on  long  term  follow 
up,  but  is  very  doubtful  that  these  testicles 
had  any  function.  As  long  as  the  patient  has 
a good  testicle  on  the  other  side,  it  is  difficult 
to  rationalize  saving  a necrotic  testicle.  It  has 
been  found  experimentally  in  dogs  that  gan- 
grene occurs  regularly  within  48  hours  after 
torsion  of  the  testicle  and  gangrene  or 
atrophy  has  been  reported  in  86  per  cent  of 
cases  not  relieved  immediately.®  It  is  recom- 
mended that  excision  of  the  necrotic  testicle 
be  made  in  all  cases  of  unilateral  torsion  and 
necrosis  of  the  testicle  to  avoid  any  possi- 
bility of  systemic  reactions  from  non  viable 
tissue. 

After  orchiectomy  for  this  disease,  it  is 
important  to  access  the  mobility  of  the  re- 
maining testicle  and  to  continue  to  do  so.  It 
has  been  advocated  by  some  that  if  there  is 


abnormal  mobility  in  the  opposite  testicle 
an  orchiopexy  should  be  performed  to  elimi- 
nate the  possibility  of  the  same  thing  happen- 
ing on  the  opposite  side  and  rendering  the 
patient  euchenoid. 

Differential  diagnosis 

Torsion  of  the  testicle  may  closely  re- 
semble strangulated  hernia,  the  chief  source 
of  difficulty  in  differential  diagnosis.  Some- 
times a diagnosis  of  simple  orchiditis  or 
epididymito-orchiditis  may  be  made,  but  be- 
cause of  the  result  without  immediate  surgi- 
cal relief,  all  patients  with  a suspicion  of 
torsion  of  the  testicle  should  be  operated. 
There  should  be  no  delay  in  operating  on  the 
strangulated  hernia  so  this  clinical  distinc- 
tion is  of  academic  importance.  Expectant 
treatment  with  ice  caps  or  hot  water  bottles 
or  suspension  should  not  be  attempted. 
Hydrocele  and  testicular  neoplasms  must  also 
be  considered  in  the  differential  diagnosis. 

Conclusion 

The  plea  is  made  for  close  observation  of 
the  male  genitalia  of  the  newborn.  The  nurs- 
ing staff  should  be  taught  the  importance  of 
any  abnormality  noted.  These  abnormalities 
should  be  reported  immediately  to  the  at- 
tending physician  for  evaluation.  Immediate 
surgical  operation  is  the  only  treatment 
which  will  save  the  testicle.  • 
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Medical  Society  Keogh  Funds 

We  call  your  attention  to  an  article  in  the  May  13  issue  of  MEDICAL  ECO- 
NOMICS entitled  “How  Healthy  Are  The  Doctor  Funds?”  The  tabulation  on  page 
89  lists  percent  gain  of  medical  society-sponsored  funds. 

Meridian  Fund  shows  a gain  of  59.0  for  the  years  1964-67,  topped  only  by  one 
other  medical  society  sponsored  fund — that  of  the  California  Medical  Association 
showing  a gain  of  75.2  for  this  same  period.  The  year  1967  shows  Meridian  Fund 
with  a gain  of  34.3  and  California  with  a gain  of  26.8. 

You  will  be  interested  in  reading  this  report. 
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Interstitial  pregnancy  following 
homolateral  salpingectomy 

Earl  K.  Larson,  Jr.,  MD,  Rawlins 


Report  of-  a case  of  recurrent  ectopic 
pregnancy  in  the  interstitial  portion  of  the 
uterine  tube  following  a previous 
salpingectomy  and  cornual  resection. 


The  first  case  of  a interstitial  pregnancy 
following  a salpingectomy  was  reported  by 
Hofmeier  in  1905.  Lingenfelder  estimates 
that  ectopic  pregnancy  recurs  in  4-5  per 
cent  of  women  who  are  able  to  conceive 
again,  but  recurrence  of  an  ectopic  pregnancy 
in  the  site  of  a previous  salpingectomy  is, 
however,  exceedingly  rare.  Hesselblatt^’ 
found  18  cases  in  the  world  literature  up  to 
1926,  in  addition  to  one  case  of  his  own. 
Lingenfelder  in  a review  of  the  literature  in 
1950  reported  37  cases  of  ruptured  interstitial 
pregnancies  following  a homolateral  salpin- 
gectomy. Ladas’^  in  1955  found  40  cases  and 
added  one  case  of  his  own.  Fulsher  listed 
67  cases  collected  from  the  literature  in  addi- 
tion to  four  cases  of  his  own,  in  which  a 
pregnancy  developed  in  the  tubal  remnant 
after  a salpingectomy  of  either  partial, 
simple,  or  cornual  resection.  In  1961  Simpson 
and  Alford  found  40  cases  reported  and 
added  six  cases  of  their  own  from  Charity 
Hospital  in  New  Orleans.  In  the  series  that 
Simpson  reported,  cases  in  which  only  a 
partial  salpingectomy  had  been  done  were 
not  included. 

CASE  REPORT 

Present  Illness;  This  is  a 29-year-old  white 
female,  Para  2-0-5-2  with  her  LMP  September  13, 
1967,  who  was  admitted  to  Carbon  Coimty  Me- 
morial Hospital  at  6:30  p.m.  on  December  5,  1967. 
She  was  well  and  in  good  health  until  5:00  p.m.  the 
day  of  admission  when  she  began  having  steady, 


severe,  lower  abdominal  pain;  nausea;  and  dizzi- 
ness. The  abdominal  pain  was  increased  by  mov- 
ing. The  patient  had  no  vaginal  bleeding  or  cramp- 
ing abdominal  pain. 

Past  History:  In  January  1967,  she  had  had 
a left  salpingectomy  and  cornual  resection  for  an 
ectopic  pregnancy.  The  pathologist’s  report  read 
“Ectopic  tubal  pregnancy.”  The  tube  that  was  re- 
moved was  8 cm.  in  length  and  3 cm.  at  its  max- 
imum diameter.  The  operating  surgeon  had  done 
a cornual  resection.  Recovery  from  this  operation 
was  uneventful.  During  her  follow-up  care,  a 
Rubin’s  Test  had  been  done  and  the  remaining 
tube  was  found  to  be  patent. 

Physical  Examination:  Physical  examination 
on  admission  revealed  a well  developed,  well 
nourished  white  female  in  moderate  abdominal 
distress.  B.P.  100/60,  P.  120/min.  Temperature 
98  degrees  F.  Tilt  test  was  positive.  The  abdomen 
was  slightly  distended;  there  was  tenderness  and 
guarding  in  the  lower  quadrants.  Bimanual  exam- 
ination of  the  pelvic  organs  revealed  a soft  cervix; 
the  uterus  was  enlarged  and  palpated  5 cm.  above 
the  symphysis;  adnexal  areas  could  not  be  pal- 
pated because  of  the  tenderness.  A culdocentesis 
was  negative. 

Laboratory  Reports:  Urine  was  normal.  HCT 
was  30  vol.  per  cent;  wbc  was  5,450/cu.mm.  A 
gravindex  pregnancy  test  was  positive.  BUN  was 
12  mg.  per  cent.  Serum  electrolytes  were  normal. 

Course:  In  spite  of  negative  culdocentesis,  a 
preoperative  diagnosis  was  intraabdominal  hemor- 
rhage, probably  due  to  an  ectopic  tubal  pregnancy. 
Intravenous  saline  was  started,  and  the  patient 
was  prepared  for  surgery.  Prior  to  induction  of 
anesthesia,  500  cc.  of  blood  was  started  and  she 
immediately  had  a blood  transfusion  reaction 
manifested  by  urticaria.  She  then  received  intra- 
venous Solu-Cortef  and  Benadryl.  Sodium  Pento- 
thal  given  intravenously  and  Fluothane  were 
used  as  anesthesia.  There  was  approximately  3000 
cc.  of  free  and  clotted  blood  in  the  abdomen 
present.  The  left  Fallopian  tube  was  absent.  The 
right  ovary  and  tube  and  the  left  ovary  were 
found  to  be  present  and  normal.  The  uterus  was 
enlarged  and  the  entire  left  cornual  area  was 
markedly  thin  and  necrotic  in  appearance.  There 
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was  a 4 cm.  laceration  of  the  uterus  in  the  left 
cornual  area  and  the  products  of  conception  were 
protruding  through  the  ruptured  uterine  wall. 
The  fetus  and  placenta  was  removed  and  the 
laceration  was  closed  to  control  the  active  bleed- 
ing. Tutal  abdominal  hysterectomy  was  then  done. 
She  received  a total  of  six  units  of  whole  blood 
during  the  operation  and  the  immediate  post- 
operative period.  Although  the  pathology  report 
read  “male  fetus,  approximate  3 months  gestation 
and  cornual  pregnancy,  with  recent  rupture, 
corpus  uteri,”  there  was  little  doubt  in  the  operat- 
ing surgeons  mind  that  this  was  a ruptured  inter- 
stitial pregnancy. 

Postoperative  course  was  uneventful.  Urinary 
output  ranged  from  2,000  to  3,000  cc.  per  24  hours. 
She  had  no  other  manifestations  of  blood  trans- 
fusion reaction.  During  the  first  and  second  post- 
operative days  she  continued  to  have  bright  red 
blood  drain  from  the  abdominal  penrose  drain 
site.  She  was  then  given  two  units  of  platelet  rich 
plasma  and  AquaMephyton.  She  also  received 
Keflin,  Solu  Cortef,  Benadryl  and  one  dose  of 
Osmitrol.  The  drain  was  removed  on  the  fifth 
postoperative  day  and  she  was  discharged  com- 
pletely recovered  on  the  ninth  postoperative  day. 

Discussion 

The  first  part  of  this  discussion  will  deal 
with  interstitial  pregnancy,  per  se,  while 
the  latter  part  will  deal  with  an  interstitial 
pregnancy  following  salpingectomy.  Inter- 
stitial pregnancy,  per  se,  refers  to  a preg- 
nancy that  occurs  in  that  portion  of  the  fal- 
lopian tube  which  transverses  the  uterine 
musculature.  The  interstitial  part  is  approxi- 
mately 1.5  cm.  in  length  and  begins  in  the 
upper  angle  of  the  uterine  cavity.  It  passes 
through  the  uterine  wall  and  appears  ex- 
ternally at  the  cornu  just  above  the  uterine 
attachment  of  the  round  and  the  ovarian 
ligaments.  Of  all  types  of  ectopic  pregnancy 
this  form  is  the  most  dangerous  from  the 
point  of  view  of  hemorrhage  because  of  the 
proximity  of  the  large  vessels  of  the  uterus 
and  because  its  location  in  the  musculature 
permits  a longer  period  of  viability  and 
growth  before  rupture. 

Most  reported®  statistics  place  incidence 
of  interstitial  pregnacy  from  1.1  to  6.3  per 
cent  of  all  extrauterine  pregnanicies.  Kings 
County  Hospital  in  New  York  reported  a 
series  of  544  cases  of  ectopic  pregnancies 
with  29  interstitial  pregnancies,  an  incidence 
of  5.3  percent.  A rupture  in  the  interstitial 
portion  of  the  tube  generally  occurs  about 


3 to  4 weeks  later  than  one  involving  other 
parts  of  the  tube.  There  have  been  reports 
of  interstitial  pregnancies  going  to  term, 
but  this  is  extremely  rare. 

Historically  the  first  mention  of  an  inter- 
stitial pregnancy  is  generally  credited  to 
Mauriceau  in  1669,  who  described  this  finding 
at  a postmortem  examination.  The  term  was 
introduced  first  by  Mayer  and  in  1875  Fritz 
reported  the  first  American  case.  There  are 
several  other  terms  in  the  literature  which 
are  confused  with  interstitial  pregnancy. 
Felmus®  defines  the  term  “cornual  preg- 
nancy” as  a gestation  within  a rudimentary 
horn  of  the  uterus.  The  term  “angular  preg- 
nancy”, which  was  first  used  by  Kerr  and 
Anderson  in  1934,  was  defined  as  an  inter- 
stitial pregnancy  which  develops  adjacent 
to  or  at  the  junction  of  the  tubal  and  uterine 
mucosa,  in  which  the  gestation  sac  eventually 
is  extruded  into  the  uterine  cavity  where  it 
is  aborted  or  rarely  continues  to  grow  to 
term. 

Interstitial  pregnancy  following  a salpin- 
gectomy is  rare.  There  are  three  main 
theories  as  to  the  mechanisms  of  implanta- 
tion. (1.)  Buerger’s  theory  is  that  there  is 
a fistulous  opening  in  the  area  of  the  cornual 
scar.  The  fistulous  tract  will  then  commu- 
nicate between  the  uterus  and  the  peritoneal 
cavity  and  the  fertilized  ovum  then  may  im- 
plant in  the  small  portion  of  the  tube  remain- 
ing. (2) . Some  authorities  believe  that  re- 
canalization  of  the  tubal  remnant  occurs  at 
the  site  of  the  previous  salpingectomy.  This 
results  from  a small  nidus  of  tubal  epithelium 
left  in  the  area  of  the  previous  surgery.  The 
ovum  then  gains  access  to  the  recanalized 
tubes  via  the  peritoneal  cavity,  either  from 
the  homolateral  ovary,  or  in  its  absence 
from  the  opposite  ovary  by  transmigration. 
(3.)  The  third  theory  is  that  of  internal 
transmigration  in  which  the  ovum  travels 
down ' the  contralateral  tube,  across  the 
fundus  to  implant  in  the  small  amount  of 
interstitial  tube  remaining.  Recurrences  in 
cases  where  there  is  a wedge  resection  of 
the  cornu  with  reperitonealization  are  prob- 
ably the  result  of  internal  transmigration. 
In  the  case  presented  here,  internal  migration 
was  the  most  likely  mode  of  implantation. 
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The  opposite  tube  had  previously  been 
demonstrated  to  be  patent  by  the  Rubin’s 
test. 

The  significance  of  these  theories  lies  in 
their  relationship  to  the  treatment  of  the 
previous  tubal  pregnancy.  Neither  simple 
salpingectomy,  or  salpingectomy  with  a 
cornual  resection  will  completely  prevent  a 
subsequent  interstitial  pregnancy.  There  is 
still  considerable  disagreement  in  the  litera- 
ture as  to  whether  a wide  cornual  resection 
or  a simple  salpingectomy  is  the  procedure 
of  choice.  Simpson^®  feels  that  a simple 
salpingectomy  with  reperitonealization  is 
better  than  a cornual  resection  when  dealing 
with  a ruptured  tubal  pregnancy.  Simpson 
emphasizes  the  fact  that  to  remove  all  the 
tubal  epithelium  is  a lengthy  procedure  with 
excessive  hemorrhage  which  leaves  a large 
defect  in  the  uterine  wall  with  a higher  in- 
cidence of  ruptured  gravid  uterus  at  term 
with  the  next  pregnancy. 

In  a recent  series  by  Simpson^®  in  which 
40  cases  of  interstitial  pregnancy  following 
homolateral  salpingectomy  were  reviewed, 
the  following  salient  features  were  found.  The 
most  common  indication  for  salpingectomy 
was  a tubal  pregnancy;  other  indications 
were  pelvic  abscess,  hydro-pyosalpinx,  PID, 
and  endometriosis.  The  ages  varied  from  21 
to  36  years  and  the  interval  between  salpin- 
gectomy and  interstitial  pregnancy  was  from 
six  months  to  thirteen  years.  The  duration 
of  gestation  ranged  from  two  weeks  to  five 
months  with  an  average  of  nine  weeks.  In 
thirty  of  their  cases  a simple  salpingectomy 
had  been  done,  while  ten  cases  had  had  a 
cornual  resection. 

As  with  any  rare  surgical  condition,  the 
diagnosis  of  a ruptured  interstitial  pregnancy 
prior  to  operation  is  exceedingly  difficult. 
The  findings  of  intra-abdominal  hemorrhage 


on  culdocentesis,  absence  of  vaginal  bleed- 
ing, and  history  previous  pelvic  surgery 
should  raise  the  question  of  a ruptured 
interstitial  pregnancy.  Other  findings  that 
aid  in  making  a preoperative  diagnosis  are 
the  following  (1)  Ruge-Simon  syndrome  in 
which  there  is  elevation  of  the  affected  cornu, 
displacement  of  the  fundus  to  the  opposite 
side  and  rotation  of  the  uterus  due  to  the 
pull  of  the  round  ligament:  (2)  progressive 
enlargement  on  repeated  examination  of  the 
affected  cornual  area;  and  (3)  Baart-de-la- 
Faille  sign  which  is  a mass  attached  to  the 
uterine  horn  by  a broad  base. 

The  treatment  of  this  condition  is  either 
by  surgical  repair  of  the  defect  or  hyster- 
ectomy. Much  depends  upon  the  extent  of 
the  uterine  laceration,  the  condition  of  the 
surrounding  tissue  and  the  amount  of  blood 
loss.  In  Simpson’s^®  series  of  six  patients, 
three  had  hysterectomy  done  and  three  had 
repairs.  Of  the  repairs,  one  patient  had  a 
subsequent  pregnancy  witho'ut  difficulty, 
while,  one  had  an  intrauterine  pregnancy 
and  abortion.  If  a hysterectomy  is  not  done, 
further  childbearing  is  hazardous  and  a 
Caesarean  section  might  be  indicated  as  the 
safest  mode  of  delivery  in  subsequent  preg- 
nancies. 

Summary 

1.  A review  of  the  literature  of  inter- 
stitial pregnancy  following  homolateral 
salpingectomy  is  given. 

2.  One  case  is  described  in  which,  after 
a cornual  resection  for  tubal  pregnancy,  an 
interstitial  pregnancy  developed  on  the 
homolateral  side. 

3.  Interstitial  pregnancy  per  se  is  dis- 
cussed. 

4.  Interstitial  pregnancy  after  salpin- 
gectomy is  discussed  as  to  the  theories  of 
implantation,  incidence,  and  treatment.  • 
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No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity , bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o"ALpEN.VEE®K 

(potassium  phenoxymethyl  penicillin) 


Gynecologic  use  of 
supra-pubic  catheter 


Harry  C.  Crawford,  MD,  Cheyenne 


r”:'" — _ ^ 

' A simple  Supra-pubic  bladder  drainage  is 
better  than  the  indwelling  catheter. 


Following  gynecologic  surgery,  particu- 
larly anterior  colporrhaphy,  some  form  of 
drainage  for  the  bladder  is  usually  necessary. 
The  most  commonly  used  method  is  a Foley 
catheter.  There  are  two  significant  draw- 
backs to  using  Foley  catheters:  the  per  cent 
of  patients  who  become  infected  as  a result 
of  indwelling  catheter  is  high,  and  the  dis- 
comfort caused  by  the  indwelling  catheter 
elicits  numerous  complaints.  Taylor  and 
Nickel  published  a report  showing  favorable 
results  with  a supra-pubic  catheter.  We  use 
the  same  technic  but  with  a different  type 
of  catheter,  which  we  believe  is  an  improve- 
ment. This  paper  compares  the  new  pro- 
cedure with  the  old  method. 

^ T echnic 

I;  The  area  to  be  used  for  catheter  inser- 
i tion  is  prepped  and  draped  for  the  surgical 
I procedure.  Following  surgery  the  bladder 
should  be  filled  with  sterile  water  or  saline, 
using  a urethral  catheter.  A culture  of  the 
I urine  is  obtained  at  this  time.  A 5 inch  Jelco 
I.  V.  catheter  15  gauge  with  3 additional  holes 
cut  in  the  sides  of  the  distal  inch  is  used.  The 
|i  needle  is  inserted  2-3  cm.  above  the  sym- 
j physis  pubis,  slightly  caudad,  into  the 
f bladder.  The  inner  needle  is  withdrawn,  leav- 
ing a flexible  catheter  unit  in  the  bladder. 
This  is  connected  to  a sterile  I.  V.  tubing 
| ; which  is  then  inserted  into  an  empty  I.  V. 
I ! bottle.  The  lower  abdomen  is  coated  with 
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tincture  of  Benzoin  and  the  catheter  is  taped 
in  place  using  nylon  tape. 

Postoperative  management 

The  drainage  bottle  must  be  kept  below 
bladder  level.  Beginning  on  the  first  post- 
operative day  the  patients  are  given  sitz 
baths  t.i.d.  They  are  encouraged  to  try  void- 
ing while  in  the  sitz  bath.  After  being  able 
to  void  satisfactorily  the  volume  of  each 
voiding  is  then  measured  in  a bedpan.  When 
the  volume  is  100  cc.  or  more  on  several 
occasions  the  catheter  is  removed.  Residual 
urine  in  the  bladder  is  not  determined.  An- 
other urine  culture  can  be  obtained  at  any 
time  through  the  I.  V.  tubing. 

Patients  using  a Foley  catheter  were  man- 
aged by  removing  the  Foley  on  the  fifth 
postoperative  day.  Residual  urine  is  meas- 
ured by  inserting  a urethral  catheter.  If  the 
residual  is  over  150  cc.  the  Foley  was  replaced 
and  tidal  drainage  was  instituted.  The  cathe- 
ter was  removed  on  the  seventh  day  and  the 
same  procedure  repeated.  If  the  catheter 
had  to  be  replaced  a second  time  the  patients 
were  discharged  and  followed  in  the  office 
until  they  were  able  to  void  satisfactorily. 
A culture  of  the  urine  was  obtained  during 
the  postoperative  hospital  stay  before  the 
first  catheter  removal. 

Table  I 

Aver- 
age Num- 
Days  ber  Per 


Cathe- 
ter Patients 

Average 
Days  to 
Void 

Range 

of 

Drain- 

age 

of 

Infec- 

tions 

cent  of 
Infec- 
tions 

SP  success 

17 

2.9 

(1-  7) 

4.2 

2 

1.2 

failure 

7 

10.8 

(5-24) 

10.8 

3 

4.3 

Total 

24 

5.2 

(1-24) 

6.0 

5 

2.1 

Foley 

24 

9.8 

(5-23) 

16.0 

18 

75.0 
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Results 

There  are  24  patients  in  each  group.  All 
patients  had  anterior  colporrhaphy.  Twenty- 
two  had  vaginal  hysterectomy.  Two  were 
post  hysterectomy.  Most  had  posterior  col- 
porrhaphies.  Table  1 shows  the  results  in 
each  group  for  comparison. 

In  the  supra-pubic  group  the  seven  fail- 
ures all  required  Foley  catheters.  Five  of  the 
seven  failures  occurred  early  in  the  series; 
two  were  technical;  one  patient  demanded 
a Foley  catheter  on  the  2nd  day;  one  voided 
and  then  developed  retention  after  the  cathe- 
ter was  removed;  and  one  catheter  got 
plugged  by  mucus  and  could  not  be  freed  by 
irrigation.  The  other  two  failures  occurred 
later  in  the  series;  one  was  the  result  of 
catheter  getting  plugged  by  urates,  and  the 


other  was  a technical  failure  as  a result  of 
trying  to  place  the  catheter  without  first 
filling  the  bladder.  In  the  Foley  group  eight 
patients  voided  on  the  fifth  day,  six  on  the 
seventh  day  and  10  were  sent  home  with 
catheters. 

Conclusions 

The  marked  improvement  in  infection 
rate  is  gratifying.  Patient  acceptance  of  the 
new  method  is  also  good.  Earlier  voiding  is 
accomplished  probably  through  elimination 
of  edema  and  irritation  caused  by  the  Foley. 
Learning  the  technic  offers  only  a small  chal- 
lenge and  once  learned  adds  just  a few  min- 
utes to  the  time  spent  in  the  operating  room. 
It  would  seem  that  supra-pubic  catheter 
drainage  gives  better  results  than  the  stand- 
ard Foley  drainage.  • 
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Juvenile  chronic  ulcerative  colitis 
and  malignant  degeneration 


Francis  A.  Barrett,  MD,  Cheyenne,  Wyoming 


Whether  chronic  ulcerative  colitis  occurs  in 
the  adult  or  child,  it  is  probably  the  same  dis- 
ease. However,  in  addition  to  the  serious  and 
disabling  clinical  features  suffered  by  the 
adult,  the  child  also  faces  two  additional 
complications — lack  of  growth  and  a greater 
incidence  of  cancer  of  the  colon. 

The  following  case  report  of  an  18-year- 
old  boy  illustrates  these  additional  complica- 
tions. The  patient  was  treated  by  total  colec- 
tomy and  is  healthy,  married,  employed,  and 
a father  five  years  later. 

CASE  REPORT 

C.  Y.,  an  18-year-old  white  male,  had  the  onset 
of  diarrhea  and  bloody  stools  at  the  age  of  seven. 
The  diagnosis  of  chronic  ulcerative  colitis  was 
established  at  the  University  of  Kansas  Medical 
Center  at  the  age  of  nine.  Despite  close  and  exten- 
sive medical  care  including  corticotropins,  psycho- 
therapy and  rehabilitative  care,  the  patient  became 
intractable  to  management.  In  1962  at  the  age  of 
18,  he  had  been  treated  extensively,  received 
multiple  replacement  transfusions  of  blood  follow- 
ing bleeding  episodes  from  the  rectum,  and  showed 
a progression  of  his  illness.  He  was  5'6"  tall, 
weighed  79  poxmds  (he  weighed  58  pounds  at  the 
age  of  nine),  was  nearly  cachectic,  had  experienced 
skin  infections  and  rectal  abscesses  and  complained 
of  arthritic  pains  and  limited  motion  of  his  arms 
and  legs.  Roentgen  studies  revealed  duodenal  ul- 
ceration, hypertrophic  gastritis,  chronic  ulcerative 
changes  of  the  entire  colon  with  polypoid  degen- 
eration. He  was  operated  upon  in  October,  1962, 
and  a total  colectomy  including  perineal  resection 
was  done.  The  tissue  report  was  that  of  “marked 
chronic  ulcerative  colitis  with  polypoid  degenera- 
tion and  adenocarcinoma  of  the  ascending  colon” 
(Figs.  1 and  2).  His  recovery  was  prompt  and 
benign.  He  is  now  married,  a father,  well  em- 
ployed, healthy,  and  has  gained  65  pounds  in 
weight. 


Discussion 

Although  cancer  of  the  colon  had  been 
noted  in  patients  with  chronic  ulcerative 
colitis,  Bargen^  in  1928  first  established  defi- 
nite relationship  between  these  two  diseases. 
Indeed,  Brooke^  in  1961  began  his  paper  on 
this  subject  as  follows:  “Ulcerative  colitis  is 
a precancerous  condition.” 


Fig.  1.  Colectomy  for  chronic  ulcerative  colitis 
demonstrating  polyposis  of  entire  specimen. 
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Fig.  2.  Adenocarcinoma  of  the  ascending  colon 
in  chronic  ulcerative  colitis. 


There  have  been  repeated  studies  to  illus- 
trate two  points  concerning  cancer  of  the 
colon  and  ulcerative  colitis.  These  are:  (1) 
There  is  an  increased  incidence  of  malignant 
degeneration  associated  with  ulcerative  coli- 
tis. (2)  There  is  a definite  relationship  be- 
tween the  duration  of  the  disease  and  the 
occurrence  of  cancer.  (3)  The  incidence  of 
cancer  and  mortality  rate  are  highest  in  chil- 
dren. 

As  an  illustration  of  one  of  these  studies, 
Brooke  and  Slaney®  in  1959  reviewed  the  lit- 
erature and  found  304  cases  available  for 
study  out  of  500  cases  reported.  Of  the  304, 
221  had  died  and  there  were  13  five-year  sur- 


vivors (4.2  per  cent)  and  70  lived  less  than 
five  years.  At  best,  this  represented  an  18.6 
per  cent  five-year  survival  rate,  a dismal  out- 
look. In  addition,  these  same  authors  found 
the  average  age  at  diagnosis  to  be  42  years 
as  contrasted  to  63  years  for  patients  with 
cancer  of  colon  without  antecedent  disease. 

In  1950,  as  another  illustration,  Colcock’* 
found  an  over-all  incidence  of  carcinoma  of 
the  colon  in  about  5 per  cent  of  all  patients 
with  ulcerative  colitis  and  about  10  per  cent 
in  those  operated.  In  those  patients  who  had 
the  disease  ten  years  or  more,  the  incidence 
was  30  per  cent. 

In  1962,  Korelitz,  et  al.,®  reviewed  134  pa- 
tients seen  between  1929  and  1958,  in  whom 
ulcerative  colitis  had  started  at  age  15  or 
younger.  They  concluded  that  cancer  of  the 
colon  or  rectum  is  of  more  concern  in  chil- 
dren than  in  adults  because  the  possibility  in- 
creases with  the  duration  of  ulcerative  colitis. 
They  reported  that  it  may  be  expected  that 
5 per  cent  of  children  with  ulcerative  colitis 
will  have  carcinoma  within  15  years  and  10 
per  cent  within  25  years.  They  also  suggested 
that  16  per  cent  of  children  requiring  colecto- 
mies will  have  cancer. 

Summary 

Malignant  degeneration  of  chronic  ulcer- 
ative colitis  seems  tied  to  the  duration  of  the 
disease.  Thus,  if  developed  in  childhood,  the 
incidence  of  cancer  of  the  colon  accompany- 
ing juvenile  ulcerative  colitis  is  higher  than 
in  the  adult  form.  In  addition,  the  incidence 
of  the  malignancy  and  subsequent  mortality 
rate  are  greater  in  the  juvenile  than  in  the 
adult. 

This  case  report  is  of  a successful  outcome 
in  this  most  discouraging  disease.  It  is  pre- 
sented to  emphasize  the  importance  of  the 
alertness  on  the  part  of  the  physician  to  the 
possible  development  of  malignant  degenera- 
tion in  juvenile  chronic  ulcerative  colitis.  • 
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Tonsillectomy 

Local  anesthesia  using  the  Crowe-Davis  technic 


G.  L.  Smith,  MD,  Cheyenne,  Wyoming 


A lucid  description  of  technical 
aspects  of  an  excellent  method 
of  tonsillectomy. 


In  view  of  the  antiquity  of  tonsillectomy 
as  a surgical  procedure,  it  is  doubtful  that 
any  really  “new”  technic  can  be  presented. 
However,  if  one  can  judge  by  the  remarks 
of  surprise  and  looks  of  astonishment,  per- 
forming this  operation  under  local  anesthesia 
while  operating  in  the  Rose  position,  and 
using  the  Crowe-Davis  or  Mclvor  mouth  gag, 
seems  to  be  regarded  as  unusual  approach. 

No  doubt  there  are  many  practitioners 
who  have  done  considerable  peroral  endos- 
copy who,  at  one  time  or  other,  have  done 
Lynch  suspension  laryngoscopies  using  only 
topical  anesthesia.  Countless  other  endo- 
scopic procedures  have  been,  and  are  com- 
monly being  done,  with  only  topical  anes- 
thesia. In  both  instances,  these  procedures 
have  been  done  with  little  discomfort  to  the 
patient  and  little  inconvenience  to  the  opera- 
tor. In  almost  all  instances,  the  post-operative 
recovery  phase  is  short,  comparatively  free 
of  complications  — particularly  as  regards 
those  normally  associated  with  post-anes- 
thetic problems — and  the  dangers  are  mini- 
mal. Of  late,  in  many  institutions,  the  evolu- 
tion of  endotracheal  anesthesia  and  refined 
general  anesthetic  technics  have  eliminated 
the  utilization  of  topical  and  local  anesthesia 
for  many  procedures,  tonsillectomy  in  the 
older  child  or  adult  being  one.  While  this 
has  made  things  more  simplified  for  the 
surgeon  in  the  operating  room,  it  has  intro- 


duced new  problems  in  the  recovery  room 
that  were  seldom  present  when  local  anes- 
thesia alone  was  employed  for  this  procedure. 

Local  anesthesia  is  not  without  its  own 
peculiar  hazards,  and  it  is  not  intended  that 
the  foregoing  should  imply  that  it  is  totally 
benign.  When  local  anesthesia  is  used  any- 
where in  the  food  and  air  passages,  addi- 
tional hazards  involving  principally  the  air- 
way are  introduced  over  and  above  those 
present  from  the  local  anesthesia  itself.  These 
additional  hazards  must  be  considered  con- 
tinuously, particularly  in  tonsillectomy. 

The  “local  tonsil”,  as  it  is  commonly 
termed,  is  generally  done  with  the  patient 
in  the  sitting,  or  in  the  semi-Fowler’s,  posi- 
tion. This  creates  a potentially  hazardous 
combination  of  a sedated  patient  with  his 
pharyngeal  reflexes  obtunded  in  an  ana- 
tomical position  favoring  aspiration  of  any 
particle  or  substance  that  may  enter  the 
hypopharynx.  Why  more  instances  of  atalec- 
tasis,  lung  abscesses,  and  the  like  are  not 
seen  is  a mystery  and  is  probably  more  of 
a credit  to  the  basic  indestructability  of  man 
and  the  grace  of  God  than  to  the  skilled  tech- 
nics of  the  surgeon.  Moving  the  patient  to 
the  supine  position,  with  or  without  “a  little 
Tredelenburg”,  eliminates  only  the  factor 
of  the  force  of  gravity  as  an  aid  to  aspira- 
tion of  foreign  material  that  manages  to  find 
its  way  into  the  hypopharynx.  The  other 
conditions  remain  the  same  and  can  be  made 
worse  by  the  patient’s  tending  to  fall  asleep 
from  his  premedication,  which  seems  a more 
likely  occurrence  with  the  patient  recum- 
bent, as  compared  to  the  sitting  position. 
Likewise,  in  either  instance,  there  are  few 
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surgeons  who  have  not  encountered  the  pa- 
tient who  bleeds  excessively  during  the  re- 
moval of  the  tonsils,  and  who  chokes,  gags, 
spits,  and  otherwise  struggles  to  preserve 
the  integrity  of  his  airway  while  the  surgeon 
fights  a near-losing  battle  to  bring  the  situ- 
ation under  control.  It  is  no  wonder  that 
many  have  taken  the  route  of  routine  endo- 
tracheal anesthesia  for  tonsillectomy  in  all 
cases,  and  are  willing  to  assume  the  risks  of 
general  anesthesia  in  preference  to  the  trials 
of  local  anesthesia  for  tonsillectomy. 

Because  of  the  opinion  that  local  anes- 
thesia is  somewhat  more  benign,  over  all, 
than  general  anesthesia,  the  author  has 
developed  the  following  technic  for  the  con- 
tinued use  of  local  anesthesia  in  tonsil- 
lectomy. This  was  done  largely  in  response 
to  need  when  adequate  general  anesthesia 
was  not  always  available.  By  operating  in 
the  Rose  position,  and  utilizing  the  Mclvor 
mouth  gag,  most  of  the  above  disadvantages 
of  local  anesthesia  have  been  avoided  and 
eliminated. 

T echnic 

Prior  to  surgery,  the  patient  is  pre-medi- 
cated  with  Doriden*  two  hours  preopera- 
tively,  and  Morphine  and  VistariP  intra- 
muscularly one  hour  preoperatively.  He  is 
placed  on  the  operating  table  in  the  supine 
position  and  the  buccal  and  pharyngeal 
mucosa  is  sprayed  liberally  with  2 per  cent 
Pontocainet,  which  the  patient  is  instructed 
to  swallow  after  the  spraying  is  completed. 
(Fig.  1).  A tightly-rolled  cotton  ball  is  then 
grasped  in  a curved  Kelly  forcep  (Fig.  2), 
moistened  in  2 per  cent  Pontocaine  and 
gently  and  slowly  passed  into  the  mouth  and 
down  the  lateral  gutter  of  the  hypopharynx 
until  the  lock  of  the  forcep  is  even  with  the 
upper  incisor  teeth.  (Figs.  3 and  3A) . It  is 
important  that  this  action  not  be  rushed. 
Often,  particularly  in  the  apprehensive  pa- 
tient, it  is  necessary  to  stop  advancing  the 
cotton  pledget  several  times,  waiting  a 
moment,  and  then  advancing  a little  more, 

* Brand  of  glutethimide  (Ciba  Pharmaceutical  Company), 
t Brand  of  hydroxyzine  hydrochloride  (Pfizer  Labora- 
tories). 

^ Brand  of  tetracaine  hydrochloride  (Winthrop  Labora- 
tories. 


only  to  stop  again  while  the  patient  “settles 
down.”  Sometimes  it  is  advisable  to  with- 
draw the  instrument  completely  at  the  first 
sign  of  gagging,  wait  a moment  or  two,  and 
then  try  again.  However,  the  well  prepared 
patient  seldom  gives  much  trouble. 

After  one  side  has  been  thus  anesthetized, 
the  procedure  is  repeated  on  the  other.  A 
third  pledget  of  cotton  is  then  moistened  in 
Pontocaine,  gently  introduced  behind  the 
palatine  velum  and  the  posterior  wall  of  the 
nasopharynx  is  gently  swabbed  with  it  (Fig. 
4) . At  this  point  the  surgeon  may  “scrub  up”, 
allowing  ten  minutes  or  so  for  the  topical 
anesthesia  to  reach  its  full  effect  (this  also 
is  a good  time  to  have  the  patient  observed 
for  any  signs  of  toxicity  from  the  topical 
anesthesia,  although  such  toxicity  has  not 
been  a problem  in  ten  years  of  experience 
with  this  procedure.) 

A sand  bag  or  small  pillow  is  then  placed 
at  the  apex  of  the  patient’s  scapulae,  allowing 
the  head  to  fall  backward  in  hyperextension 
(Fig.  5) . Draping  is  accomplished  with  towels 
about  the  head,  so  that  the  eyes  are  covered. 
Local  anesthesia  into  the  tonsil  area  is  then 
administered  in  the  five-point  technic  de- 
scribed by  Jackson^,  but  with  an  additional 
deposit  of  a small  amount  of  local  anesthesia 
(less  than  2.0  cc.)  into  the  base. of  the  tongue 
bilaterally.  This  injection  must  be  made  into 
the  muscularis  of  the  base  of  the  tongue  to 
prevent  bleb  formation  from  occurring  on 
the  epiglottis  and  aryepiglottic  folds.  The 
Mclvor  mouth  gag  is  then  placed  in  position 
(Fig.  6),  with  the  blade  resting  to  one  side 
or  the  other  of  the  mid-line  of  the  tongue, 
and  opened  slowly  and  gently,  with  care  be- 
ing taken  to  insure  that  no  soft  tissue  struc- 
tures of  the  tongue  or  lips  are  compressed 
against  the  teeth.  Usually,  unless  the  patient 
is  very  relaxed,  one  cannot  open  the  gag  as 
wide  as  desired  at  first,  but  after  the  patient 
has  become  accustomed  to  it  it  can  be  easily 
opened  wider.  The  nasopharynx  is  then 
packed  off  by  whatever  means  desired  (the 
author  uses  tonsil  sponges  with  colored 
strings  sewn  on  to  them  in  order  that  they 
are  not  inadvertently  left  in  place  post- 
operatively) , to  prevent  the  accumulation  of 
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Fig.  1.  Spraying  the  throat. 

Fig.  2.  Passage  of  cotton  hall  into  lateral  gutters  of 
the  hypopharynx. 

Fig.  3.  Cotton  hall  in  hypopharynx. 

Fig.  3A.  Front  view  of  forcep  with  cotton  hall  in 
hypopharynx. 

Fig.  4.  Swahhing  of  nasopharynx. 

Fig.  5.  Position  of  hyperextension. 

Fig.  6.  Mclvor  mouth  gag  in  position. 
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blood  clots  in  that  region  which  could  be 
aspirated  in  the  immediate  recovery  phase. 
The  tonsillectomy  is  then  performed  by 
whatever  method  desired. 

After  removal  of  the  tonsils  it  is  impor- 
tant that  the  operated  field  be  dry  and  free 
of  active  bleeding.  The  hypopharynx  is  easily 
visualized  during  the  entire  procedure  and 
at  the  end  it  should  be  cleaned  with  the 
suction  tip  to  rid  it  of  all  foreign  material. 
The  packs  are  then  withdrawn  from  the 
nasopharynx,  the  mouth  gag  withdrawn,  and 
the  patient  sent  to  the  recovery  area  where 
a nurse  can  be  in  attendance  constantly 
until  the  pharyngeal  reflexes  return.  During 
this  time  it  is  advisable  that  the  patient  be 
on  his  side,  or  prone  with  the  head  turned 
to  one  side,  to  reduce  tendencies  to  aspira- 
tion. A well  equipped  recovery  room  or 
similar  intensive  care  unit  is  preferred  dur- 
ing this  period.  After  the  pharyngeal  reflexes 
have  returned  and  the  pre-medication  has 
lost  its  effect,  the  care  of  the  patient  is  as 
with  any  other  post-tonsillectomy.  Careless 
use  of  the  mouth  gag  during  surgery,  par- 
ticularly unnecessary  roughness,  will  in- 
crease the  post-operative  discomfort. 

Discussion 

A technic  for  tonsillectomy  with  local 
and  topical  anesthesia  has  been  presented. 
While  it  does  not  eliminate  them,  it  greatly 
minimizes  many  of  the  operative  compli- 
cations of  tonsillectomy,  wherein  local 
anesthesia  is  employed,  through  direct  visual- 
ization of  the  hypopharynx  during  the  pro- 
cedure, as  well  as  tending  to  pool  the  blood 
and  secretions  toward  the  nasopharynx  dur- 
ing it.  It  also  provides  a means  by  which  the 
airway  can  be  observed  and  kept  clear  at 


all  times  during  the  procedure,  and  it  allows 
the  use  of  both  hands  during  the  surgery. 
Oxygen  insufflation  into  the  mouth  or 
trachea  can  readily  be  employed  during  the 
procedure,  if  desired  or  necessary.  If  unusual 
circumstances  arise  necessitating  immediate 
intubation,  the  larynx  is  already  sufficiently 
exposed  to  permit  this  without  need  of  addi- 
tional instruments,  or  without  delay  while 
trying  to  expose  the  larynx. 

The  author  has  not  employed  this  tech- 
nic where  adenoidectomy  is  also  to  be  done, 
as  it  is  felt  that  it  is  too  difficult  to  get  ade- 
quate local  anesthesia  for  removal  of  ade- 
noids. Therefore  endotracheal  anesthesia  is 
preferred  in  those  instances.  Endotracheal 
anesthesia  is  likewise  preferred  if  the  Rose 
position  and  Mclvor  mouth  gag  are  to  be 
used  to  control  post-operative  bleeding  after 
the  effect  of  the  local  and  topical  anesthesia 
has  disappeared.  However,  because  this  pro- 
cedure permits  a leisurely  and  well  con- 
trolled tonsillectomy,  instances  of  post- 
operative hemorrhage  are  greatly  reduced. 
Would  that  there  were  a way  to  eliminate 
them  completely! 

Although  common  usage  of  non-explosive 
inhalation  anesthetics  makes  the  considera- 
tion of  the  use  of  cautery  a minor  one, 
cautery  can,  of  course,  be  safely  employed 
with  this  technic,  if  desired. 

Summary 

A technic  for  tonsillectomy  with  local  and 
topical  anesthesia  has  been  presented.  It 
minimizes  many  of  the  operative  complica- 
tions of  tonsillectomy.  It  prevents  the  post- 
operative complications  of  general  anesthesia. 
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Civilian  air  evacuation  practices 


Raymond  F.  Kunkel,  MD,  Thermopolis,  Wyoming 


Every  physician  in  the  rural  communities 
of  our  large  geographic  area  may  have 
occasion  to  arrange  air  evacuation  as 
a life-saving  expedient.  This  interesting 
article  tells  how  to  go  about  it. 

Be  prepared! 


Development  of  refined  diagnostic  and 
treatment  technics  available  only  in  medical 
centers  has  resulted  in  increased  air  trans- 
port of  critically  ill  patients.  For  maximum 
effectiveness  the  transportation  method  it- 
self requires  basic  understanding  by  the  phy- 
sician. Our  experience  is  outlined  to  illustrate 
the  method,  its  problems  and  their  solution. 

From  1963  through  January,  1968,  air- 
craft transported  16  patients  from  a 50  bed 
rural  hospital  for  special  emergency  treat- 
ment. Table  1 outlines  diagnosis  and  plane 
types  used.  All  these  patients  were  critically 
or  seriously  ill — anesthesiology  physical 
status  four  or  five.  Evaluation  of  non-surviv- 
ing cases  indicates  severity  of  the  injury  or 
disease  to  be  the  greatest  single  mortality 
determinant.  Consultation  centers  are:  Cas- 
per, Wyoming,  130  miles  away;  Billings,  Mon- 
tana, 200  miles;  and  Denver,  Colorado,  400 
miles.  Because  of  distances  involved,  their 
relative  unavailability  and  the  expense  of 
helicopters,  such  equipment  has  not  been 
utilized  here.^  Patients  were  transported  in 
a variety  of  aircraft  ranging  from  private 
corporation  jet  through  single  engine,  four 
place,  private  aircraft  of  180  horse  power. 
The  jet  landed  in  Denver  50  minutes  after 
take-off.  The  smaller  plane  made  the  same 
trip  in  two  hours,  fifteen  minutes.  One 
civilian  case  traveled  via  MATS  (Military 
Air  Transport  Service)  which  can  be  “used 


when  other  means  of  transportation  are  not 
available,  feasible  or  adequate.”  This  might 
prove  costly  for  “if  a special  flight  is  re- 
quired, reimbursement  is  for  the  total  cost 
of  operating  the  aircraft.”  The  medical  di- 
rector at  your  nearest  U.S.  service  facility 
can  provide  details.^ 

Effective  communication  is  essential.  As 

referring  physicians  you  should  call  a specific 
consultant,  outline  the  case  and  ask  his 
opinion  regarding  treatment  and  travel. 
State  your  own  thoughts  regarding  need  for 
ambulance  personnel,  experienced  physician 
personnel,  and/or  special  equipment  which 
should  meet  the  aircraft.  After  AIR  EVAC  is 
decided,  the  consultant  should  handle  de- 
tails for  destination  ambulance  and  person- 
nel. Most  consultants  will  want  to  call  back 
with  confirmation  of  bed  availability,  etc. 
When  asked  about  the  time  of  your  patient’s 
arrival  at  the  airport,  give  the  consultant 
as  close  an  estimate  as  feasible.  Tell  him  at 
which  specific  airport  and  parking  area  your 
flight  will  terminate.  Advise  him  to  contact 
the  local  flight  service  station  (listed  in  his 
phone  book  under  U.S.  Government,  Federal 
Aviation  Agency)  where,  on  the  basis  of 
flight  plan  data,  the  exact  time  of  arrival 
can  be  determinted  after  the  plane  is  in  the 
air.  Specify  the  aircraft  type  and,  if  available,, 
its  number. 

Meanwhile,  plans  with  the  pilot  are  co- 
ordinated. A physician  acquainted  with  a 
pilot’s  mature  judgment  and  experience  may 
well  leave  choice  of  aircraft,  time  of  depar- 
ture, etc.  to  him.  A competent,  though  less 
experienced  pilot  may  not  realize  pertinent 
medical  considerations  and  should  be  guided 
considerably  if  he  is  to  assume  responsibility 
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for  the  flight.  This  presumes  at  least  general 
knowledge  by  the  doctor  about  the  plane.  If 
the  pilot  feels  weather  is  marginal,  utilize 
other  methods  or  wait  for  better  conditions. 
In  a critical  situation  where  time  is  vital,  if 
the  M.D.  is  unwilling  to  fly  with  the  patient 
because  of  weather  factors,  an  ambulance  is 
still  the  best  choice.  Aircraft  and  airmen 
vary  in  their  performance  characteristics. 
Light,  single  engine  planes  with  effective 
pilots  are  fast,  economical,  available  and  suit- 
able for  most  cases.  (See  Figs.  1 and  2). 
Such  planes  lack  pressurization  and  occasion- 
ally make  for  a bumpy  ride  with  resultant 
emesis.  They  are  considerably  limited  by  ad- 
verse weather  including  wind  as  well  as  rain. 


Heavier,  multi-engine  aircraft  have  better 
stability,  may  be  less  hampered  by  weather 
factors  and  are  also  available  though  more 
expensive.  A specific  decision  is  made,  de- 
pending on  patient  status,  economic  consider- 
ations, and  plane/pilot  availability.  It  is  wise 
to  have  responsible  relatives  contact  the  fly- 
ing service  directly  to  arrange  financial  de- 
tails. Experience  suggests  payment  be  made 
prior  to  the  flight,  especially  if  the  physician 
plans  on  using  that  flying  service  again  in 
time  of  need. 

If  the  physician  himself  does  not  accom- 
pany his  case,  he  must  pick  attendants  who 
are  resourceful  and  competent,  not  just  avail- 
able. TTiey  should  be  thoroughly  briefed  on 


TABLE  1 


Age 

Type  of 

(Yrs.) 

Diagnosis 

Destination 

Aircraft 

Outcome 

32 

Renal  shutdown  due  to  massive 
intraabdominal  trauma 

Denver 

Corporate 

Jet 

Died 

43 

Uremia  due  to  lymphosarcoma 

Denver 

4 place 
single  eng. 

Died 

24  hours 

Pneumothorax  atelectasis  of 
the  right  lung 

Denver 

4 place 
single  eng. 

Recovered 

24  hours 

Respiratory  distress  syndrome 
due  to  hyaline  membrane 
disease 

Denver 

4 place 
single  eng. 

Recovered 

73 

Shock  due  to  G.  I.  bleeding 
(CA  gastric) 

Cheyenne 

Twin 

engine 

Recovered 

50 

Eventration  of  left  diaphragm, 
shock 

Billings 

6 place 
single  eng. 

Died 

17 

Brain  stem  hemorrhage,  post 
traumatic 

Casper 

4 place 
single  eng. 

Recovered 

25 

Multiple  skull  and  extremities 
fractures 

Casper 

Twin 

engine 

Recovered 

52 

Shock  due  to  bleeding 
(Duodenal  ulcer) 

Cheyenne 

4 place 
single  eng. 

Recovered 

40 

Hemorrhage  due  to  cirrhosis  of 
liver 

Denver 

4 place 
single  eng. 

Recovered 

64 

Hip  arthrodesis  with  post-op 
septicemia  & congestive  heart 
failure 

Denver 

4 place 
single  eng. 

Died 

15 

Cerebral  contusion  and  sub- 
dural hematoma 

Billings 

4 place 
single  eng. 

Died 

12 

Gunshot  wound  of  thorax, 
abdomen  & spinal  cord 

Billings 

6 place 
single  eng. 

Recovered 

54 

2nd  & 3rd  Degree  burns  80% 
of  body 

Denver 

MATS 

Died 

77 

Compression  Fracture 

D12 

Cheyenne 

Twin 

engine 

Recovered 

20 

Basilar  skull  fracture,  multiple 
sinus  and  extremities  fractures 

Billings 

4 place 
single  eng. 

Recovered 
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Fig.  1.  Piper  Cherokee  Six. 


the  specific  problems  of  the  case  as  well  as 
general  problems  which  may  be  encountered. 
Nurse-anesthetists,  because  of  their  ability  to 
manage  i.v.’s  and  airway  obstruction  make 
excellent  attendants.  Conscious  patients 
should  be  informed  in  advance  regarding 
plans.  Patient  identity  bands  should  be  left 
in  place  and  a complete  case  summary  in- 
cluding lab  reports,  x-rays,  etc.  must  accom- 
pany each  case.  In  some  instances  a thermo- 
fax of  the  hospital  chart  suffices.  Signed 
consent  forms  for  surgical  or  medical  care 
MUST  accompany  minor  patients  if  no  parent 
goes  right  with  a patient. 

Special  specimens  are  overlooked  easily 
For  example,  in  a case  of  renal  shutdown 
from  presumed  transfusion  incompatibility, 
suspect  donor  blood  should  be  forwarded.  In 
hemorrhage  problems  with  blood  running 
enroute,  sending  patient  red  cell  and  serum 
tubes  will  save  time  for  type  and  cross  match 
at  the  destination  hospital.  For  hemolytic 
problems  in  a newborn,  maternal  as  well  as 
cord  blood  specimens  are  frequently  helpful. 
Paternal  specimens  may  sometimes  be 
needed. 

ILLUSTRATIVE  CASES 
Case  1:  This  24-hour-old  female  was  delivered 
precipitously  despite  a face  presentation.  Spon- 
taneous respirations  did  not  ensue  but  the  infant 
was  resuscitated  with  resultant  shallow  jerking 
breathing  and  slow  clearing  of  initial  cyanosis. 
After  further  suctioning  color  improved  but  respi- 
rations remained  rapid  and  deteriorated  during  the 
ensuing  12  hour  period.  Much  mucous  was  spit 
up  and  later  vomited.  Birth  weight  was  three 
pounds,  five  ounces.  Chest  x-ray  showed  partial 
atelectasis  of  the  left  lung,  and  granular  densities 
consistent  with  hyaline  membrane  disease. 


*Fig.  2.  Cessna  Skywagon. 


Because  of  progressive  deterioration  in  the 
baby’s  respirations  and  general  condition,  she 
was  transferred  via  air  with  a nurse  in  attend- 
ance to  Denver.  Electrolyte  studies  including  pH 
and  pC02’s  were  done.  Appropriate  parenteral 
fluid  therapy  as  well  as  antibiotics  and  i.v.  bicar- 
bonate resulted  in  gradual  progressive  improve- 
ment. She  was  subsequently  discharged  weighing 
five  poimds,  10 1/2  ounces. 

Case  2:  32-year-old  white  male  sustained  mas- 
sive injuries  in  an  auto  accident.  These  included 
ruptured  spleen,  laceration  of  liver  and  right  and 
left  gastric  epiploic  arteris,  dislocation  of  left  hip, 
fracture  of  nose,  multiple  rib  fractures  as  well 
as  multiple  lacerations  of  face,  mouth,  nose,  ear, 
thigh  and  leg.  He  underwent  emergency  surgery. 
Splenectomy,  repair  of  liver  lacerations  and  liga- 
tion of  gastric  arteries,  together  with  closed  re- 
duction of  hip  dislocation  were  done.  His  shock 
was  profound  and  he  received  multiple  trans- 
fusions. During  the  next  twenty-four  hours, 
oliguria  persisted  despite  a stable  blood  pressure 
in  the  100/64  range.  Throughout  the  post-op 
period,  respirations  were  supported  with  IPPB 
through  an  endotracheal  tube.  With  the  blood 
pressure  stabilized  and  respirations  spontaneous 
through  the  still  indwelling  endotracheal  tube, 
his  renal  shutdown  problem  warranted  transfer 
to  Denver  for  hemodialysis. 

He  was  moved  by  corporate  jet  with  intra- 
venous fluids  running  enroute.  Frequent  checks 
of  ventilatory  adequacy  were  made  during  the 
flight  using  a Wright  Respirometer.  His  blood 
pressure  remained  stable.  The  only  difficulty  en- 
countered was  in  fitting  the  stretcher  through  the 
plane’s  door.  This  necessitated  lying  the  patient 
on  the  stretcher  mattress  on  the  floor  of  the  air- 
craft. His  condition  on  arrival  at  the  Denver  air- 
port was  improved. 

* Courtesy:  Cessna  Aircraft  Company,  Wichita,  Kansas  and 
Piper  Aircraft  Company,  Lockhaven,  Pennslyvania. 
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As  the  aircraft  pulled  to  a stop  at  the  tie- 
down area,  the  ambulance  together  with  a gen- 
eral surgeon  and  intern  pulled  up  and  the  pa- 
tient was  transferred.  This  took  only  five  minutes. 

This  patient  was  dialyzed  immediately  and 
many  times  during  the  subsequent  19  days.  He 
then  succumbed  to  his  injuries  and  septic  com- 
plications. The  very  fact  that  he  had  access  to  all 
modern  treatment  modalities  confirms  the  effec- 
tiveness of  the  transportation  method  itself. 

Case  3:  This  12-year-old  boy  sustained  acci- 
dental gunshot  wound  through  the  right  lower 
lobe  of  lung  and  the  dome  of  the  liver.  The  missile 
traversed  the  spinal  cord  and  exited  in  the  left 
paravertebral  area  posteriorly.  Upon  admission, 
he  was  in  shock  with  no  unobtainable  blood  pres- 
sure. Dextran  and  whole  blood  were  started;  his 
blood  pressure  came  up  to  82/50  and  stabilized. 


As  soon  as  his  condition  warranted,  he  was 
transferred  at  night  by  light  aircraft  with  a phy- 
sician and  nurse  in  attendance  and  blood  given 
enroute  by  pressure.  He  tolerated  the  trip  well 
exhibiting  no  shock,  emesis,  or  significant  discom- 
fort. Upon  arrival  at  the  destination  hospital,  he 
was  immediately  seen  by  thoracic  surgical  and 
neurosurgical  consultants.  His  blood  pressure  and 
his  condition  were  stable.  He  underwent  immediate 
surgery  via  a thoracoabdominal  approach.  Liver 
lacerations  were  repaired  and  bleeding  along  the 
tract,  which  passed  within  1 cm  of  the  vena  cava, 
was  controlled.  He  recovered  from  this  surgery 
and  later  had  a laminectomy  which  revealed  per- 
foration of  the  cord  by  the  22  caliber  slug.  At 
present  he  has  undergone  rehabilitation  therapy 
and  is  back  in  school. 


TABLE  2 

M.  D.  CHECK  LIST  FOR  AIR  EVAC  PATIENTS 

YES  NO  DONE 


I.  For  Patient 

1 

1 

1 

A.  Case  Summary  including  lab  reports  & x-rays. 

B.  Special  Specimens 

1.  Transfusion  &/or  cord  blood. 

2.  Maternal  &/or  paternal  blood. 

C.  Consent  Forms  for  Minors. 

D.  Responsible  relative  Enroute? 

Name: - 

Address: 

E.  Destination  Hospital:  Consultant 

H.  For  Equipment 

A.  Fly-Away  Box — Always  ready: 

1.  Airways;  tongue  blades,  resuscitube 

2.  Aesepto  syringe — Preferably  plastic 

3.  I.  V.  fluids  with  tubing 

4.  Assorted  syringes,  needles,  3 way  stopcock 

5.  Emesis  containers  with  lids 

6.  Kleenex,  pads,  dressings 

7.  Clamps  or  rubber  bands  for  tubes 

8.  Safety  pins,  tape,  roller  gauze,  scissors 

9.  Blankets  and  pillows 

B.  Added  for  flight 

1.  Functional  laryngoscope  & endo  tubes  w/adapters. 

2.  Tracheostomy  adapters;  trocar? 

3.  Ambu  bag — pulmonator 

4.  Oxygen  tank-filled;  suitable  size  with  valves,  connections  that 
fit  & tubing. 

5.  Heparin  syringe;  roller  pump;  extra  BP  cuff  or  bulb 

6.  Rural  physician’s  bag  with  medications. 

C.  Special 

1.  Pediatric  cases — incubator,  etc. 

2.  Extra  Blood. 

3.  Splints 

D.  Check  returnable  items;  who  responsible? 
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Practical  problems  are  many 

Since  these  cases  do  not  occur  frequently 
a check  list®  prevents  overlooking  important 
details.  (See  Table  2).  The  physician  who 
has  never  accompanied  a patient  by  air  may 
be  surprised  when  he  finds  that  practically 
no  small  plane  provides  high  enough  ceil- 
ings, or  even  hook  sites,  for  ordinary  gravity 
flow  i.v.  fluids.  Special  technics^  may  be 
necessary  to  achieve  continual  infusions.*  A 
three  way  stopcock  and  syringe  can  be  used 
but  such  push  technique  is  laborious  and  pre- 
vents the  attendant  from  using  his  time  to 
better  advantage.  If  the  i.v.  can  be  discon- 
tinued for  the  trip,  patency  of  the  indwelling 
intravenous  catheter  may  be  maintained  by 
attachment  of  a heparin  saline  syringe 
(mixed  as  heparin-saline  solution  diluted  in 
a tuberculin  syringe  in  a proportion  of  O.lcc, 
lOmgm  or  1000  USP  units  per  cc,  to  one  cc 
of  normal  saline)  0.05cc  of  this  solution  is 
given  each  half  hour.  An  extra  blood  pressure 
cuff  can  be  wrapped  around  plastic  blood 
bags  for  pressure  infusion,  but  the  danger 
of  air  embolism  must  be  considered  if  a blood 
pressure  bulb  and  tube  is  used  to  pump  dex- 
tran,  etc.  Under  stress  circumstances  this 
should  be  avoided.  Ordinary  electric  outlets 
seldom  are  available.  Oxygen  tanks  may  be 
too  heavy,  too  small  for  the  duration  of  the 
flight,  or  may  not  have  been  charged  to  full 
capacity  prior  to  departure.  In  smaller  air- 
craft their  weight  factor  is  of  vital  con- 
sequence and  may  make  space  unavailable 
for  a relative  to  accompany  the  patient. 
Transfer  of  any  patient  in  many  four  place, 
single  engine  private  aircraft  in  other  than 
a sitting  position  necessitates  removal  of  at 
least  one  seat.  Noise  levels  in  most  light  air- 
craft are  a nuisance  and  make  monitoring  of 
breath  sounds  and  heart  action  difficult, 
especially  in  small  infants. 

Equipment 

Certain  basic  equipment  must  be  avail- 
able on  all  flights.  An  adequate  airway  and 
appropriate  ventilation  are  vital.  Since  me- 
chanical equipment  seldom  is  feasible,  an 
ambu-bag  should  be  carried,  together  with 
appropriate  airways,  tongue  blades,  etc. 

‘Micro  Infusion  Bilateral  Roller  Pump  Model  R D 140, 
Holter  Co.,  Brideport,  Pennsylvania. 


anticostive^ 

hematinic 


PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Be  7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

f Bottles  of  60 


anticostive,  adj.  {anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 
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Potential  shock  necessitates  an  adequate 
supply  of  fluids,  which  must  be  available  in 
the  passenger  compartment  since  many  light 
aircraft  do  not  permit  in-flight  entry  into  the 
baggage  area.  Drugs  for  the  control  of  shock, 
pain,  and  delirium  should  be  immediately 
on  hand.  Most  of  these  items  are  contained 
in  the  usual  rural  physician’s  bag.  Provid- 
ing of  suction  is  a real  problem.  So  far,  only 
an  asepto  syringe  fortunately  has  been  ade- 
quate. Covered  containers  are  provided  for 
emesis,  levine  or  catheter  drainage.  Dispos- 
able catheter  drainage  bags  are  excellent  for 
this  purpose,  but  malt  containers  and  plastic 
bread  wrappers  have  been  used. 

For  newborn  infants  no  totally  satisfac- 
tory portable  incubator  is  available  readily. 
Because  of  our  experience  with  the  “port- 
able” 55  pound  isolet,  a lighter  aluminum 
styrofoam  unit  is  being  constructed.  The 
isolet  is  satisfactory  but  cumbersome  and 
heavy.  Heat  is  a problem,  but  can  be  effec- 
tively produced  by  use  of  a mechanic’s 
trouble  light  inside  the  incubator.  This  must 
be  anchored  securely  and  a screen  placed  to 
prevent  contact  between  infant  and  heat 
source.  The  light  is  plugged  into  the  aircraft 
cigarette  lighter.  The  incubator  must  be  tied 
down  with  seat  belts  or  supplementary  ties, 
in  such  a way  that  access  to  the  patient  is 
unimpeded.  It  should  also  be  placed  to  take 
advantage  of  the  plane’s  heating  system. 
Many  of  these  vents  are  in  the  floor  and, 
since  overheating  can  actually  be  a problem, 
a frequent  check  on  the  isolet  thermometer 
and  the  infant’s  rectal  temperature  is 
mandatory. 

Under  stress  conditions  mundane  things 
are  sometimes  overlooked.  Once  the  aircraft 


is  enroute  there  is  no  central  supply  from 
which  one  can  quickly  obtain  dressings, 
diapers,  urinals,  kleenex  or  tripads.  Roller 
gauze,  bandage  scissors,  and  safety  pins  are 
versatile  assets  useful  for  many  purposes. 
The  nurse  or  doctor  accompanying  the  flight 
should  have  a list  of  returnable  items  and 
must  make  specific  arrangements  for  their 
return.  These  might  include  endotubes, 
adapters,  Thomas  splints,  blankets,  etc. 

If,  upon  arrival,  you  are  not  confident 
about  the  attendants  who  will  take  your 
patient,  do  not  relinquish  his  care  until  you 
personally  have  accompanied  him  to  the 
point  where  he  can  be  cared  for  competently. 
This  is  especially  true  in  newborn  infants. 
Much  good  work  of  airway  control  and  venti- 
lation support  can  be  undone  in  the  fifteen 
minute  trip  from  the  airport  to  the  hospital 
if  the  ambulance  attendant  is  not  cognizant 
of  the  need  for  continued  support  and  able 
to  provide  it. 

Conclusions 

Air  transportation  is  an  occasional  prac- 
tical necessity  in  a rural  area  if  patients  are 
to  receive  appropriate  modern  treatment.  It 
is  practical  and  effective  if  its  inherent  prob- 
lems and  advantages  are  recognized.  Trans- 
portation of  critically  ill  patients,  especially 
newborns,  may  pose  some  problems,  but  the 
biggest  difficulty  may  be  overcoming  the 
doctor’s  own  established  habit  patterns.  One 
must  realistically  assess  transportation 
hazards  against  those  of  the  disease  process 
itself.  Communication  between  phyiscian,  i 
consultant,  pilot  and  others  is  essential.  A 
checklist  aids  materially.  Practical  problems 
frequently  encountered  are  discussed.®' 
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Early  ambulation  following  lower 

extremity  amputation 

B.  Gitlitz,  MD,  Thermopolis 


The  proper  operation  and  the  correct 
total  contact  dressing  make  possible 
immediate  ambulation  of  the  patient 
with  amputation  of  the  leg. 

i 

I Immediate  ambulation  after  amputation 

of  lower  extremities  can  be  used  in  any  area 
without  reservation.  All  reports,  to  date,  have 
indicated  a special  technic  in  the  application 
of  the  dressing,  and  it  has  also  been  pointed 
out  that  the  prosthesis  should  be  applied  in 
the  operating  room  or  immediately  after 
surgery.  In  surveying  the  literature,  we  find 
that  it  is  not  the  immediate  application  of 
the  prosthesis  that  is  important,  but  it  is  the 
type  of  surgical  procedure  and  the  type  of 
surgical  dressing  that  makes  a difference 
between  early  ambulation  and  a long  period 
of  bedrest.  Early  ambulation  for  abdominal 
operations  has  been  routine  for  the  last 
twenty  years,  yet,  until  recently,  no  one  has 
apparently  experimented  extensively  in  the 
immediate  application  of  prosthetic  devices. 

i It  is  interesting  to  note  that  the  artificial 

I leg  dates  back  to  sometime  between  1500  and 
, 800  B.C.,  and  the  use  of  an  artificial  limb  is 

recorded  in  the  Rig  Veda,  the  oldest  book 
in  the  Veda  Period  of  India.  Following  this, 
a prosthetic  device  is  mentioned  in  a book  in 
the  Era  of  Herodotus,  485  B.C.  in  Book  9.  In 
i it  is  detailed  the  story  of  Cere  Hegesistratios 
j Avillus,  who,  when  imprisoned  by  the  Spar- 
tans in  a stock,  amputated  his  foot  in  order 
to  become  free,  and  he  later  provided  him- 
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self  with  a wooden  foot.  In  reviewing  the 
history  of  prosthesis,  we  find  that  most  of 
the  wooden  legs  of  antiquity  were  provided 
for  below-the-knee  amputations.  There  were 
few,  if  any,  above-the-knee  prostheses  re- 
corded. 

In  the  years  1600-1900,  Ambrose  Pare  first 
recommended  preferred  sites  of  amputation, 
and  he  developed  some  prosthetic  devices 
which  had  movable  knee  and  tarsal  sections, 
knee  lock,  and  other  controls.  Later  Morell, 
in  1684,  introduced  the  tourniquet,  and  ampu- 
tations were  performed  more  frequently. 
The  Dutch  surgeon,  Verdune,  constructed 
a below-knee  prosthesis  in  1696,  and  later 
other  below-knee  prosthesis  were  designed 
by  Ravetin  in  1755,  Charles  White  in  1766, 
and  Bruenninghause  in  1796.  Rhedl  and 
others  made  further  changes. 

The  mechanic,  Gavin  Wilson  of  Edin- 
burgh, was  the  first  to  fabricate  a prosthesis 
which  had  ischial  weight  bearing.  In  1816 
a leg  which  had  articulations  at  the  knee, 
ankle  and  toe  joints  was  developed  and  was 
known  as  the  Angle-C  leg.  In  1851  Dr.  Plamer 
of  Philadelphia  modified  this  leg  and  re- 
ceived an  award  at  the  World’s  Fair  for  the 
improvements.  This  prosthesis  had  a mov- 
able knee  and  ankle  joint,  the  ordinary  action 
of  which  was  controlled  by  artificial  tendons. 
Numerous  prostheses  were  made  and  per- 
fected during  a period  up  to  1873.  In  that 
year  DuBoid  Pomerly  of  New  York  de- 
veloped a new  type  of  prosthesis  which  made 
the  immediate  application  of  a prosthetic 
device  possible.  This  was  the  use  of  a suc- 
tion-type bucket  socket  which  eliminated 
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the  problem  of  straps  and  which  can  be  used 
with  ease  in  early  application  of  the  artificial 
limb. 

Early  ambulation  of  a patient  with  a 
prosthesis  originated  with  Berlemont  in 
France  whose  procedure  was  later  modified 
by  Weiss  of  Poland  and  publicized  at  the  6th 
International  Prosthetics  Course  in  Copen- 
hagen in  July  of  1963.  Berlemont  had  been 
using  this  technic  to  promote  healing  in  cases 
in  which  he  had  difficulty  with  the  stump. 
Later  Weiss,  who  did  an  amputation  on  one 
of  his  carpenters,  was  surprised  to  find  his 
patient  walking  on  the  day  following  his 
amputation.  This  man  wanted  to  show  his 
wife  that  she  had  nothing  to  worry  about 
relative  to  his  losing  a limb.  Since  no  compli- 
cations occurred.  Dr.  Weiss  attempted  early 
ambulation  on  other  patients  with  excellent 
results.  As  a result  a team  consisting  of  Dr. 
Burgess  of  Seattle,  Washington  and  J.  E. 
Traub,  a prosthetist,  went  to  Konstanstin 
Hospital  in  Poland  to  observe  Dr.  Weiss.  At 
present,  more  than  700  cases  have  been 
treated  in  this  manner  with  excellent  results. 

This  method  can  also  be  used  in  geriatric 
patients.  Often  below-knee  amputations  can 
be  done  even  though  the  popliteal  artery  is 
almost  completely  occluded;  the  important 


Fig.  1.  Schematic  of  myodesis  amputation  for 
above-knee  case. 

PROSTHETIC  AND  SENSORY  AIDS  SERVICE,  Veterans 
Administration,  Washington,  D.C.,  April,  1967. 


thing  is  the  status  of  the  skin  and  soft  tissues 
rather  than  whether  or  not  the  vessels  are 
involved  in  an  arteriosclerotic  process.  In 
geriatric  cases,  the  skin  and  deep  fascia  are 
reflected  together,  and  it  is  found  that  the 
myoplasty  does  not  decrease  the  chances  of 
healing,  but  that  the  functional  stump  is 
excellent  and  the  healing  better. 

Procedure  and  technic 

The  two  important  requirements  of  the 
procedure  are  the  type  of  amputation  and 
the  kind  of  immediate  postoperative  dress- 
ing. It  should  be  emphasized  that  it  is  un- 
necessary to  have  a prosthetist  available  at 
the  time  or  place  of  operation.  It  is  only 
necessary  to  do  a myoplastic  type  of  ampu- 
tation and  apply  a firm  total  contact  elastic 
dressing  with  a plaster  cast  over  it.  The 
patient  can  then  be  given  the  benefit  of 
early  application  of  a prosthetic  device. 

Myoplasty  involves  the  re-insertion  of  the 
muscles  through  the  ends  and  over  the  bone 
in  order  to  prevent  the  loss  of  muscle  tone 
and  to  prevent  shrinkage  of  the  stump  after 
operation.  The  myoplasty,  carried  out  prop- 
erly in  amputation  above-the-knee,  helps 
prevent  the  commonly  seen  abduction  and 
hip  flexion  contractures  because  re-insertion 
of  the  abductors  and  hip  flexors  permits  re- 
action to  the  effects  of  the  shorter  abductors 
and  hip  flexors.  The  muscle  groups  are 
sutured  to  the  femur  through  drilled  holes 
(Fig.  1.) , usually  under  slight  tension  and 
not  in  position  of  rest.  In  below-knee  ampu- 
tations, the  muscle  groups  are  all  attached 
to  the  tibia  (Feg.  2.) . This  is  relatively  simple 
since  only  three  muscle  groups  are  involved 
on  the  medial  and  posterior  aspects  of  the 
leg.  The  muscles  of  the  anterior  compart- 
ment, the  gastrocnemius,  soleus  and  the 
posterior  lateral  flexor  groups  are  main- 
tained on  moderate  tension.  Excess  muscle 
tissue  is  trimmed  flush  with  end  of  the  tibia. 
It  is  believed  that  the  myodesis  procedure 
gives  a more  uniform  cylindrical  stump  with 
improved  proprioception  and  feedback.  How- 
ever some  centers  have  obtained  excellent 
results  with  the  usual  immediate  post  sur- 
gical routine  using  conventional  fascio-plastic 
closure  of  the  stumps. 
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The  amputation  is  done  as  an  ordinary 
amputation  except  that  drill  holes  are  bored 
in  the  end  of  the  bone,  whether  it  is  tibia 
or  femur,  and  the  muscle  is  sutured  to  the 
end  of  the  bone  with  a nonabsorbable  suture 
(nylon  or  silk) . The  muscle  is  sutured  under 
slight  tension  and  not  in  a position  of  rest. 
This  prevents  contractures,  and  also  increases 
the  muscle  tone  so  that  there  is  better  con- 
trol of  the  prosthetic  device  when  it  is 
applied.  Meticulous  hemastasis  is  very  im- 
portant. The  subcutaneous  tissue  and  fascia 
are  approximated,  and  the  skin  closed  with 
interrupted  silk  sutures.  A through-and- 
through  drain  is  inserted  or  suction  is  used. 

The  dressing  is  of  prime  importance  and 
the  second  requirement.  Adaptic  or  similar 
dressing  is  applied  to  the  wound,  fluffs  are 
placed  distal  to  it,  and  a tight  elastic  bandage 
is  applied  which  is  firm  at  the  distal  portion 
and  less  tension  is  applied  as  the  dressing 
is  placed  proximally.  This  is  to  insure  circu- 
lation and  control  the  shape  of  the  stump. 
The  important  part  is  the  application  of  a 
plaster  cast  around  this  dressing.  The  pros- 
thetists use  an  elastic  type  of  plaster,*  how- 
ever, we  used  an  ordinary  type  of  plaster 
cast  over  the  elastic  bandage  dressing  with 
excellent  results.  This  is  applied  immedi- 
ately at  the  operating  table.  The  cast  is  then 
allowed  to  dry. 


Fig.  2.  Suturing  muscle  to  tibia. 
PROSTHETIC  AND  SENSORY  AIDS  SERVICE,  Veterans 
Administration.  Washington.  D.C.,  April,  1967. 

•Johnson  and  Johnson 


The  patient  can  then  be  transferred 
within  24  to  48  hours  to  an  area  where  a 
prosthetist  is  available.  The  cast  can  then 
be  removed  by  the  prosthetist  and  the  drain 
pulled  out.  The  prosthetist  can  apply  his 
special  cast  and  prosthetic  device  and  thus 
walking  can  be  instituted  shortly  after  the 
patient’s  arrival.  It  is  important  that  a total 
contact  type  of  prosthesis  be  applied,  and 
this,  of  course,  is  the  problem  of  the  prosthe- 
tist and  not  of  the  surgeon.  The  type  of  dress- 
ing applied  by  the  surgeon  determines  the 
time  it  takes  the  stump  to  mature,  and  that 
is  our  responsibility  toward  making  early 
ambulation  a reality  to  our  patients. 

Discussion 

Advantages  of  this  procedure  are  the 
following: 

1.  The  stump  does  not  shrink  as  much 
as  a conventional  amputation  because  the 
muscles  remain  functional  and  a permanent 
prosthetic  device  can  thus  be  applied  earlier. 

2.  The  circulation  of  the  stump  is  im- 
proved because  the  muscle  pumps  aid  the 
flow  of  blood  and  prevents  swelling. 

3.  The  patients  have  much  less  post- 
operative pain  and  almost  no  discomfort. 

4.  The  amputee  has  less  of  a feeling  that 
he  has  lost  a limb  and  there  is  earlier  wound 
healing. 

5.  There  is  less  edema,  there  is  earlier 
maturation  of  the  stump,  and  the  walking 
problem  becomes  minimal. 

Although  we  have  had  only  one  case  in 
which  this  procedure  was  used,  a survey  of 
the  literature  indicates  that  the  important 
factor  is  not  the  problem  of  having  the  pros- 
thetist at  hand,  but  the  type  of  surgery  and 
the  type  of  dressing.  The  results  have  been 
good  with  an  ordinary  amputation  except 
that  there  is  a more  rapid  change  in  the 
shape  of  the  stump  and  it  requires  more 
frequent  changes  in  the  prosthesis.  In  our 
case,  the  amputation  was  above-knee  and 
an  ischial  weight  bearing  stump  with  suction 
was  applied.  The  patient  had  very  little  pain 
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and  discomfort.  He  walked  on  his  artificial 
limb  within  two  days  after  the  amputation 
and  was  returned  to  his  home  within  two 
weeks  and  to  work  shortly  thereafter.  The 
materials  are  available  to  all  of  us,  and  it 
can  be  used  anywhere.  Any  surgeon  can  then 
send  the  patient  to  the  prosthetist  within  24 
to  48  hours  after  amputation  so  that  a pros- 
thetic device  can  be  applied  and  the  patient 
can  be  given  early  ambulation  in  spite  of  the 
loss  of  the  extremity. 


Summary 

There  are  distinct  advantages  of  early 
ambulation  of  patients  who  have  amputation 
through  the  lower  extremity.  The  require- 
ments are  a myoplastic  type  operation  and 
the  immediate  application  of  a firm  total 
contact  dressing.  All  physicians  doing  ampu- 
tations are  encouraged  to  apply  a solid  form- 
fitting cast  over  an  elastic  bandage  and  to 
refer  their  patient  to  the  nearest  prosthetist 
for  application  of  a prosthetic  device  within 
24  hours.  • 
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Share  Your  Medical  Journals  With  Colleagues  Overseas 

The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  miedical  journals — after  they 
have  read  them — to  colleagues  overseas  (Asia,  Latin  America,  and  Africa)  who  wish 
to  have  access  to  current  medical  literature  but,  either  because  of  currency  regulations 
or  actual  cost  involved,  cannot  themselves  subscribe  to  medical  periodicals.  We  can  sup- 
ply you  with  the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals  {particularly  specialty  jour- 
nals) , which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor  program  which  is  being  sponsored  by  the 
American  Medical  Association  with  the  collaboration  of  The  World  Medical  Association 
to  help  alleviate  the  lack  of  current  medical  publications  and  to  further  international 
good  will.  Your  cooperation  in  this  program  will  be  greatly  appreciated  and  your 
contact  with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove  very 
gratifying.  If  you  wish  to  participate  in  this  program,  send  your  name,  address,  and 
titles  of  journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM,  Ada  Chree 
Reid,  M.D.,  c/o  The  World  Medical  Association,  Inc.,  10  Columbus  Circle,  New  York, 
New  York  10019. 
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News  of  Montana  Members 

At  the  annual  meeting  of  the  members  of  the 
Yellowstone  Valley  Medical  Society,  Walter  H. 
Hagen,  M.D.,  Billings,  was  named  president; 

Wayne  M.  Roney,  M.D.,  Billings,  vice-president; 
and  Richard  C.  Nelson,  M.D.,  Billings,  treasurer. 
Frank  R.  Mohs,  M.D.,  Billings,  was  re-elected 
secretary. 

* * * * 

George  E.  Trobough,  M.D.,  Anaconda,  was  re- 
elected president  of  the  Montana  Tuberculosis 

Association  at  its  recent  annual  meeting  in  Helena. 
John  H.  Schaeffer,  M.D.,  Billings,  and  John  W. 
Heizer,  M.D.,  Billings,  were  also  re-elected  to  the 
Board  of  Directors  of  this  health  association  . . . 
Ross  E.  Lemire,  M.D.,  Billings,  was  elected  presi- 
dent of  the  Montana  Heart  Association  at  its  recent 
annual  meeting  in  Great  Falls;  James  E. 

McGreevey,  M.D.,  Butte,  was  named  president- 
elect and  John  A.  Curtis,  M.D.,  Great  Falls,  vice- 
president.  Among  those  elected  to  the  Board  of 
Directors  were  M.  D.  Winter,  Jr.,  M.D.,  Miles  City; 
John  H.  Stone,  M.D.,  Great  Falls;  Robert  F. 
Stanchfield,  M.D.,  Shelby;  and  James  J.  Kane, 
M.D.,  Red  Lodge  . . . Jesse  T.  Schwidde,  M.D., 
Billings,  has  been  appointed  by  the  surgeon  gen- 
eral of  the  United  States  Public  Health  Service 
to  serve  as  a member  of  the  Advisory  Commit- 
tee of  Region  VHI  for  comprehensive  health  plan- 
ning, Public  Law  89-749. 


Health  Chief  Receives  Beatty  Award 

Dr.  G.  D.  Carlyle  Thom.pson,  Director  of  the 
Utah  State  Division  of  Health,  was  the  recipient 
of  this  year’s  Beatty  Award — the  highest  honor 
given  for  public  health  work  in  Utah.  Dr.  Thomp- 
son has  headed  the  Health  Department  since  1961. 
He  also  received  national  recognition  for  his  work 
last  December.  This  was  the  McCormack  Award 
from  the  Association  of  State  and  Territorial 
Health  Officers. 

The  citation  which  accompanied  the  Beatty 
Award  read:  “Under  his  administration  new  or 
expanded  public  health  activities  have  included 
extension  of  Utah’s  air  sampling  network  and 
development  of  one  of  the  West’s  best  laboratories, 
the  nation’s  first  counseling  and  referral  programs 
for  armed  forces  rejectees,  and  the  development 
of  regulations  and  standards  for  health  facilities.” 
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Dr.  Hardy  With  “Medico  Team” 

Dr.  Kent  M.  Hardy,  Ogden  physician,  is  cur- 
rently serving  with  a “Medico”  team  in  Afghani- 
stan. This  is  a medical  service  of  CARE.  In  addi- 
tion to  treating  patients.  Dr.  Hardy  is  consulting, 
lecturing,  and  advancing  his  study  of  skin  diseases. 

Proud  To  Be  A Country  Doctor 

“What  has  happened  to  the  country  doctor? 
He  is  still  there  and  proud  of  it.”  These  words 
were  recently  written  in  tribute  to  Dr.  Myron  E. 
Bird,  in  private  practice  in  the  Delta  area  for 
the  past  39  years.  He  first  went  there  on  a visit, 
but  liked  it  so  well  he  “stayed  on.”  On  this  first 
visit  he  delivered  a baby  boy,  which  was  the 
first  of  over  5,000  babies  he  has  delivered  since. 
In  the  first  years  of  his  practice  it  was  not  un- 
common to  travel  3,000  miles  a month  visiting 
patients.  He  recalls  that  it  was  frequently  a real 
challenge  to  the  old  Essex  to  maneuver  some  of 
those  muddy  trails  out  in  sagebrush  country  in 
order  to  reach  an  isolated  ranch  house.  Deliver- 
ing babies  in  such  places  by  light  of  kerosene 
lamps  are  part  of  Dr.  Bird’s  vivid  recollections. 

The  war  years  posed  real  demands  on  him 
when  he  was  the  only  physician  in  the  large 
rural  area  contiguous  to  Delta.  In  addition  to  the 
normal  population,  10,000  Japanese  were  brought 
into  the  Topaz  Relocation  Camp,  and  many  times 
he  performed  surgery  on  four  and  five  patients 
in  a day.  His  six-bed  hospital  frequently  accom- 
modated as  high  as  16  patients. 

Invaluable  assistance  was  provided  by  his  de- 
voted wife  who,  in  addition  to  being  mother  to 
three  children  and  homemaker  for  the  family, 
served  as  his  hospital  supervisor,  nurse,  advisor, 
and  secretary. 

Dr.  Bird  is  a man  of  many  interests  and 
accomplishments.  He  has  served  as  mayor  of  Delta 
for  four  years.  Bishop  of  his  L.D.S.  Ward  for  six 
years,  President  of  his  Lion’s  Club  for  two  separate 
terms,  and  County  and  City  Physician  for  16 
years.  He  also  has  a great  interest  in  music,  and 
has  played  the  tuba  and  bass  horn  in  various 
bands,  including  the  Army.  He  served  as  President 
of  the  Delta  male  chorus  known  as  the  “Desert 
Sentinels”,  and  is  presently  the  chorister  of  the 
Delta  First  Ward  Choir. 

Is  he  slowing  down?  A typical  week’s  sched- 
ule provides  an  interesting  answer:  “Operations 
during  early  morning  hours,  office  calls  from  10 
till  noon,  and  in  the  afternoons,  house  calls  in  the 
evenings — often  until  midnight,  emergency  calls 
any  time,  and  a call  to  deliver  a baby  during  Sun- 
day School.”  On  his  day  off.  Dr.  Bird  operates  in 
Salt  Lake  City  hospitals. 

We  salute  Dr.  Myron  E.  Bird  on  an  outstand- 
ing career  of  service,  and  extend  well  wishes  for 
continued  accomplishments  in  his  chosen  field. 

53 


A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 


The  Denver  Medical  Society  Library  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
lOc  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

I 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218  I 

Phone;  222-5817  (Area  Code  303)  | 
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ADDENDUM  - 1968  DIRECTORY  OF  MEMBERS 


The  Rocky  Mountain  Medical  Journal  Directory  of  members  mailed  to  each  physician  in  May  con- 
tained a listing  for  each  physician  of  the  six  state  area,  on  the  basis  of  information  that  had  been  sup- 
plied to  this  office  as  of  January  31,  1968. 

This  addendum  will  attempt  to  correct  only  publication  errors  that  have  been  brought  to  our  atten- 
tion since  the  Directory  was  mailed.  We  have  not  attempted  to  include  all  changes  that  have  occurred 
since  January  31. 

In  November,  1968  a DIRECTORY  CARD  will  be  mailed  to  every  physician  in  the  six  state  area  that 
comprises  the  Rocky  Mountain  Medical  Journal.  The  1969  Directory  of  Members  will  be  published 
according  to  the  information  returned  to  us  on  these  cards.  This  is  the  mechanism  that  should  be  used 
to  assure  that  your  directory  listing  will  be  carried  accurately.  A change  of  address  notice  WILL  NOT 
effect  a directory  listing  change.  Any  change  in  a Directory  listing  should  be  indicated  as  a “DIRECTORY 
LISTING  CHANGE”  and  addressed  to  the  ROCKY  MOUNTAIN  MEDICAL  JOURNAL  DIRECTORY 
PUBLICATION  EDITOR,  1899  E.  18th  Ave.,  Denver,  Colorado  80218. 


COLORADO 

BRUSH  (Morgan  County)  80723 

Kulp,  Robert  L.;  242  Cambridge  St;  P.  O.  Box  305; 
842-2871;  (GP)  PP 

Price,  James  G.;  242  Cambridge  St;  P.  O.  Box  305; 
842-2871;  (GP)  PP 

DENVER  (Denver)  802  -f  zone 

Albers,  H.  J.;  2045  Franklin  St;  222-6221;  ObG* 
(PP)  05 

Emmanuel,  Sam;  4101  E.  Wesley  Ave;  756-1531; 
GS*  (PP)  22 

Kayser,  Harold  L.;  1930  S.  Federal  Blvd;  934-5659; 
IM*  (PP)  19 

Leibold,  James  E.;  3705  E.  Colfax  Ave;  388-9343; 
Oph*  (PP)  06 

Lissauer,  Werner  S.;  1930  S.  Federal  Blvd; 

934-5659;  CD  (PP)  19 

Mitchel,  Duane  H.;  1633  Fillmore  St;  399-0313;  IM* 
(PP)  09 

Sherbok,  Bernard  C.;  1936  Hudson  St;  377-3785; 
ORS*  (PP)  20 

Wagschal,  Ferdinand;  1636  Cook  St;  377-8238; 
Ret.  06 

EAGLE  (Eagle  County)  (Instead  of  Fremont 
County) 
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LAKEWOOD  (Clear  Creek  Valley)  802  -1-  zone 

Krebs,  Richard  A.;  6900  W.  Alameda  Ave;  922-3576; 
IM*  (PP)  26 

O’Day,  Fred  T.;  1611  Wadsworth  Blvd;  238-4371; 
GP  (PP)  15 

Sontag,  Stanley  J.;  1611  Wadsworth  Blvd;  238-4371; 
GP  (PP)  15 

LITTLETON  (Arapahoe)  80120 

Grund,  Walter  J.  Jr.;  191  E.  Orchard;  798-9581; 
ObG*  (PP) 

MONTANA 

BILLINGS  (Yellowstone  Valley)  59101 

Kobold,  Elmer  E.;  1230  No.  30th  St;  252-8494;  GS 
(PP) 

NEW  MEXICO 

ROSWELL  (Chaves)  Zip  Code  882  (instead  of  822) 

NEVADA 

LAS  VEGAS  (Clark  County)  891  -h  zone 

Bigford,  Walter;  3186  Maryland  Parkway;  PM* 
(PP)  02 

UTAH 

MURRAY  (Salt  Lake  County)  84107 
Cloud,  R.  Sidney;  166  East  5900  South;  266-2535; 
IM*  (PP) 

WYOMING 

CASPER  (Natrona  County)  82601 

Soroosh,  F.;  1126  E.  2nd  St;  234-2613;  NS*  (PP) 
THERMOPOLIS  (Northwest)  82443 
Rieth,  R.  D.;  Gottsche  Rehabilitation  Center; 
864-2147;  PM* 
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AMERICAN  MEDICAL  ASSOCUOIDN 
AIR  POUUTIIIN  MEDICAL  RESEARCH  CONFERENCE 
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Designed  To  Provide: 

(1)  Presentatioi^%f  current  research  data. 

(2)  Exchange  of  original  ideas  and  concepts. 

(3)  Awareness  of  new  direction  in  air  pollution  science. 

in  the  areas  of: 

Problem  Formulation  and  Analysis 
Epidemiological  Relattonshlpl  i » ^ 

Pathogenetic  Role  of  Atmospheric  Pollutants 
Animal  Jo^jcology 

Bioeherhical  Ejects  of  Air  Pol|ulan% 

Empnyslwa  / ^ ^ 


■ ^ 


Human  Tolerances 


s 


o 


sponsored  by  the:  f \ 

Council  on  Environmental  and  Public  Health  '!> 
■'"'of' the  1^%^ 

American  Medical  /^cfeiatlon 

in  cooperation 

American  College  of  Chest  Physicians 
American  Thoracic  Society 
Colorado  State*  Department  of  Public  Health 
Colorado  Medical  Society 
Denver  Medical  Society 

"*%  United  States  Public  Health  Service 

^ JULY  22-24,  1968 

DENVER  HILTON  HOTEL  — DENVER,  COLORADO 

Registration  fee:  $12.00  (payable  in  Denver  only  at  the  time  of  registra- 
tion). Includes  1 luncheon,  set  of  preprints,  and  admission  to  scientific 
sessions. 


CN 


APMRC  • Department  of  Environmental  Health 

American  Medical  Association  • 535  North  Dearborn  Street  • Chicago,  Illinois  60610 
I wish  to  preregister  for  the  AMA  Air  Pollution  Medical  Research  Conference. 

Name 

Title 

Organization  or  Practice 

Add  ress 

City State Zip 
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Prepared  by  Alan  E.  Lindsay,  MD,*  Salt  Lake  City 


These  are  two  strips  of  Lead  11  taken  on  a 68-year-old  man  who  had  chronic  angina  pectoris.  He  was  not 
receiving  digitalis.  Blood  pressure  was  150/80.  There  was  no  evidence  of  congestive  heart-failure.  This 
arrhythmia  had  been  observed  on  many  occasions  over  a number  of  years.  (See  answer  on  p.  60) 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

C 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  chSriel'o  voiSUr 

1830  CURTIS  DENVER  534-4257 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
attest  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Atl^  of  Canine  and  Feline  Dermatoses:  By  Robert  M. 
Schwartzman  and  Frank  Krai.  Philadelphia,  1967,  Lea  & 
Febiger.  Ill  p.  Price:  Gift. 

An  Atlas  of  Canine  Surgery:  By  John  R.  Annis  and  Algernon 
R.  Allen.  Philadelphia,  1967,  Lea  & Febiger.  222  p.  Price:  Gift. 

Calculation  of  Industrial  Disabilities  of  the  Extremities  and 
the  Back:  By  Carl  O.  Rice,  Springfield,  111.,  1968,  Thomas.  170 
p.  Price:  $12.50. 

Clinical  Psychiatry:  By  Group  for  the  Advancement  of 
Psychiatry.  New  York,  1987,  Science  House.  664  p.  Price:  $9.75. 

Clinical  Radiation  Pathology:  By  Philip  Rubin.  Philadelphia, 
1968,  Saunders.  2 vols.  Price:  $45.00. 

The  Country  Doctor  and  the  Specialist:  By  Fred  L.  Adair. 
Florida,  1968,  Adair  Award  Fund.  215  p.  Price:  Gift. 

Directory  of  Homemaker-Home  Health  Aids  Services  in  the 
U.  S.  and  Canada,  1966-1967;  By  Nat’l  Council  for  Homemaker 
Services.  New  York,  1967,  NatT  Council  for  Homemakers.  178 
p.  Price:  $3.00. 

Exploring  Human  Space:  A YWCA  Consultation  on  Work 
with  Economically  Deprived  Adolescent  Girls:  By  Gladys 
Ryland.  New  York,  1967,  YWCA.  120  p.  Price:  $2.75. 

A Guide  to  Veterinary  Anatomy:  By  William  M.  Stokoe. 
London,  1967,  BaiUiere,  Tindall  and  Cassell.  162  p.  Price:  $5.85. 

Infectious  Diseases  of  Children:  By  Saul  Krugman  and  Robert 
Ward.  St.  Louis,  1968,  Mosby.  428  p.  Price:  $16.50. 

Leukaemia  in  Infancy  and  Childhood:  By  Torben  Iversen. 
Copenhagen,  1966,  Munksgaard.  219  p.  Price:  $7.50. 

Medical  Abbreviations:  By  Edwin  B.  Steen.  London,  1963, 
Davis.  102  p.  Price:  $2.00. 

Mental  and  Physical  Impairment;  Guides  to  the  Evaluation 
of  Permanent  Impairment:  By  A.M.A.  Chicago,  Feb.  15,  1958- 
Nov.  13,  1967  . 2 vols.  Price:  Gift. 

Mental  Health  Service:  By  Colorado  Association  for  Mental 
Health.  30  p.  Price:  Gift. 

New  and  Controversial  Aspects  of  Retinal  Detachment;  By 
Alice  McPhersom.  New  York,  1968,  Hoeber,  509  p.  Price:  $30.00. 

New  Complete  Book  of  Etiquette;  By  Amy  Vanderbilt.  Garden 
City,  N.  Y.,  1967,  Doubleday.  738  p.  Price:  $5.20. 

Perspectives  in  Leukemia:  By  William  Dameshek  and  Ray 
M.  Dutcher.  New  York,  1968,  Grune  & Stratton.  302  p. 
Price:  $11.82. 

Practical  Automation  for  the  Clinical  Laboratory:  By  Wilma 
L.  White,  Sue  C.  Stevens,  and  Marilyn  M.  Erickson.  St.  Louis, 
1968,  Mosby.  401  p.  Price:  $14.50. 

Preinvasive  Carcinoma  of  the  Cervix:  By  Gunther  Kern.  New 
York,  1968,  Springer-Verlag.  211  p.  Price:  $19.00. 

The  Prevention  of  Highway  Injury;  By  Melvin  Selzer.  Ann 
Arbor,  1967,  University  of  Michigan.  292  p.  Price:  $6.50. 

The  Risk  Takers:  By  Hugh  McLeave.  New  York,  1962,  Holt, 
Rinehart  & Winston.  208  p.  Price:  Gift. 

Roget’s  International  Thesaurus:  By  Peter  Mark  Roget.  New 
York,  1962,  Crowell.  1258  p.  Price:  $6.58. 

The  Surgical  Management  of  Rheumatoid  Arthritis:  By  Robert 
L.  Preston.  Philadelphia,  1968,  Saunders.  579  p.  Price:  $23.50. 

Tobacco  and  Tobacco  Smoke;  By  Ernest  L.  Wynder  and 
Dietrich  Hoffmann.  New  York,  1967,  Academic  Press.  730  p. 
Price:  $29.00. 

Tumors  in  Children:  By  H.  B.  Marsden.  New  York,  1968, 
Springer-Verlag.  347  p.  Price:  $14.40. 


Book  Reviews 

Vascular  Diseases  of  the  Lung:  By  Harold  A.  Lyon.  Spring- 
field,  Illinois,  1967,  Charles  C.  Thomas.  195  p.  Price:  $12.75. 

This  small  volume  on  a very  large  and  timely 
problem  states  as  its  objective  the  following: 

To  provide  the  practicing  physician  with  infor- 
mation on  vascular  diseases  of  the  lung,  consider- 
ing pathogenesis,  pathology,  and  pathophysiology, 
angiographic  findings,  clinical  findings  and  treat- 
ment. 

The  text  fails  miserably  to  cover  the  material 
it  outlines  as  its  purpose  even  for  a beginning 
student. 

The  majority  of  subjects  are  covered  in  a very 
brief  outline  form.  The  section  on  pulmonary 
angiography  by  Israel  Steinberg  is  probably  the 
best  portion  of  the  text.  The  plates  are  of  fair 
quality  with  a few  interesting  cases. 

Unfortunately,  the  material  that  this  text  does 
cover  is  so  timely  that  a brief  presentation  such 
as  represented  by  the  book  is  probably  best  left 
for  review  articles  in  the  journals. 

M.  M.  Leder,  M.D. 

The  Allergic  Asthmatic:  By  Irvin  Caplin,  M.D.  Springfield, 
Illinois,  1968,  Charles  C.  Thomas.  105  p. 

This  book  although  the  title  appears  to  limit 
its  application  to  “The  Allergic  Asthmatic”,  can 
apply  equally  well  to  allergic  rhinitis  and  sinusitis, 
which  is  so  often  associated  with  asthma.  I have 
often  wished  I could  have  written  it  myself,  if  I 
were  as  well  talented  to  do  it  as  the  author,  be- 
cause it  fulfills  such  a great  need.  It  is  far  better 
than  furnishing  the  patient  with  mimeographed 
forms,  which  is  so  often  the  custom. 

I would  strongly  urge  that  this  book  be  recom- 
mended to  all  allergic  families. 

L.  L.  Kenney,  M.D. 


“She’s  been  wearing  those  tent 
dresses — and  I never  even  KNEW!” 
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University  of  Colorado  Medical  Center 

Two  members  of  the  Class  of  1918  of  the  Uni- 
versity of  Colorado  School  of  Medicine  were 
honored  recently  by  the  CU  Medical  Alumni 
Assn,  for  their  half-centuries  of  service  as  prac- 
ticing physicians.  The  awards  were  made  in 
absentia  to  Dr.  James  R.  Hurley  of  Alamosa,  Colo- 
rado, and  Dr.  Dora  Van  Holdt  Walker  of  Great 
Falls,  Montana,  as  a highlight  of  the  alumni 
association’s  annual  banquet  and  dance  in  the 
Brown  Palace  West  Hotel.  Neither  Dr.  Hurley 
nor  Dr.  Walker  was  able  to  be  present  for  the 
meeting. 

The  association  also  made  awards  to  two 
doctors  who  have  given  25  years  or  more  of  serv- 
ice as  members  of  the  faculty  of  the  medical 
school,  and  special  certificates  of  appreciation 
and  service  were  presented  to  two  faculty  mem- 
bers who  retired  July  1.  Awards  for  faculty  serv- 
ice went  to  Dr.  Lula  O.  Lubchenco,  associate  pro- 
fessor of  pediatrics,  and  Dr.  G..  Robert  Fisher, 
associate  clinical  professor  of  pediatrics  on  the 
school’s  volunteer  faculty.  The  retiring  faculty 
members  honored  were  Dr.  Enid  K.  Rutledge,  pro- 
fessor of  pathology,  and  Dr.  Theodore  S.  Eliot, 
professor  of  anatomy. 

* ♦ * * 

A special,  limited-enrollment  course  in  “Radio- 
isotopes in  Medicine  and  Biology”  will  be  taught 
by  the  Department  of  Radiology  of  the  University 
of  Colorado  School  of  Medicine  from  June  24 
to  Sept.  6.  The  course  will  involve  two  hours 
of  lectures  and  four  hours  of  laboratory  work 
each  week. 

Prerequisites  for  the  course  are  differential 
and  integral  calculus  and  college  physics.  Further 
information  may  be  obtained  from  Dr.  William 
Hendee,  assistant  professor  of  radiology  and  radi- 
ation physicist  for  the  department,  at  the  CU 
Medical  Center.  Telephone  394-7817. 


A University  of  Colorado  Medical  Center 
physiologist  will  investigate  the  little-understood 
natural  “pacemaker”  mechanism  which  regulates 
the  beating  of  the  heart  under  a $19,200  grant 
from  the  National  Science  Foundation. 

The  grant  has  been  awarded,  for  a period  of 
about  two  years,  to  Dr.  David  Jensen,  assistant  pro- 
fessor of  physiology  in  the  CU  School  of  Medicine. 

Dr.  Jensen’s  new  project  will  seek  a precise 
identification  of  the  now  unknown  mechanisms 
involved  in  “cardiac  rate  autoregulation.” 

Findings  of  the  project  would  have  practical 
value.  Dr.  Jensen  indicated,  in  the  design  of  im- 
plantable artificial  hearts,  in  heart  transplants, 
and  in  better  understanding  of  the  response  of 
heart  rhythms  to  stress  and  drugs. 

In  the  new  field  of  heart  transplants.  Dr.  Jen- 
sen pointed  out  that  it  has  proved  entirely 
feasible  surgically  to  transplant  entire  hearts; 
eventually  it  may  prove  feasible  to  do  the  same 
for  specific  pacemaking  tissue  from  animals  to 
man.  The  transplanted  organ  or  tissue  would  be 
totally  denervated,  and  “the  need  for  detailed 
understanding  of  the  mechanism  of  cardiac  auto- 
regulation to  institute  and  maintain  effective  sup- 
portive therapy  is  obvious.” 

* * * * 

Dr.  Felice  A.  Garcia,  Denver  plastic  surgeon, 
has  been  installed  as  1968-69  president  of  the 
University  of  Colorado  Medical  Alumni  Assn. 

Dr.  Garcia  is  a 1941  graduate  of  the  CU  School 
of  Medicine  and  continues  to  serve  the  school  as 
an  associate  clinical  professor  of  surgery  on  its 
volunteer  faculty.  He  succeeds  Dr.  Kenneth  C. 
Sawyer,  Sr.,  also  a Denver  surgeon,  as  alumni 
president. 

Chosen  as  president-elect  to  take  office  next 
June  is  Dr.  Frank  B.  McGlone,  Class  of  ’38,  a 
Denver  gastroenterologist. 

Members  of  the  association  also  elected  Dr. 
Emory  John  Brady  of  Colorado  Springs,  Class  of 
’40,  as  vice  president,  and  Dr.  Duval  E.  Harvey  of 
Denver,  Class  of  ’54  as  secretary-treasurer.  Dr. 
Richard  W.  Whitehead,  Class  of  ’21  and  emeritus 
professor  of  pharmacology,  serves  as  executive 
secretary  of  the  association. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET — TEL.  388-5731  — DENVER,  COLORADO  80207 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 

Albuquerque,  New  Mexico 
113  Sierra  Dr.,  S.E.,  255-1288 


Medical  X-Ray  Equipment 
Accessories  & Film 

Medical  and  Laboratory 
Nuclear  Instrumentation 
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We’re  enthusiastic  when  it 
comes  to  solving  your 
practice  management  problems 

Enthusiasm  is  a result  of  self  confidence  . . . and 
our  self  confidence  in  problem  solving  in  practice 
management  stems  from  over  22  years  experience 
of  serving  more  than  2000  clients  in  the  Medical 
and  Dental  Professions. 

The  Professional  Management  Midwest  repre- 
sentative in  your  area  has  the  wide  training  and 
experience  to  provide  you  with  the  expert  counsel- 
ing in  all  phases  of  profitable  practice  manage- 
ment and  personal  financial  planning. 

Indeed,  it  will  be  worth  your  investment  of  time 
to  ask  the  PMM  representative  in  your  area  how 
you  can  solve  the  frustrating  problems  of 
RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  and  COLLEC- 
TIONS, FEES,  PERSONNEL,  PARTNERSHIPS. 
MEDICARE  and  PATIENT  RELATIONS. 

Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11695  West  28th  Place 

Phone:  623-3053 

Denver,  Colorado  80215  1-4-7-68 


What’s  the  Rhythm — - 

Answer: 

Ventricular  parasystolic  rhythm. 

Description:  The  basic  rhythm  is  sinus  but 
there  are  a number  of  ventricular  ectopic  beats 
which  differ  from  ordinary  VPC’s  in  one  important 
respect — they  follow  the  preceding  QRS  complex 
by  differing  lengths;  that  is,  there  is  a varying 
coupling  length.  Another  feature  that  differen- 
tiates these  from  ordinary  VPC’s  is  that  there 
seems  to  be  a constant  distance  between  the  ven- 
tricular premature  beats  and  the  longer  intervals 
between  the  beats  are  exact  multiples  of  the  short- 
er distances.  Thus  in  Strip  “A”  the  interval  be- 
tween beats  (interectopic  interval)  is  1.26  seconds 
and  the  longer  intervals  are  exactly  twice  this 
time.  In  Strip  “B,”  which  is  not  continuous  with 
Strip  “A,”  the  interectopic  interval  has  increased 
slightly  to  1.32.  It  is  then  seen  that  the  very 
longest  interval  (from  beats  7 to  8)  is  exactly  three 
times  this  basic  interval.  Beat  6 is  of  great  in- 
terest because  it  falls  exactly  on  time  for  one  of 
the  ectopic  beats  and  yet  it  comes  at  the  same 
time  as  one  of  the  normal  sinus  beats  so  that  a 
fusion  or  combination  beat  occurs.  It  is  noticed 
that  this  beat  is  “halfway”  in  form  between  the 
VPC  and  the  normal  sinus  beat. 


Comment:  It  is  thought  in  ventricular  para- 
systole that  there  exists  a slow  idioventricular 
pacemaker  which  regularly  gives  out  impulses  and 
that  when  it  finds  the  ventricular  muscle  not 
refractory  it  can  initiate  the  formation  of  an 
ectopic  beat.  In  some  unique  way  the  ectopic 
focus  is  protected  from  the  ordinary-  sinus  im- 
pulses and  its  basic  rhythm  is  never  disturbed. 
The  nature  of  its  protection  is  not  clear  although 
there  must  be  a surrounding  zone  of  unidirectional 
block  that  prevents  the  normal  depolarization 
wave  from  discharging  the  parasystolic  focus. 
Ventricular  parastole  is  often  seen  in  people  with 
chronic  heart  disease  of  the  hypertensive  or  is- 
chemic type  and  may  exist  for  long  periods  of 
time.  Quinidine  or  Pronestyl  will  usually,  but  not 
always,  abolish  the  arrhythmia.  Its  clinical  sig- 
nificance is  no  different  from  ordinary  VPC’s, 
except  that  the  beats  with  very  short  coupling 
may  fall  on  the  preceding  T-wave,  thus  initiating 
a serious  ventricular  arrhythmia. 

REFERENCE 

Scherf  D.,  Kyxing-Hi-Choi,  Bahadori,  A.,  and  Orphanos, 
R.  P. : Parasystole.  Am.  J.  Cardiol.,  12:527-538.  1963. 

’Editor,  Utah  Section,  Rocky  Mountain  Medical  Journal. 


60 


Rocky  Mountain  Medical  Journal 


Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

VIee  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31.  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate.  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969) ; Gatefwood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Wltham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fxilton,  Billings 
President-Elect:  Mark  B.  Listerud,  Wolf  Point 
Vice-President:  Oscar  A.  Swenson,  Sidney 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Allred  M.  Fulton,  Chairman,  Billings; 
Herbert  T.  Caraway,  Billings;  Paul  J.  Gans,  Lewistown; 
William  S.  Harper.  Helena;  Mark  B.  Listerud,  Wolf  Point; 
John  A.  Newman.  Butte;  Oscar  A.  Swenson,  Sidney;  Robert 
W.  Thometz.  Butte;  A.  L.  Vadheim,  Bozeman 
Scientific  Editor.  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr..  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  L. 
Russell  Hegland.  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  16921  Billings  59103.  Office  Telephone  259-2585 

Nevada  State  Medical  Association 

OFFICERS'— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A,  Petty,  Carson  City. 

President-elect:  Harrj-  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor.  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Meilical  Society 

OFFICERS— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  ex- 
pires at  the  1968  Annual  Session. 

President:  Emmit  M.  Jennings,  Roswell. 

President-Elect;  Earl  B.  Flanagan,  Carlsbad. 
Secretary-Treasurer;  John  D.  Abrums,  Albuquerque. 

Immed.  Past-President:  Thomas  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque. 
Vice  Speaker,  House  of  Delegates:  Harry  D.  Ellis,  Santa  Fe. 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1,  1967 
to  December  31,  1968. 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albuquer- 
que, January  1,  1967  to  December  31,  1968. 

Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe. 

Associate  Editor,  Rocky  Mountain  Medicai  Journai:  Ralph  R. 
Marshall,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte  Vis- 
ta Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect;  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (19701. 

Treasurer;  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City,  1969;  Cache  Valley  Medictil  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society, 
Gene  E.  Speakman,  Mt.  Pleasant,  197u;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1989;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
197u;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  197(1;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton, 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  l%b;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson.  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates;  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medicai  Journai: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr. 
Horald  Bowman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  ana  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie 

President-elect:  Henry  N.  Stephenson,  Newcastle 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis 

Secretary:  Elmer  S.  McKay,  Lander 

Treasurer:  John  J.  Corbett,  Casper 

Delegate  to  AMA:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  AMA:  Thomas  Nicholas,  Buffalo 

Speaker  of  the  House:  Roy  Holmes,  Casper 

Vice  Speaker  of  the  House;  G.  R.  Cheatham,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Reiations  Consultant;  Mr.  Bill  Anderson,  Cheyemie 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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THE  COUNCIL:  Composition  of  the  Council  shall  be  the 
Councilors  elected  by  the  component  Societies,  the  President, 
President-elect,  Vice  President,  Secretary,  Treasurer,  the 
Immediate  Past-president,  the  Delegate  and  the  Alternate 
Delegate  to  the  American  Medical  Association.  The  Speaker 
and  Vice  Speaker  of  the  House  will  be  ex-officio  members. 
The  President  of  the  Society  shall  be  the  President  of  the 
Council. 

THE  JUDICIAL  DEPARTMENT 

GRIEVANCE  COMMITTEE:  John  H.  Froyd,  Worland,  Chair- 
man, 1968;  Paul  R.  Yedinak,  Rock  Springs,  1989;  Ray  K. 
Christensen,  Worland,  1970 

COUNCIL  ON  MEDICAL  SERVICES:  Goode  R.  Cheatham, 
Casper,  Chairman,  1968;  James  E.  Stoetzel,  Pine  Bluffs,  1969; 
Oliver  Scott,  Casper,  1968;  WiUiam  G.  Erickson,  Lander,  1968; 
Thomas  T.  McGranahan,  Laramie,  1969 
COMMITTEES  OF  THE  COUNCIL- 
PUBLIC  HEALTH:  Arthritis  and  Rheumatism;  Blood  Banks; 
Cancer;  ChUd  Health;  Geriatrics;  Gottsche  Foundation;  Ma- 
ternal Health;  National  Foundation;  Rheumatic  Fever;  Rural 
Health;  Wyoming  Society  for  Crippled  Children  and  Adults; 
Crippled  Children’s  Division,  Wyoming  State  Health  De- 
partment; Tuberculosis;  Unification  of  Volunteer  Health 
Groups;  Harry  C.  Crawford,  Cheyenne,  Chairman;  Seymour 
Thickman,  Sheridan;  Edward  C.  Horsley,  Worland;  Raymond 
E.  Kunkel,  Thermopolls. 

MEDICINE  AND  RELIGION:  Henry  N.  Stephenson,  New- 
castle, Chairman:  Dean  Holt,  Evanston;  R.  H.  Bowden,  Cas- 
per: Tom  S.  Harris,  Laramie;  John  R.  Nye,  Laramie. 

PUBLIC  SAFETY:  Athletic  and  School  Health;  Health  Edu- 
cation; Home,  Highway,  and  Water  Safety;  Medical  Advisorj’ 
to  Wyoming  Motor  Vehicle  Department:  John  H.  Froyd, 
Worland,  Chairman;  Bernard  Sullivan,  Laramie;  Harlan  B. 
Anderson,  Casper;  Bob  L.  Welo,  Casper;  Ray  K.  Christensen, 
Powell;  Paul  V.  Slater,  Cheyenne;  James  H.  White,  Laramie. 
Emergency  Health  Services  Committee:  Ben  M.  Leeper, 
Cheyenne,  Chairman:  Raymond  T.  Straub,  State  Health  De- 
partment Coordinator;  Region  No.  1,  (Laramie,  Platte,  and 
Goshen:  G.  W.  Rounsborg,  Torrington;  Region  No.  2 (Albany 
and  Carbon):  R.  O.  Burgess,  Laramie;  Region  No.  3,  (Sweet- 
water, Uinta,  Lincoln  and  Sublette):  Frank  J.  Bertoncelj, 
Rock  Springs;  Region  No.  4,  (Fremont  and  Teton):  Bernard 
D.  Stack,  Riverton;  Region  No.  5,  (Hot  Springs,  Washakie, 
Big  Horn  and  Park):  A.  A.  Engehnan,  Worland;  Region  No. 
6,  (Sheridan,  Johnson,  Campbell,  Crook,  and  Weston):  Fred 
J.  Araas,  Sheridan;  Region  No.  7,  (Natrona,  Converse,  and 
Niobrara):  George  M.  Knapp,  Casper. 

MEDICAL  ASSISTANTS:  Members  of  the  Council. 

NURSING  SHORTAGE  COMMITTEE:  Robert  Alberts,  Chey- 
enne, Chairman;  Brendan  P.  Phibbs,  Casper;  George  M. 
Knapp,  Casper;  William  R.  Wahl,  (iheyenne;  William  E. 
Bennett,  Laramie;  Virgil  Thorpe,  Newcastle;  J.  Cedric  Jones, 
Cody;  Fenworth  M.  Downing,  Sheridan;  James  W.  Baltzell, 
Rawlins;  Ben  M.  Leeper,  Cheyenne. 

COUNCIL  ON  EXECUTIVE  GOVERNMENTAL  AFFAIRS 
AND  ECONOMICS:  Duane  M.  Kline,  Cheyenne,  Chairman, 
1968;  James  Haller,  Gillette,  1969;  John  J.  Corbett,  Casper, 
1968;  Robert  L.  Fernau,  Riverton,  1968;  John  H.  Froyd,  Wor- 
land, 1969. 

COMMITTEES  OF  THE  COUNCIL- 
ADVISORY  ON  WOMAN’S  AUXILIARY:  Laurence  W.  Greene, 
Jr.,  Laramie,  Chairman;  Rodolfo  Lansang,  Rock  Springs;  Paul 
R.  Yedinak,  Rock  Springs. 

ADVISORY  ON  WORKMEN’S  COMPENSATION:  Judicial 
District  No.  1,  (Laramie,  Platte,  and  Goshen) : Paul  J.  Preston, 
Cheyenne,  Chairman;  Leo  W.  Keenan,  Torrington;  Judicial 
District  No.  2,  (Albany,  Carbon,  and  Sweetwater):  James  H. 
White,  Laramie;  Judicial  District  No.  3,  (Uinta,  Teton,  Sub- 
lette, and  Lincoln) : Joseph  S.  HelleweU,  Evanston;  J.  Thomas 
Johnston,  Pinedale.  Judicial  District  No.  4,  (Sheridan,  Camp- 
bell, and  Johnson) : Thomas  A.  Nicholas,  Buffalo.  Judicial 
District  No.  5,  (Big  Horn,  Washakie,  Hot  Springs,  and  Park); 
Joseph  A.  Gautsch,  Cody;  John  H.  Froyd,  Worland.  Judicial 
District  No.  6.  (Crook,  Weston,  and  Niobrara):  Willis  M. 
Franz,  Newcastle.  Judicial  District  No.  7,  (Converse,  Natrona, 
and  Fremont) : George  M.  Knapp,  Casper. 

FEE  SCHEDULES  COMMITTEE:  See  SPECIAL  COMMIT- 
TEES, Governmental  Affairs  Committee. 

INSURANCE  AND  RETIREMENT  COMMITTEE:  Insurance; 
Retirement  Plan:  James  W.  Barber,  Cheyenne,  Chairman; 
David  M.  Flett,  Cheyenne;  Oscar  J.  Rojo,  Sheridan;  Francis 
A.  Barrett,  Cheyenne;  Robert  H.  Bowden,  Casper;  Blue  Cross 
Trustees:  Richard  N.  Winger,  Cheyenne,  1970;  Duane  M. 
Kline,  Cheyenne,  1971;  Blue  Shield  Trustees:  E,  Chester 
Ridgway,  Cody,  1968;  Harlan  B.  Anderson,  Casper,  1968;  Judge 
Harry  S.  Harnsberger,  Cheyenne,  1969;  Henry  Stephenson, 
Newcastle,  1969;  William  Hinrichs,  Douglas,  1969;  Thomas 
Nicholas,  Buffalo,  1969,  Fenworth  Downing,  Sheridan,  1970; 
Paul  Yedinak,  Rocks  Springs,  1970;  Laverne  Boal,  Upton,  1970; 
R.  L.  Fernau,  Riverton,  1970;  H.  T.  Person,  Laramie,  1971; 
Howard  Flitner,  Greybull,  1971. 

LEGISLATION  COMMITTEE:  Norman  R.  Black,  Cheyenne, 
Chairman:  James  W.  Barber.  Cheyenne;  Francis  A.  Bar- 
rett, Cheyenne:  Duane  M.  Kline,  Cheyenne:  Robert  B. 
Stump,  Cheyenne;  S.  J.  Giovale,  Cheyenne;  Thomas  Nicholas, 
Buffalo;  Elmer  S.  McKay,  Lander:  Claude  O.  Grizzle,  Chey- 
enne; Brendan  P.  Phibbs.  Casper:  Byron  Hirst,  Cheyenne; 
Ted  Johnston.  Cheyenne. 


MILITARY  AND  VETERANS  AFFAIRS  COMMITTEE:  Ad- 
visory to  Selective  Service:  Duane  M.  Kline,  Cheyenne, 
Chairman,  1970;  Veterans’  Care:  Bernard  J.  Sullivan,  Laramie, 
Chairman,  1968;  George  M.  Knapp,  Casper,  1969;  Duane  M. 
Kline,  Cheyenne,  1970;  Champus:  Governmental  Affairs  and 
Title  XIX  Committees. 

NOMINATING  COMMITTEE:  Henry  N.  Stephenson,  New- 
castle, President-elect,  Chairman.  All  present  officers  (Presi- 
dent, Vice  President,  Secretary,  and  Treasurer)  All  past- 
presidents,  past-secretaries  and  past-treasurers.  Chairmen 
of  the  following  4 county  delegations:  Sweetwater,  Johnson, 
Fremont,  and  Goshen. 

PUBLIC  RELATIONS  COMMITTEE:  Ray  K.  Christensen, 
Powell,  Chairman;  S.  J.  Giovale,  Cheyenne;  Thomas  A. 
Nicholas,  Buffalo;  Francis  A.  Barrett,  Cheyenne;  Benjamin 
Gitlitz,  Thermopolis;  William  Anderson,  Cheyenne;  AH  1967- 
1968  County  M^ical  Society  Presidents. 

STATE  INSTITUTIONS  COMMITTEE:  State  Hospital  Ad- 
visory: WUliam  N.  Karn,  Jr.,  Evanston,  Chairman;  Respon- 
sible for  obtaining  reports  from  the  following  State  Insti- 
tutions; State  Prison,  Rawlins:  Pioneer  Home,  ’Thermopolis; 
State  Industrial  Institute,  Worland;  Tuberculosis  Sanatorium 
and  Geriatrics  Division,  Basin;  State  Hospital,  Evanston;  State 
Training  School,  Lander;  Wyoming  Girls’  School,  Sheridan; 
Soldiers’  and  Sailors’  Home,  Buffalo;  Wyoming  Children’s 
Home,  Casper;  (State  Orphanage). 

STUDENT  LOAN  FUND  COMMITTEE:  Members  of  the 
Council. 

COUNCIL  ON  RESEARCH,  ORGANIZATION  AND  SCI- 
ENTIFIC PROGRAM:  Donald  F.  Mahnke,  Casper,  Chairman, 
1969;  James  W.  Baltzell,  Rawlins,  1968;  Theodore  Johnston, 
Cheyenne,  1968;  Millard  J.  Smith,  Cody,  1968;  Dan  B.  Greer, 
Cheyerme,  1969. 

COMMITTEES  OF  THE  COUNCIL — 

AMA  EDUCATION  AND  RESEARCH  FOUNDATION  COM- 
MITTEE: (One  from  each  component  Society)  Goshen — Kayo 
Smith,  Torrington,  Chairman;  Albany— Chris  J.  Ghicadus, 
Laramie;  Carbon — James  W.  Baltzell,  Rawlins;  Converse — 
Wm.  A.  Hinrichs,  Douglas;  Fremont — ^E.  W.  Richards,  River- 
ton; Johnson — ^Patrick  Nolan,  Buffalo;  Laramie — Don  W. 
Herrold,  Cheyenne;  Natrona — Frederick  H.  Haigler,  Casper; 
Northeast — Richard  C.  Baughman,  Gillette;  (Includes  Camp- 
beU,  Crook,  and  Weston  Counties)  Northwest — ^Peter  G.  Frank, 
Basin;  (Includes  Hot  Springs,  Big  Horn,  Washakie,  and  Park) 
Platte — William  E.  Rosene,  Wheatland:  Sheridan — Oscar  J. 
Rojo,  Sheridan;  Sweetwater — Paul  R.  Yedinak,  Rock  Springs; 
Teton — William  W.  Elmore,  Jackson;  Uinta— -Jack  B.  Bennett, 
Evanston. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Harlan  B. 
Anderson,  Casper,  Chairman;  John  H.  Froyd,  Worland; 
Thomas  Nicholas,  Buffalo;  S.  J.  Giovale,  Cheyenne. 

CREDENTIALS  COMMITTEE:  Elmer  S.  McKay,  Lander, 
Secretary,  Chairman;  Raymond  E.  Kunkel,  Thermopolis,  Vice 
President;  John  J.  Corbett,  Casper,  Treasurer. 

HISTORICAL  COMMITTEE:  S.  J.  Giovale,  Cheyenne,  Chair- 
man; Harlan  B.  Anderson,  Casper. 

MEMORIAL  COMMITTEE:  Robert  Alberts,  Cheyenne,  Chair- 
man. 

ORIENTATION  PROGRAM  COMMITTEE:  Raymond  E.  Kun- 
kel, Thermopolis,  Vice  president.  Chairman;  WiUiam  N. 
Karn,  Evanston;  Robert  Alberts,  Cheyerme;  (Director  State 
Department  of  Public  Health);  Mr.  Arthur  R.  Abbey,  Mr. 
Byron  Hirst. 

PROGRAM  AND  ENTERTAINMENT  COMMITTEE:  Laurence 
W.  Greene,  Jr.,  Laramie,  President,  Chairman;  Henry  N. 
Stephenson,  Newcastle,  President-elect;  Raymond  E.  Kunkel, 
Thermopolis,  Vice  President;  Elmer  S.  McKay,  Lander,  Sec- 
retary; John  J.  Corbett,  Casper,  Treasurer;  Harlan  B.  An- 
derson, Casper,  Delegate  to  AMA;  Thomas  Nicholas,  Buffalo, 
Alternate  Delegate  to  AMA. 

Members  Research,  Organization  and  Scientific  Program 
Committee:  Francis  A.  Barrett,  Cheyenne,  Chairman  for 
Entertainment. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMIT- 
TEE: John  H.  Story,  LoveU,  Chairman,  1969;  Paul  R.  Yedinak, 
Rock  Springs,  1968;  G.  R.  Spiller,  Thermopolis,  1969;  Patrick 
David  Nolan,  Buffalo,  1970;  John  R.  Nye,  Laramie,  1970. 

SCIENCE  FAIR  COMMITTEE:  Herbert  Jackman,  Rock 
Springs,  Chairman;  Charles  G.  Vivion,  Jr.,  Laramie;  Louis 
G.  Booth,  Sheridan. 

TIME  AND  PLACE  COMMITTEE:  Henry  N.  Stephenson. 
Newcastle,  President-elect,  Chairman;  Laurence  W.  Greene. 
Jr.,  Laramie,  President;  Raymond  E.  Kunkel,  ’Thermopolis. 
Vice  President:  Elmer  S.  McKay,  Lander,  Secretary:  John  J. 
Corbett,  Casper,  Treasurer;  Harlan  B.  Anderson,  Casper,  Dele- 
gate to  AMA;  Thomas  Nicholas,  Buffalo,  Alternate  Delegate 
to  AMA;  Chairman  of  the  Sweetwater  Delegation;  Chairman 
of  the  Sheridan  Delegation;  Chairman  of  the  Albany  Delega- 
tion. 


62 


Rocky  Mountain  Medical  Journal 


SPECIAl.  COMMITTEES: 

COMMITTEE  TO  COMBAT  HEALTH  MISINFORMATION: 
Thomas  T.  McGranahan,  Laramie,  Chairman;  Peter  G.  Frank, 
Basin:  Joseph  E.  Hoadley,  Gillette:  Paul  Holtz,  Lander;  G.  W. 
Rounsborg,  Torrington;  Raymond  KunkeL  Thermopolis; 
Francis  Barrett,  Cheyenne:  Orson  L.  Treloar,  Alton;  Goode 
R.  Cheatham,  Casper;  R.  D.  Bloemendaal,  Cody;  William  D. 
Wilson,  Wheatland;  Paul  R.  Yedinak,  Rock  Springs;  Henry 
N.  Stephenson,  Newcastle. 

MALPRACTICE  INSURANCE  COMMITTEE:  Dan  B.  Greer, 
Cheyenne;  Chairman;  Duane  M.  Kline,  Cheyenne:  Charles  G. 
Vivion,  Laramie. 

UTILIZATION  REVIEW  COMMITTEE:  Roy  W.  Holmes,  Cas- 
per, Chairman;  George  M.  Knapp,  Casper;  Martin  Ellbogen, 
Casper;  Fenworth  M.  Downing,  Sheridan;  Thomas  Nicholas, 
Buffalo. 

COMMITTEE  TO  STUDY  CHANGES  IN  WYOMING  ABOR- 
TION LAWS:  John  Froyd,  Worland,  Chairman;  Harry  C. 
Crawford,  Cheyenne;  Goode  R.  Cheatham,  Casper,  Bernard 
J.  Sullivan,  Laramie;  Bane  T.  Travis,  Cheyenne. 

COMMITTEE  FOR  STUDY  OF  ADMINISTRATION:  Brendan 
P.  Phibbs,  Casper,  Chairman:  John  H.  Froyd,  Worland;  Fred- 
erick H.  Haigler,  Casper;  TTiomas  Nicholas,  Buffalo;  S,  J. 
Giovale,  Cheyenne. 

GOVERNMENTAL  AFFAIRS  AND  TITLE  XIX  COMMIT- 
TEE: Elmer  S.  McKay,  Lander,  Chairman;  John  J.  Corbett, 
Casper;  Thomas  Nicholas,  Buffalo;  WilUam  Wahl,  Cheyenne; 
James  W.  Barber,  Cheyenne;  Theodore  Johnston,  Cheyenne; 
Fenworth  M.  Downing,  Sheridan;  Ray  K.  Christensen,  Powell; 
Donald  Hunton,  Cheyenne. 

ROCKY  MOUNTAIN  MEDICAL  JOURNAL:  Francis  A.  Barrett, 
Cheyenne,  Editor;  Walter  Reckling,  Cheyenne,  Assistant  Edi- 
tor. 

SPECIAL  ADVISORY  COMMITTEE  TO  CHILDREN— STATE 
HEALTH  DEPARTMENT:  S.  Bruce  Whittenberger,  Cheyenne, 
Chairman;  Duane  M.  Kline,  Jr.,  Cheyenne;  Paul  J.  Preston, 
Cheyenne;  Dan  B.  Greer,  Cheyenne;  James  K.  Fisk,  Cheyenne. 

SPECIAL  ADVISORY  COMMITTEE  FOR  DIABETES  CAMP: 
John  R.  Nye,  Laramie,  Chairman;  Brendan  P.  Phibbs,  Cas- 
per; Thomas  Nicholas,  Buffalo;  Chris  James  Ghicadus,  Lara- 
mie; Donald  Hunton,  Cheyenne. 

MENTAL  HEALTH  COMMITTEE:  James  G.  HaUer,  Gillette. 
Chairman;  Robert  Alberts,  Cheyenne;  William  N.  Kam, 
Evanston. 


Practice  Opportunities 
in  Colorado 

SOLO  PRACTICE 
FLAGLER,  COLORADO 

Contact  A.  E.  Creighton,  Chairman 
Community  Medical  Center,  Inc. 
(New  satellite  Hospital  soon) 

Flagler,  Colorado  80815 

RANGELY,  COLORADO 

Contact  W.  R.  Bliss,  Administrator 
Rangely  District  Hospital 
Rangely,  Colorado  81648 
OR 

James  W.  Todd,  M.D. 

Box  958 

Rangely,  Colorado  81648 
OR 

Mr.  Bateman 

c/o  Chevron  Oil  Company 
Rangely,  Colorado  81648 

SPRINGFIELD,  COLORADO 

Contact  Mr.  Bill  Moore 

Southeast  Colorado  Hospital  District 

Box  488 

Springfield,  Colorado  81073 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Qinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan.  M.D. 
James  E.  Edwards,  M.D. 


for  July  1968 


63 


WANT  ADS 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  himting.  Newly  completed  addition  to 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  Will  exchange  references.  Contact  H.  W.  Roth, 
M.D..  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


PHYSICIAN  NEEDED  for  Medical  Facility  in  a resort  area 
on  the  Colorado  River.  Must  have  Nevada  license  or  be 
able  to  conform.  Ideal  location  for  semi-retired  physician. 
Monthly  salary.  Contact  North  Las  Vegas  Hospital,  Inc.,  1401 
E.  Lake  Mead  Blvd.,  North  Las  Vegas,  Nevada  89030. 

468-8-4B 


MEDICAL  DIRECTOR — for  Children  and  Youth  Project.  South- 
Central  Colorado.  Headquarters — Trinidad  or  Walsenburg, 
Colorado.  Salary  $20,000.  Position  is  under  State  Civil  Service 
and  requires  M.D.  and  eligibility  for  licensure  in  Colorado. 
Contact  Dalton  Roberts,  Administrative  Officer,  Colorado 
State  Department  of  Public  Health,  4210  East  11th  Avenue, 
Denver,  Colorado  80220.  668-4-2B 


OPPORTUNITY:  General  Practitioner,  General  Surgeon, 

Pediatrician  and  Internist,  well  established  group,  six 
doctors  with  rapidly  expanding  practice.  Modern  clinic,  com- 
plete X-ray  and  Laboratory  facilities,  immediate  access  to 
accredited  hospital.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada  89015.  Area  Code  702,  tele- 
phone 565-8701.  668-2-3B 


OFFICE  EQUIPMENT  FOR  SALE:  Including  Aloe  Century 
examining  table  (like  new),  Castle  operating  light,  desks, 
small  surgical  instruments,  adult  and  pediatric  scales,  oto- 
scopes, hand  aneroids,  etc.  Also  30MA  X-ray  unit,  Mayo  stands, 
St.  Joseph’s  Hospital,  Denver,  Colorado  80218.  768-1-2 


WANTED:  Specialists  of  various  types  to  donate  their  old 
journals  to  the  Doctor  to  Doctor  Program.  Dr.  Morris 
Kaplan,  3705  E.  Colfax,  Denver,  Colorado  80206.  (303)  333-9191. 

768-2-2 


OPENING  FOR  TWO  INTERNISTS  OR  GENERAL  PRAC- 
TITIONERS to  serve  on  medical  service  of  133-bed  GM&S 
Hospital.  Salary  based  on  qualifications;  excellent  fringe 
benefits.  Licensure  in  any  State  of  the  United  States  is  re- 
quired. Inquire;  Chief  of  Staff,  VA  Center,  2360  E.  Persh- 
ing Blvd.,  Cheyenne,  Wyoming  82001,  an  equal  opportunity 
employer.  568-7-2B 


BOULDER,  COLORADO — excellent  family  practice  for  sale. 

College  town,  50,000,  at  base  of  mountains.  30  miles  from 
Denver.  Ideal  community.  Leaving  for  Peace  Corps  July, 
1966.  H.  Rinier,  MD,  385  Broadway,  Boulder,  Colorado  80302. 

568-3-3 


WANTED;  Old  used  ophthalmological  instruments  and  equip- 
ment regardless  of  state  of  repair.  I want  these  as  a gift 
to  tranship  to  an  old  South  American  University  where  they 
are  desperately  needed.  Send  them  either  directly  to  the 
hospital  or  to  me.  Dr.  Morris  Kaplan,  3705  E.  Colfax,  Denver, 
Colorado  80206.  (303  ) 333-9191.  768-3-2 


OGALLALA,  NEBRASKA  ALL  AMERICAN  CITY  of  5,000 
has  fully  equipped  clinic  for  two  general  practitioners. 
Proven  income  potential.  Colorado  climate.  Located  on  inter- 
section of  4 highways  including  Interstate  80.  Hunting,  fish- 
ing and  golf.  Up  to  date  schools.  Hospital  capacity  being 
doubled  to  84  beds.  Box  627,  Ogallala,  Nebraska  69153.  768-4-3B 


GENERAL  SURGEON:  Board  certified  or  eligible  for  group 
in  central  Wyoming.  Prefer  young  man  with  military  obli- 
gation completed;  salary  leading  to  early  partnership.  Well 
equipped  facilities  include  a 65  bed  J.C.H.A.  accredited  county 
hospital.  Progressive  community,  new  Jr.  college,  area  popu- 
lation 20,000;  unlimited  outdoor  recreational  opportunities. 
Send  resume  and  references  to  Medical  Director,  Wind  River 
Medical  Group,  1202  East  Jackson,  Riverton,  Wyoming  82501. 

768-5-2B 


GENERAL  PRACTICE  FOR  SALE.  Same  location  20  years. 

1600  sq.  ft.  office  building  with  2 examining  rooms,  wait- 
ing room,  consultation  room,  recovery  room,  x-ray  room, 
physiotherapy  room,  2 rest  rooms  and  laboratory.  Whole 
office  fully  equipped.  Excellent  collections.  30,000  population 
in  New  Mexico.  Open  staff  accredited  hospital  3 minutes  away. 
Will  sell  or  rent  office  building.  Wish  to  retire.  Will  introduce. 
Reply  to  Box  768-6-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218.  768-6-1 


1^": 


EXCLUSIVELY 


■ 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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UNION  CARBIDE  OFFERS  exceptional  opportunity  for  gen- 
eral practice  in  Western  Colorado.  Fixed  income  from 
industrial  program  and  free  use  of  medical  facilities  for 
private  practice.  Estimated  gross  $50,000.  Housing,  schools 
available.  An  equal  opportunity  employer.  Contact:  J.  J. 
Welsh,  M.D.,  Union  Carbide  Corporation,  270  Park  Avenue, 
New  York,  New  York  10017.  768-7-lB 


EXCELLENT  OPPORTUNITY  to  assume  short-term  two  year 
lease.  Most  desirable  location  in  Denver.  Modern  new 
building;  x-ray  and  laboratory  services;  excellent  hospital 
coverage  near  Presbyterian,  Mercy,  Children’s  and  St.  Joseph’s 
Hospital.  Call  303 — 222-8514  or  write  Franklin  Medical  Build- 
ing, No.  820,  Denver,  Colorado  80205.  763-8-lB 


OPHTHALMOLOGIST,  55,  Board  Qualified,  desires  relocation. 

Association  with  older  physician  or  purchase  of  established 
practice.  Available  January  1969.  Colorado  or  Nevada.  Reply 
to  Box  768-9-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  768-9-3B 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 


309  16th  Street 
Denver  80202 


Telephone 

534-8714 


Speer  at  Acoma  • Denver  • 534*0631 


r Discriminating  Doctors 
everywhere  specify 

STEEL-CASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  in  soon  — or  phone  and  our  representative  will  call 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools  — every- 
thing to  help  patients  get  well  faster. 

We  Process  MEDICARE 
Equipment  Claims 

DENVER 

733-5521 

350  Broadway 


HOSPITAL 

LIFE 

DISABILITY 

• 

GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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What  will  you  use  in  place  of  money 

when  you’re  sick  or  hurt  and 
your  income  stops? 


Doctors  get  sick,  too.  When  vour  turn  comes,  will  your 
family  have  the  necessary  cash  to  meet  everyday  living 
expenses?  Will  they  have  the  necessary  funds  to  keep 
your  practice  going  until  you  are  back  on  your  feet 
again? 

Protect  your  income  now  with  the  Colorado  Medical 
Society's  low-cost  Disability  Income  Plan. 

PAYS  up  to  $800.00  a month  when  you're  sick  or  hurt 
and  can't  work. 

For  full  details,  complete  the  coupon  below  and  mail 
it  today! 


Have  you  discovered  MEDIPHONE? 

It's  Mutual  of  Omaha's  new  service  that  can  save  you 
time  and  money.  Now,  to  furnish  Mutual  of  Omaha 
the  information  necessary  to  qualify  an  applicant  for 
insurance,  you  simply  dictate  the  information  requested 
into  your  telephone,  relieving  you  and  your  staff  of 
burdensome,  time-consuming  work.  To  use  Mediphone, 
call  402 — 342-7530  collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered  how  helpful  Mediphone 
can  be  in  cutting  down  on  pa(>er  work.  Find  out  how 
Mediphone  can  help  you.  Send  for  a free  pamphlet 
on  Mediphone  today. 


Mutual 

^^rnahaSL/ 


Ihe  Gompanij  that  pays 

1 my  free 

Life  Insurance  Affiliate:  United  of  Omaha 

1 Name 

1 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

HOME  OFFICE:  OMAHA,  NEBRASKA 

1 Address.. 

1 

7-1068-1-469 

1 City 

Vincent  Anderson  Agency 
Mutual  of  Omaha 
2nd  Floor,  Railway  Exchange  Bldg. 
Denver,  Colo.  80202 


-Z.p. 


PREMIUM 

QUALITY 

AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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Four  State  Annual  Session  Programs 


SEE  THE  LATEST 
DEVELOPMENTS  IN 

Surgical 

and 

Medical 

Equipment 

AT  OUR  DISPLAY  DURING  THE 
ANNUAL  SESSION  OF  THE 
COLORADO  MEDICAL  SOCIETY 
BROADMOOR  HOTEL 
COLORADO  SPRINGS,  COLORADO 
SEPTEMBER  1M4  - BOOTH  25 

Geo.  Berbert  & Sons,  Inc. 

1717  Logan  Street 
Telephone  255-0408 
Denver,  Colorado  80203 
1903-1968— Our  65th  ANNIVERSARY 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occiu-ring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  ^ 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


References: 

(1)  Siver,  R.  H.: 
CMD,  21:109, 
September  1954.  (2) 
Fry'kman,  H.  H.:  Minn. 
Med.,  38:19-27, 
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15:15-1 6,  October 
1965.  (5)  Weekes, 

D.  J.:  N.Y.  State  Jour. 
Med.,  58:2672-2673, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  25:47-59, 
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Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  Sc 
Hosp.  Dental  Serv., 
310-312,  July  1961. 
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Levine,  W.  I.:  Oral 
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Oral  Path.,  20:591-593, 
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Picture  of  treated  with 

torticollis  Parafon  Forte*TABLETs 

Parafiex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


ji  Parafon  Forte  helps  to  relieve  pain, 

restore  mobility. . . stop  pain-spasm  feedback 

I 

: Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
: of  paind>2  yet  unlikely  to  produce  the  irritation  to  the 
I gastric  mucosa  so  often  associated  with  salicylate 

i therapy® 

i 

j and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
j 6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Parafiex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Parafiex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i4:3l6, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.’.  Gastroenterology  ^4:146,  1963.  4.  Berman,  H.  H.,  et  al.-.  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964. ‘ *U.S  PATENT  NO.  2,895,077 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


McNEIL ) 


98th  ANNUAL  SESSION,  COLORADO  MEDICAL  SOCIETY 

September  11-14,  1968 
Broadmoor  Hotel,  Colorado  Springs 


House  of  Delegates  Meetings 

3;00  p.m. — Wednesday,  September  11 
2:00  p.m. — Friday,  September  13 
8:00  a. m.— -Saturday,  September  14 
AH  meetings  of  the  House  will  be  held  in  the 
International  Center 

Reference  Committees  will  meet  at  6:30  p.m., 
Wednesday,  September  11 


Hunt 

Thursday,  September  12 
9:00  a.m. 

Congressman  Byron  Rogers,  Speaker 

CONSRESSMAN 
BYRON  R06ERS 


“Genetics" 

Thursday,  September  12 
10:30  a.m. 

“MOLECULAR  GENETICS”  and  “CYTOGENETICS": 
Arthur  Robinson,  .M.D.,  Director  of  Genetic  Coun- 
seling Clinic,  Birth  Defects  Center,  and  Cytoge- 
netics Laboratory,  University  of  Colorado  Medical 
Center 

ARTHUR  ROBINSON,  M.D. 

“BIOCHEMICAL  GENETICS” 

Helen  Z.  Hill,  Ph.D.,  Assistant  Professor, 
University  of  Colorado  Medical  Center 


HELENE  Z.  HILL,  Ph.D. 


i 


GENERAL  J.  W.  HUMPHREYS 


Astronaut  Program 

Friday,  September  13 
9:00  a.m. 

“NASA’S  MANNED  SPACE 
FLIGHT  PROGRAM” 

Major  General  j.  W.  Humphreys, 
USAF,  Director  Space  Medicine 
Manned  Space  Flight 


Keogh  Amendment 

Friday,  September  13 

10:30  a.m. 

“RETIREMENT  PLAN 
FOR  THE  SELF-EMPLOYED ’’ 

Former  Congressman,  Eugene  J.  Keogh 
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COMMANDER 
ROBERT  E.  THOMPSON 


Aquanaut  Program 

Saturday,  September  14 
9:00  a.m. 

“INNER  SPACE  EXPLORATION— PROJECT  SEALAB” 
Commander  Robert  E.  Thompson,  MC,  USN,  SEALAB 
I Aquanaut  and  Assistant  Principal  Investigator  for 
SEALAB  II 


Military  Medicine 

Saturday,  September  14 
10:30  a.m. 

“COMPLICATIONS  IN  THE  SURGERY  OF  WAR  WOUNDS” 
Major  Henry  j.  Schmitt,  Jr.,  USAF,  MC,  Chief  of  Surgical 
Services,  USAF  Academy  Hospital 

“ COMMON  ATHLETIC  INJURIES”  Major  William  E.  Frank, 
USAF,  MC,  Chief  of  Orthopedic  Services,  USAF  Academy 
Hospital 


MAJOR 

HENRY  J.  SCHMITT,  JR. 


MAJOR  WILLIAM  E.  FRANK 


Symposium  on  Human  Sexuality 

Saturday,  September  14 
2:00  p.m. 

“ HUMAN  SEXUALITY— A PSYCHIATRIST  LOOKS  AT  THE  MASTERS— 
JOHNSON  REPORT”  Roy  W.  Menninger,  M.D.,  President,  The  Menninger 
Foundation,  Topeka,  Kansas 

““MASCULINITY  AND  FEMININITY”  Franklin  C.  Ebaugh,  M.D. 
“CURRENT  CONCEPTS  OF  AND  ATTITUDES  TOWARD  HOMO- 
SEXUALITY” Warren  H.  Walker,  M.D. 

“ SEXUAL  PROBLEMS  FREQUENTLY  ENCOUNTERED  IN  MEDICAL 
PRACTICE”  John  L.  Lightburn,  M.D. 


Fun  and  Recreation 

Stag  Smoker,  Friday,  September  13 
6:30  p.m. 

Film  on  Pikes  Peak  Auto  Hill  Climb 

ORGANIZED  TOURNAMENTS  WITH  TROPHIES  AND 
PRIZES  FOR  THE  WINNERS  IN  GOLF,  SKEET  AND  TENNIS 

For  additional  Information  write  to 
Dr.  Golf — Golf  Tournament 
Dr.  Crockett- — Skeet  Tournament 
Dr.  Racquett— Tennis  Tournament 

all  addressed  to 

1809  E.  18th  Avenue,  Denver,  Colo.  80218 


Annual  Banquet 

Saturday,  September  14 
6:30  p.m. 

Senator  Peter  H.  Dominick 

Speaker  senator  peter  dominick 


DR.  ROY  W.  menninger 


for  August  1968 
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Sixty ^ Fifth  Annual  Meeting 

Jackson  Lake  Lodge 


WYOMING  STATE  MEDICAL  SOCIETY 


Grand  Teton  National  Park 
August  27-30,  1968 


Tuesday,  August  27  Thursday,  August  29 

Go'.f  Tournament'  Today 


10:00  A.M. 
1:00  P.M. 

3:30  P.M. 


Registration — Transportation  Desk 

Orientation  Program,  Scientific  Sessions 
Room  C 

Council  Meeting,  Scientific  Sessions 
Room  C 


9:00  A.M.  House  of  Delegates,  Scientific  Sessions 
Room  C 


1 :30  P.M.  Peptic  Ulcer.  The  Rationale  of  Medicol 
and  Surgical  Procedures 

WALTER  PALMER,  M.D. 


6:15  P.M.  Cocktails  on  the  Sun  Deck 

7:15  P.M.  Exhib  itors'  Buffet — Explorers  Room 

WILLIAM  CARLSON,  D.V.M.,  Ph.D., 
Guest  Speaker,  President  University  of 
Wyoming 

Stag  Night  to  follow  Buffet 


Wednesday,  August  28 


2:00  P.M.  Diagnosis  and  Treatment  of  Common  Ear 
Problems 

VICTOR  HILDYARD,  M.D. 


2:30  P.M.  Primary  Sclerosing  Carcinoma  of  the 
Intrahepatie  Bile  Ducts 

WM.  A.  ALTEMEIER,  M.D. 


9:00  A.M.  House  of  Delegates — Scientific  Sessions 
Room  C 

12:00  noon  Time  and  Place  Committee  Meeting 
HENRY  N.  STEPHENSON,  M.D., 
President-elect,  Chairman 

12:30  P.M.  WYOPAC  Luncheon 

HOYT  D.  GARDNER,  M.D.,  Guest  Speaker 


3:30  P.M.  The  Modern  Monagement  of  the 
Postmenopausal  Years 
M.  EDWARD  DAVIS,  M.D. 


4:00  P.M.  Problems  in  Diagnosis  and  Treatment  of 
Myocardial  Infarction 

GERALD  S.  BERENSON,  M.D. 


2:00  P.M.  Nominating  Committee  Meeting 

2:30  P.M.  Reference  Committee  Meetings 

Medical  Services 

GOODE  R.  CHEATHAM,  M.D.,  Chairman 

Executive,  Governmental  Affairs,  and 
Economics 

DUANE  M.  KLINE,  M.D.,  Chairman 

Research,  Organization  and  Scientific 
Program 

DONALD  F.  MAHNKE,  M.D.,  Chairman 


4:30  P.M.  Problems  in  Hyperthyroidism  and  Goiter 

HERBERT  C.  LANGFORD,  M.D. 

6:15  P.M.  Cocktails  on  Sun  Deck 

7:15  P.M.  Banquet,  Explorers  Room 

MERLIN  DU  VAL,  M.D.,  Featured  Speaker, 
Dean  of  Medical  School,  University  of 
Arizona 


5:30  P.M.  Cocktails  and  outdoor  Borbecue 

8:00  P.M.  Dancing — Cash  Bar 


Presentation  of  Robins  Award  for 
Community  Service 

Presentation  of  golf  trophies 
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Friday,  August  30 


9:30  A.M.  The  Growing  Import'ance  of  lotrogenic 
Infections  in  Clinical  Surgery 

WM.  A.  ALTEMEIER,  M.D. 

10:00  A.M.  Epidemiology  and  Therapy  of  Hypertension 

HERBERT  G.  LANGFORD,  M.D. 


Guest 

Speakers 


1 1 :00  A.M.  Surgical  Approach  to  Pancreatitis 

MERLIN  DU  VAL,  M.D. 

1 1 :30  A.M.  Crohn's  Disease:  Its  Course  ond  Theropy 

WALTER  PALMER,  M.D. 

1 :30  P.M.  Concepts  of  Connective  Tissue  and 
Application  to  Cardiovascular  Disease 

GERALD  S.  BERENSON,  M.D. 

2:00  P.M.  The  Infertile  Couple 

M.  EDWARD  DAVIS,  M.D. 


3:00  P.M.  Diagnosis  and  Management  of  the  Dizzy 
Patient 

VICTOR  HILDYARD,  M.D. 

3:30  P.M.  Council  Meeting 


William  A.  Altemeier,  M.D. 
Professor  of  Surgery 
University  of  Cincinnati 
Cincinnati,  Ohio 


William  D.  Carlson 
D.V.M.,  Ph.O. 
President,  University  of 
Wyoming 

Laramie,  Wyoming 


Herbert  G.  Langford,  M.D. 

Professor  of  Medicine 
University  of  Mississippi 
Jackson,  Mississippi 


Hoyt  D.  Gardner,  M.D. 

AMPAC  Speaker 
Louisville,  Kentucky 


Victor  H.  Hildyard,  M.D. 
Assistant  Clinical  Professor 
Division  of  Surgery 
Dept,  of  Otolaryngology 
University  of  Colorado 
School  of  Medicine 
Denver,  Colorado 


for  August  1968 


Merlin  K.  DuVal,  M.D. 
Dean  of  Medical  School 
University  of  Arizona 
Tucson,  Arizona 


Gerald  S.  Berenson,  M.D. 

Professor  of  Medicine 
Louisiana  State  University 
New  Orleans,  Louisiana 


M.  Edward  Davis,  M.D. 
Professor  Emeritus 
Department  of  Ob-Gyn 
Chicago  Lying-In  Hospital 
Chicago,  Illinois 


Walter  L.  Palmer,  M.D. 
Professor  of  Medicine 
University  of  Chicago 
Chicago,  Illinois 
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The  90th  Annual  Meeting 
MONTANA  MEDICAL  ASSOCIATION 

September  11^13^  1968 
Billings,  Montana 


The  90th  Annual  Meeting  of  the  Montana 
Medical  Association  will  convene  in  Billings,  the 
heart  of  the  Midland  Empire  of  Montana,  on 
Wednesday,  Thursday,  and  Friday,  September 
11,  12,  and  13.  All  physicians  who  are  mem- 
bers of  the  American  Medical  Association  are 
cordially  invited  and  welcome  to  attend  this  an- 
nual meeting.  There  will  be  no  registration  fee. 

All  of  the  scientific  and  business  sessions  of 
the  90th  Aimual  Meeting  will  be  held  in  the 
Shrine  Auditorium,  1125  Broadwater  Avenue, 
Billings. 

Preceding  the  annual  meeting  on  Tuesday 
afternoon,  September  10,  the  Yellowstone  Valley 
Medical  Society  will  sponsor  a golf  tournament 
at  one  of  the  country  clubs  in  Billings.  All  phy- 
sicians who  plan  to  attend  the  annual  meeting  are 
cordially  invited  to  participate  in  this  golf  tourney. 
A number  of  valuable  prizes  will  be  awarded. 
Participants  are  urged  to  submit  their  entry 
promptly  to  the  chairman,  William  E.  Butler, 
M.D.,  P.  O.  Box  1878,  Billings,  Montana  59103, 
and  to  forward  to  him  their  handicap. 

In  addition  to  the  golf  tournament  on  Tues- 
day afternoon,  a number  of  medical  specialty 
groups,  as  well  as  committees  of  the  Montana 
Medical  Association,  will  schedule  meetings  dur- 
ing the  afternoon  and  evening  hours  on  Sep- 
tember 10. 

The  business  sessions  of  the  Association  will 
convene  at  the  Shrine  Auditorium  from  8:30 
a.m.  Wednesday  until  2:30  p.m.  on  Wednesday. 
Between  4:30  p.m.  and  5:30  p.m.  on  Thursday, 
the  House  of  Delegates  will  convene  for  the  elec- 


tion of  officers  and  will  meet  as  the  Administrative 
Body  of  Montana  Physicians’  Service.  On  Fri- 
day afternoon  the  House  of  Delegates  will  con- 
vene at  1:00  o’clock  and  wiU  continue  in  session 
until  all  business  has  been  completed. 

On  Wednesday  evening,  September  11,  the 
Montana  Medical  Political  Action  Committee  will 
convene  for  dinner  at  the  Yellowstone  Country 
Club.  Following  dinner  there  will  be  an  address 
by  the  Honorable  James  F.  Battin,  member  of 
Congress  from  the  Second  Congressional  District 
of  Montana,  and  by  Richard  E.  Smiley,  a candi- 
date for  election  to  Congress  from  the  First  Con- 
gressional District  of  Montana. 

On  Thursday  evening,  September  12,  the 
annual  reception  and  banquet  of  the  Association 
will  be  held  in  the  Carter  Room  of  the  Northern 
Hotel.  At  the  annual  banquet  this  year  the  in- 
coming president,  Mark  B.  Listerud,  M.D.,  Wolf 
Point,  and  the  other  officers  will  be  installed. 
Following  the  banquet  there  will  be  a brief  but 
delightful  program  of  musical  and  choral 
entertainment. 

Other  features  of  the  90th  Annual  Meeting 
will  include  a large  array  of  interesting  educa- 
tional, commercial  and  scientific  exhibits.  All  of 
these  exhibits  will  be  displayed  in  the  Shrine 
Auditorium  adjacent  to  the  area  in  which  aU  of 
the  business  and  scientific  sessions  will  convene. 
Ample  recesses  have  been  arranged  so  that  all 
physicians  may  visit  both  the  commercial  and  the 
scientific  exhibits. 

The  Program  Committee,  under  the  chair- 
manship of  Edward  W.  Gibbs,  M.D.,  Billings, 
has  arranged  the  following  scientific  sessions. 
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Scientific  Program 


Wednesday,  September  1 1 

AFTERNOON  LECTURE  SESSIONS 

Diagnosis  and  Treatment-  of  Low  Back  Pain 

HAROLD  A.  SOFIELD,  M.D.,  Professor  of  Orthopedic 
Surgery,  Northwestern  University  Medical  School, 
Chicago 

Newer  Developments  in  the  Use  of  Psychotropic  Drugs 

PAUL  H.  BLACHLY,  M.D.,  Associate  Professor, 
Department  of  Medicine,  University  of  Oregon 
Medical  School,  Portland 

Implementation  of  Computers  in  Medicine 

JON  V.  STRAUMFJORD,  JR.,  M.D.,  Professor  ond 
Chairman,  Department  of  Clinical  Pathology, 
Medical  College  of  Alabama,  Birmingham 

AFTERNOON  SEMINAR  SESSIONS 

The  Intensive  Care  Unit 

EMILIO  R.  GIULIANI,  M.D.,  Section  on  Internol 
Medicine  and  Cardiology,  Mayo  Clinic,  Rochester, 
Minnesota 

Electrolyte  Determinations  and  their  Utilization  in  Clinical 
Medicine 

JON  V.  STRAUMFJORD,  JR.,  M.D. 


Thursday,  September  12 

MORNING  LECTURE  SESSIONS 

Laboratory  Screening  in  the  Newborn 

JON  V.  STRAUMFJORD,  JR.,  M.D. 

The  Use  and  Hazards  of  Automatic  Respiratory  Assistance 

WENDELL  C.  STEVENS,  M.D.,  Assistant  Professor 
of  Anesthesia,  University  of  California  School  of 
Medicine,  San  Francisco 

Treatment  of  Common  Fractures 
HAROLD  A.  SOFIELD,  M.D. 

Therapy  for  Malignant  Effusions 

RICHARD  G.  MARTIN,  M.D.,  Chief,  Section  of 
Genera!  Surgery,  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston 

Bradycordioc  Arrhythmias 

EMILIO  R.  GIULIANI,  M.D. 

The  Psychology,  Physiology,  and  Treatment  of  Problems 
of  Drug  Dependency 

PAUL  H.  BLACHLY,  M.D. 


MORNING  SEMINAR  SESSIONS 

Electroconvulsive  Therapy 

PAUL  H.  BLACHLY,  M.D. 

Antimicrobial  Therapy  for  Infectious  Diseases 

ROBERT  G.  PETERSDORF,  M.D.,  Professor  and 
Chairman,  Deportment  of  Medicine,  University  of 
Washington  School  of  Medicine,  Seattle 

Monagement  of  Cervical  Spine  Injuries 

HAROLD  A.  SOFIELD,  M.D. 

AFTERNOON  LECTURE  SESSIONS 

Urinary  Tract  Infections 

ROBERT  G.  PETERSDORF,  M.D. 

Pulmonary  Function  Tests 

WENDELL  C.  STEVENS,  M.D. 

Reseorch  in  Birth  Defects 

VIRGINIA  APGAR,  M.D.,  Vice  President  for  Medical 
Affairs,  The  National  Foundotion,  New  York,  New 
York 

Indications  for  Cardiac  Valve  Replacement 

DONALD  B.  EFFLER,  M.D.,  Chairman,  Department 
of  Thoracic  and  Cardiovascular  Surgery,  Cleveland 
Clinic,  Cleveland,  Ohio 

AFTERNOON  SEMINAR  SESSIONS 

Multimodal  Treatment  of  Gastrointestinal  Malignancies 

RICHARD  G.  MARTIN,  M.D. 

The  Apgar  Ratings:  Origins,  Indications,  and  Correlations 

VIRGINIA  APGAR,  M.D., 

Friday,  September  1 3 

MORNING  LECTURE  SESSIONS 

Tachycardiac  Arrhythmias 

EMILIO  R.  GIULIANI,  M.D. 

Early  Diagnosis  of  Birth  Defects 

VIRGINIA  APGAR,  M.D. 

Fever  of  Unknown  Origin 

ROBERT  G.  PETERSDORF,  M.D., 

Carcinoma  of  the  Pancreaticoduodenal  Area 
RICHARD  G.  MARTIN,  M.D. 

Myocardial  Revascularization 

DONALD  B.  EFFLER,  M.D. 

Cardiopulmonary  Resuscitation  in  Traumo — Panel 

DONALD  B.  EFFLER,  M.D. 

WENDELL  C.  STEVENS,  M.D. 


for  August  1968 
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75rd  Annual  Scientific  Sessions 

of  the 

Utah  State  Medical  Association 

Hotel  Utah 

September  11-13,  1968 


Wednesday,  September  1 1 


Thursday,  September  12 


9:00  A.M.  Welcoming  Remarks 

DREW  M.  PETERSEN,  M.D.,  President, 
Utah  State  Medical  Association 

9:10  A.M.  Surgicol  Treatment  of  Children  With 
Vesicoureteral  Reflux  and  Associated 
Pyelonephritis 

HAL  H.  BOURNE,  M.D. 

9:30  A.M.  Current  Status  of  Liver  Transplant 

BEN  EISEMAN,  M.D. 

10:00  A.M.  Management  of  Metastatic  Breast  Disease 

RICHARD  G.  HAHN,  M.D. 

1 1 :00  A.M.  Cancer  of  the  Colon 

RUPERT  B.  TURNBULL,  JR.,  M.D. 

1 1 :30  A.M.  Movement  Disorders  and  Their 
Neurosurgical  Treatment 

O.  HOWARD  REICHMAN,  M.D. 

1 1 :45  A.M.  Results  Following  Implantation  of  Artificial 
Aortic  Valves 

RUSSELL  M.  NELSON,  M.D.,  Ph.D.,  and 
CONRAD  B.  JENSON,  M.D.,  Ph.D. 

Luncheon  Program — "What's  New  in  My  Field" — Panel 

KEITH  REEMTSMA,  M.D.,  Moderator; 
DRS.  BEN  EISEMAN,  RICHARD  G.  HAHN, 
RUPERT  B.  TURNBULL,  JR. 

2:00  P.M.  Initial  Treatment  of  ffemorrhogic  Shock 

BEN  EISEMAN,  M.D. 

2:30  P.M.  Chemotherapy  of  Gastrointestinal 
Malignancy 

RICHARD  G.  HAHN,  M.D. 

3:30  P.M.  Mucosal  Ulcerative  Colitis  and  Transmural 
Ulcerative  Colitis 

RUPERT  B.  TURNBULL,  JR.,  M.D. 

4:00  P.M.  Symposium — Current  Therapy  of  Chronic 

Ulcerative  Colitis— —Panel 
JACK  B.  WATKINS,  M.D.,  Moderator; 
DRS.  RUPERT  B.  TURNBULL,  JR., 
EDWIN  ENGLERT,  JR.,  W.  DEAN 
ASHWORTH,  EDWARD  R.  McKAY. 


8:30  A.M.  Microscopic  Observotions  of  Sputum  of 
Chronic  Cigarette  Smokers 
CYRIL  D.  FULLMER,  M.D. 

8:45  A.M.  Medical  Regimens  for  the  Rheumatoid 
Arthritic  Patient 

JACK  S.  JOHNSON,  M.D. 

9:00  A.M.  A Ritual  for  Uterine  Curettage 

BUFORD  WORD,  M.D. 

9:30  A.M.  Changes  in  the  Uterine  Environment  in 
Patients  Wearing  an  Intra  Uterine  Device 

DEAN  L.  MOYER,  M.D. 

10:30  A.M.  Symposium — Cervical  Carcinoma 

IRWIN  H.  KAISER,  M.D.,  Moderator; 
DRS.  DEAN  L.  MOYER,  BUFORD  WORD, 
CYRIL  D.  FULLMER,  HENRY  P.  PLENK. 

Luncheon  Program — "America's  Greatest  General  Prac- 
titioner— J.  Marion  Sims,  M.D." 

BUFORD  WORD,  M.D. 

2:00  P.M.  Comprehensive  Pediatric  Core 

WALDO  E.  NELSON,  M.D. 

2:30  P.M.  Metyrapone  in  the  Diagnosis  of  Pituitary 
Disorders 

DON  H.  NELSON,  M.D. 

2:45  P.M.  Neuroleptanalgesia 

CARTER  M.  BALLINGER,  M.D. 

3:30  P.M.  Fat  Embolism — Fact  or  Fiction 

CARLO  SCUDERl,  M.D. 

4:00  P.M.  Symposium — Athletic  Injuries — Panel 

DEE  W.  CALL,  M.D.,  Moderator; 

CARLO  SCUDERl,  M.D.,  MR.  TALLY 
STEVENS,  WILLIS  D.  WYNN,  Ed.D. 

6:15  P.M.  Presidents'  Reception 

Honoring:  DREW  M.  PETERSEN,  M.D., 
HOMER  E.  SMITH,  M.D.,  MRS.  RUSSELL 
N.  HIRST,  MRS.  C.  C.  LONG. 

7:30  P.M.  Presidents'  Banquet — Banquet  Speaker: 
WILLIAM  B.  WALSH,  M.D. 


10 


Rocky  Mountain  Medical  Journal 


Friday,  September  13 


8:30  A.M.  Practical  Aspect  in  Management  of 
Diabetes  Mellitus 

WALDO  E.  NELSON,  M.D. 

9:00  A.M.  The  Chronic  Draining  Ear 

JAMES  E.  HANSEN,  M.D.,  and  RICHARD 
T.  VAN  ORDEN,  M.D. 


9:15  A.M.  Errors  of  Otolaryngologic  Diagnosis 

FRANK  D.  LATHROP,  M.D. 

9:45  A.M.  Inflammations  of  the  Orbit 

FREDERICK  C.  BLODI,  M.D. 

10:45  A.M.  Inexpensive  Artificial  Kidneys  for  Use  in 
Home  Dialysis 

FREDERICK  G.  BROWN,  M.D. 


11:00  A.M.  Exercise  Electrocardiography  Circa  1968 

T.  JOSEPH  REEVES,  M.D. 


1 1 :30  A.M.  Acid-Base  Regulation  in  Chronic 
Pulmonary  Disease 
EUGENE  D.  ROBIN,  M.D. 


Luncheon  Program — "Artificial  Heart  Versus  Heart 
T ransplantation" 

WILLEM  J.  KOLFF,  M.D. 


2:00  P.M.  Biological  Evolution  of  Acid-Base  Balance 

EUGENE  D.  ROBIN,  M.D. 

2:30  P.M.  Exercise  Testing  in  Heart  Disease 

T.  JOSEPH  REEVES,  M.D. 

3:30  P.M.  Pharamaeologieal  and  Pathological 
Aspects  of  Hallucinogenic  Drugs 

LINCOLN  D.  CLARK,  M.D. 

3:50  P.M.  Symposium— Psychiatric  Aspects  of 
Hallucinogenic  Drugs 

ROY  A.  DARKE,  M.D.,  Moderator; 

DRS.  PETER  T.  KNOEPFLER,  LINCOLN 
D.  CLARK;  REV.  DR.  EARL  L.  RILEY,  MR. 
ART  KENT. 


Guest  Speakers 


Frederick  C.  Blodi,  M.D. 
Professor  and  Head,  Dept,  of 
Ophthalmology 
The  University  of  Iowa 
Iowa  City 


Gerald  D.  Dorman,  M.D. 
President-elect 
American  Medical 
Association 


Ben  Eiseman,  M.D. 
Professor,  Dept,  of  Surgery 
University  of  Colorado 
Medical  School 
Denver 


Richard  G.  Hahn,  M.D. 
Mayo  Clinic 

Section  of  Clinical  Oncology 
Rochester,  Minnesota 


Frank  D.  Lathrop,  M.D. 
Lahey  Clinic 
Department  of 
Otolaryngology 
Boston,  Massachusetts 


Waldo  E.  Nelson,  M.D. 
Professor  Emeritus  of 
Pediatrics 

Temple  University  School 
of  Medicine 

Philadelphia,  Pennsylvania 


T.  Joseph  Reeves,  M.D. 
Professor  Department  of 
Medicine 

University  of  Alabama 
Birmingham 


Dean  L.  Moyer,  M.D. 
Associate  Professor  of 
Pathology 

University  of  California 
School  of  Medicine 

Los  Angeles 


Eugene  D.  Robin,  M.D. 
Professor  Department  of 
Medicine 

University  of  Pittsburgh 
School  of  Medicine 
Pittsburgh,  Pennsylvania 


Carlo  Scudari,  M.D. 
Associate  Professor  of 
Orthopedic  Surgery 
University  of  Illinois 
College  of  Medicine 
Chicago 


Rupert  B.  Turnbull,  Jr.,  M.D. 
Head,  Dept,  of  Colon  and 
Rectal  Surgery 
Cleveland  Clinic 
Cleveland,  Ohio 


William  B.  Walsh,  M.D.  Buford  Word,  M.D. 

Director,  Proiect  Hope  Associate  Professor  of 

The  People-to-People  Health  Obstetrics  and  Gynecology, 
Foundation,  Inc.  Medical  College  of  Alabama 

Washington,  D.C.  Birmingham 
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ABSTRACTS  OF  SCIENTIFIC  PAPERS  TO  BE  PRESENTED 

BY  UTAH  PHYSICIANS 

DURING  THE  73rd  ANNUAL  SCIENTIFIC  SESSIONS  OF  USMA 
SEPTEMBER  11-13,  1968 


Neuroleptanalgesia 

Experience  with  Innovar®*  -for  supplementation 
of  general  anesthesia  and  regional  analgesia. 

C.  M.  Ballinger,  MD,  Salt  Lake  City 

With  the  expected  early  release  of  the  neuro- 
leptic droperidol  and  the  recent  release  of  the 
potent  analgesic  fentanyl  we  have  two  drugs  used 
together  in  varying  ratios  for  the  production  of 
sedation,  tranquility  and  analgesia.  These  can  be 
used  for  augmentation  of  local  anesthesia  for 
patients  having  procedures  awake,  or  for  supple- 
mentation of  balanced  anesthesia,  using  inhalation 
and  intravenous  agents,  for  procedures  under  gen- 
eral anesthesia. 

A neuroleptic  drug  is  one  that:  (a)  Produces  a 
cataleptic  state,  (b)  Possesses  amphetamine  and 
apomorphine  antagonism,  (c)  Diminishes  the  sensi- 
tivity to  adrenalin  and  noradrenalin. 

The  50:1  combination  of  droperidol  and  fentanyl 
(Sublimaze®)  has  been  called  Innovar  or  Inno- 
van®. Its  use  is  accompanied  by  fewer  side  effects, 
particularly  hypotension,  than  was  seen  with 
chlorpromazine.  With  proper  dosage  the  tranquility 
has  extended  into  the  postoperative  period. 

Droperidol  is  a butyrophenone  derivative  re- 
lated to  chlorpromazine  but  is  several  times  more 
potent.  It  potentiates  other  CNS  depressants,  in- 
hibits conditioned  reflexes  and  blocks  the  emetic 
effect  of  apomorphine.  Fentanyl  is  a piperidine 
derivative  which  is  more  than  100  times  more 
potent  than  morphine  by  weight.  Its  onset  of  action 
is  rapid  and  duration  of  action  is  from  45-60 
minutes.  Muscular  rigidity  which  appears  with 
rapid  administration  of  Innovar®  or  droperidol 
can  be  blocked  with  i.v.  succinylcholine. 

The  clinical  use  of  Innovar®  is  described  as 
used  for  the  following:  1.  Balanced  anesthesia  sup- 
plementation, 2.  Supplementation  during  spinal 
and  other  nerve  block  anesthesia,  3.  As  an  im- 
portant supplement  to  local  or  topical  anesthesia 
in  procedures  such  as  angiograms,  topical  intuba- 
tion and  bronchoscopy,  4.  Preoperative  medication, 
5.  Postoperative  analgesia  (fentanyl).  In  describing 
our  experience  with  200  cases  the  precautions 
which  should  be  taken  with  the  use  of  Innovar® 
or  its  constituents  will  be  explained  and  illustrated 
with  a brief  Kinescope.  Overdosage  of  these  drugs 
leads  to  respiratory  depression  and  muscular  rigid- 
ity so  that  users  should  have  facilities  immediately 
available  for  respiratory  assistance. 

•Innovar(R),  McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Vesicoureteral  Reflux 

Evaluation  of  the  surgical  treatment  in  children 
Hal  H.  Bourne,  MD,  Salt  Lake  City 

Vesicoureteral  reflux  of  urine  in  children  has 
been  known  for  many  years,  but  it  has  only  been 
in  the  last  15  or  20  years  that  the  association  of 
urinary  tract  infections  and  pyelonephritis  have 
been  understood.  This  paper  is  a review  and 
evaluation  of  27  children  who  have  been  treated 
surgically  from  June,  1965,  to  December,  1967,  at 
the  Primary  Children’s  Hospital,  Salt  Lake  City, 
for  recurrent  urinary  tract  infections  and  associ- 
ated vesicoureteral  reflux.  These  patients  were 
first  treated  under  the  following  conservative  pro- 
gram: (1)  elimination  of  outlet  obstruction  at  the 
urethra  by  dilation  and  urethrotomy  to  a #30 
French  size;  (2)  where  age  permitted,  instruction 
in  the  technique  of  double  and  triple  voiding;  and 
(3)  use  of  chronic  low-dose  suppressive  antibiotics. 
Surgical  intervention  was  delayed  in  almost  all 
cases  until  the  conservative  program  proved  un- 
successful. Indications  for  surgical  correction  of 
the  refluxing  vesicoureteral  valve  were  repeated 
urinary  tract  infections,  and  renal  tract  changes 
suggesting  pyelonephritis  by  pyelography.  These 
changes  were  those  of  atrophic  thinning  of  the 
renal  cortices  and  pyelocaliectasis  with  persistent 
vesicoureteral  reflux.  In  six  cases,  because  of  the 
marked  renal  changes  on  the  intravenous  pyelo- 
grams,  severe  reflux,  and  laterally-placed,  patulous 
and  incompetent  ureteral  orifices  on  cystoscopic 
examination,  immediate  reimplantations  were  per- 
formed without  awaiting  the  results  of  conserva- 
tive therapy. 

Ureters  were  reimplanted  by  means  of  the 
Leadbetter-Politano  technic,  which  attempts  to 
create  a flap-valve  mechanism  to  prevent  retro- 
grade flow  of  urine  from  the  bladder  back  into 
the  ureter  and  kidney.  There  were  38  ureters  re- 
implanted by  the  aforementioned  technic  in  these 
27  patients.  All  patients  have  been  studied  pre- 
and  postoperatively  by  means  of  voiding  cine- 
cystograms,  intravenous  pyelograms,  and  routine 
urinalyses  and  urine  cultures.  Reimplantation  was 
considered  a success  when  it  resulted  in  cessation 
of  reflux  in  the  reimplanted  ureter  with  no  in- 
crease of  hydronephrosis  on  the  intravenous  pyelo- 
gram.  Postoperative  films  were  obtained  three  to 
six  months  following  surgery,  with  the  average 
followup  on  each  patient  being  8.2  months.  Of  the 
38  reimplanted  ureters,  30  have  resulted  in  com- 
plete cessation  of  reflux  and  have  no  increase  or 
else  diminution  in  the  degree  of  hydronephrosis. 
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Four  ureters  nave  continued  to  have  minimal, 
fleeting  high  pressure  reflux  and  four  ureters 
resulted  in  obstruction  at  the  vesicoureteral  valve, 
necessitating  another  reimplantation,  with  subse- 
quent cessation  of  reflux  and  resolution  of  the 
hydronephrosis  and  hydroureter.  More  important 
is  the  marked  clinical  improvement  noted  in  these 
patients  where  reflux  has  been  stopped.  These 
patients  have  been  able  to  stop  taking  antibiotics 
and  in  general  have  remained  free  of  infection. 
There  has  been  no  advance  in  pyelonephritic 
changes  by  pyelograph. 

Persistent  vesicoureteral  reflux,  especially  that 
associated  with  recurring  urinary  tract  infections, 
can  be  devastating  to  the  kidneys.  It  is  our  impres- 
sion that  ureteral  reimplantation  by  the  Lead- 
better-Politano  technic  is  an  excellent  form  of 
therapy  in  patients  with  vesicoureteral  reflux 
which  has  proved  refractory  to  conservative 
therapy. 

Inexpensive  Artificial  Kidneys 
for  Home  Dialysis 

Frederick  G.  Brown,  MD,*  Salt  Lake  City, 

W.  J.  Kolff,  MD,  PhD,  Salt  Lake  City 
Clifford  S.  Kwan-Gett,  MD,  and 
Diederick  van  Dura,  MD, 

The  feasibility  of  home  dialysis  has  been  estab- 
lished, but  the  costs  of  the  dialysis  equipment  and 
the  costs  of  dialysis  itself  places  home  dialysis 
outside  the  reach  of  the  average  family.  This  paper 
explains  the  efforts  of  the  Division  of  Artificial 
Organs  of  the  University  of  Utah  to  develop  equip- 
ment which  is  both  inexpensive  and  simple  to 
operate.  The  Hypobaric  Recirculating  Dialysis 
Tank  with  four  coils  that  are  made  by  the  patient 
are  described.  Arterial  blood  flows  of  up  to  180 
cc  per  minute  can  be  obtained  without  a blood 
pump  with  a urea  clearance  of  75  cc  per  minute 
and  ultrafiltration  of  1 kilogram  in  six  hours.  With 
a blood  pump,  urea  clearances  average  100  cc  of 
blood  per  minute  at  a blood  flow  of  300  cc  per 
minute  with  an  average  ultrafiltration  of  2 kilo- 
grams in  six  hours. 

The  cost  of  the  unit  is  expected  to  be  $600 
when  marketed  without  a blood  pump.  Our  current 
estimate  of  the  annual  total  cost  of  dialysis  is 
$4,000  per  year.  The  current  status  of  the  patients 
who  are  on  home  dialysis  using  this  unit  are 
discussed.  Brief  mention  is  made  of  factors  which 
help  to  decide  which  patients  will  benefit  best 
from  home  dialysis  or  from  renal  homotransplanta- 
tion, and  which  patients  should  not  be  considered 
for  either  procedure. 

*Dr.  Brown  will  make  the  presentation. 


Microscopic  Observations  of  Sputum 
of  Chronic  Cigarette  Smokers 

A Preliminary  Report 

Cyril  D.  Fullmer,  MD,t  Salt  Lake  City 

Chronic  cigarette  smokers  represent  a high  risk 
population  group  to  the  development  of  broncho- 
genic carcinoma  and  pulmonary  emphysema.  The 
incidence  and  mortality  from  these  diseases  in- 
crease each  year.  Pulmonary  cytology  is  an  ac- 
curate detection  method  for  occult  carcinoma,  and 
it  also  identifies  all  gradations  of  epithelial  abnor- 
malities. Specific  cells  often  reveal  with  great 
accuracy  the  functional  adaptation  of  the  tissue 
of  origin  as  well  as  their  benign  or  malignant 
nature.  There  is  evidence  that  frank  carcinoma  is 
preceded  by  a dyskaryotic  epithelial  abnormality. 
This  premalignant  change  will  often  revert  to 
normal  after  cessation  of  cigarette  smoking.  Photo- 
micrographs will  be  presented.  The  practical  future 
application  of  these  observations  to  future  control 
of  lung  cancer  may  have  great  significance.  It 
may  be  possible  to  identify  the  susceptible  indi- 
vidual before  it  is  too  late. 

Host  tumor  interactions  and  immune  relation- 
ship of  the  reticuloendothelial  system  to  estab- 
lished cancer  has  been  studied  for  decades.  The 
histiocytic  system  has  received  little  attention  as 
an  effective  mechanism  (“nature’s  cigarette  filter”) 
in  phagocytizing  and  removing  nicotine  and  car- 
cinogens in  the  inhaled  particulate  tars  (the  non- 
gaseous  phase)  or  in  removal  of  polycyclic  hydro- 
carbons which  absorb  to  particles  accessible  to 
phagocytes. 

Epithelial  cells  are  protected  by  barriers  of 
mucus  secretion  which  is  finally  eliminated  by  the 
cough  reflex.  The  extent  of  protection  afforded  by 
histiocytes  and  mucus  and  the  results  of  deficien- 
cies and  defects  need  further  study. 

Curschmann’s  type  spirals  have  been  reported 
in  asthma  and  certain  other  lung  diseases.  The 
majority  of  chronic  cigarette  smokers  of  both 
sexes  show  variable  numbers  and  sizes  of  spirals, 
fibrillary  structures  and  casts  suggestive  of  bron- 
chiolar  and  bronchial  origin.  This  is  the  first 
report  of  these  structures  being  associated  with 
chronic  cigarette  smoking. 

The  Chronic  Draining  Ear 

James  E.  Hansen,  MD,  and 

Richard  T.  Van  Orden,  MD,  Salt  Lake  City 

The  chronic  draining  ear  is  an  annoying  and 
frequently  dangerous  problem  that  the  patient  and 
the  doctor  have  tolerated  for  years.  The  real  prob- 
lem is  not  the  drainage  but  the  disease  which 
causes  the  discharge.  This  is  usually  some  form 
of  chronic  otitis  media  associated  with  a perfora- 
tion of  the  tympanic  membrane  and  hearing  loss. 
A cholesteatoma  is  often  the  primary  problem, 

tDr.  Fullmer  is  Director  of  Cytology  Laboratory  and  Prin- 
cipal Investigator  of  Public  Health  Respiratory  Research 
Project. 
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and  its  surgical  removal  is  vital.  With  modern 
micro-surgical  technics,  usually  the  primary  dis- 
ease can  be  removed  from  the  middle  ear  and 
mastoid,  the  tympanic  membrane  repaired  and 
the  ossicular  chain  reconstructed,  giving  the  patient 
a safe  ear  and,  in  most  of  the  cases,  improved 
hearing. 

The  following  clinical  problems  which  are  usu- 
ally associated  with  chronic  ear  drainage  are  dis- 
cussed; (1)  attic  perforation  (pars  flaccida),  (2) 
marginal  perforations,  (3)  central  perforations, 
(4)  aural  polyps,  (5)  neoplasms  of  the  ear,  and  (6) 
chronic  otitis  externa. 

Medical  Regimens  for  the 
Rheumatoid  Arthritic 

Jack  S.  Johnson,  MD,  Tremonton 

Rheumatoid  and  other  arthritic  disorders  are 
generally  amenable  to  treatment,  and  there  is  no 
place  in  our  modern  therapeutic  armamentarium 
for  a defeatist  “nothing  can  be  done”  attitude. 
A person  who  consults  a physician  for  an  arthritic 
disorder  generally  has  had  marked  distress — fre- 
quently more  than  he  admits.  These  patients  re- 
quire and  deserve  an  active,  well-managed,  well- 
regulated  anti-arthritic  regimen  preceded  by  an 
adequate  educational  effort  about  the  long-term 
nature  of  the  disease  and  the  aims  of  therapy. 
Earnest  physician  interest  is  paramount. 

Numerous  treatment  regimens  are  available. 
All  patients  do  not  fit  into  the  same  category  for 
treatment  purposes,  and  examples  of  categorizing 
of  patients  for  appropriate  therapy  are  given.  In- 
dividualized anti-rheumatoid  therapy  may  make 
use  of  any  one  drug  or  combination  of  drugs  com- 
plemented by  appropriate  physical  modalities. 
Sometimes  a series  of  regimens  are  necessary. 

Personal  studies  demonstrate  the  value  of  the 
supportive  use  of  the  so-far  little  appreciated  and 
underestimated  ultrasonic  sound,  the  clinical  use 
of  rectal  indomethacin  suppositories  in  patients  in- 
tolerant to  the  oral  form,  and  the  use  and  results  of 
IM  “gold”  preparations.  Aids  to  improving  patient 
tolerance  to  the  various  treatment  programs  are 
mentioned.  Results  with  the  long-term,  low  dosage, 
“cyclic”  type  regimen  using  glucocorticoids  is  dis- 
cussed favorably,  especially  to  the  view  of  relegat- 
ing the  patient’s  propagandized  “fear  of  cortisone” 
to  its  proper  perspective. 

Metyrapone  in  the  Diagnosis 
of  Pituitary  Disorders 

Don  H.  Nelson,  MD,  Salt  Lake  City 

Metyrapone  (metopirone,  SU  4885)  has  been 
used  extensively  in  the  estimation  of  pituitary 
adrenal  function.  This  substance  works  on  the 
principle  that  inhibition  of  adrenal  secretion  re- 
sults in  increased  production  of  ACTH  by  the 
pituitary  gland  which  then  stimulates  the  adrenal 
cortex  to  secrete  17-hydroxy-ll-desoxycorticos- 
terone,  the  latter  resulting  from  inhibition  of 


11^-hydroxylation  by  the  metyrapone.  Extensive 
studies  with  this  substance  have  demonstrated  its 
usefulness  in  determining  the  ability  of  patients 
with  possible  pituitary  deficiency  to  secrete  ACTH. 
Of  considerable  interest  as  well  has  been  the  use 
of  this  drug  in  the  differentiation  of  patients  with 
adrenal  hyperplasia  and  Cushing’s  syndrome  from 
those  with  adrenocortical  tumors.  Thus,  study  of 
a number  of  patients  with  Cushing’s  syndrome  has 
demonstrated  this  test  to  differentiate  between 
these  two  groups  of  patients  in  all  cases  except 
one.  This  case  was  a patient  who  had  a large 
tumor  producing  a nonbiologically  active  steroid 
which  did  not  interfere  with  normal  adrenal  pitui- 
tary relationships  and  thus  the  patient  was  demon- 
strated to  respond  to  administration  of  the 
metyrapone. 

Results  Following  Implantation 
of  Artificial  Aortic  Valves 

Russell  M.  Nelson,  MD,  PhD,  and 
Conrad  B.  Jenson,  MD,  PhD,  Salt  Lake  City 

Development  of  the  caged-ball  prosthesis  for 
replacement  of  the  diseased  aortic  valve  has 
brought  palliation  to  many  otherwise  hopeless 
patients.  They  are  now  subject  to  the  benefits  and 
the  risks  of  this  prosthesis  for  which  the  long-term 
results  are  as  yet  incompletely  assessed. 

From  February,  1963,  to  March  31,  1968,  we 
have  implanted  the  Starr-Edwards  aortic  valvar 
prosthesis  in  170  patients.  Of  this  total,  130  patients 
have  had  isolated  aortic  valve  replacement,  while 
the  remainder  had  either  concomitant  repair  of 
the  mitral  valve  (18),  concomitant  implantation 
of  a mitral  valvar  prosthesis  (17),  or  triple  valve 
replacement  or  other  surgery  (5). 

For  the  entire  series  of  170  patients,  there  were 
24  (14  per  cent)  postoperative  deaths  and  21  (12 
per  cent)  late  deaths.  Mortality  and  morbidity 
and  other  analyses  will  be  presented  for  each 
group  in  detail.  For  the  largest  group,  130  patients, 
those  with  isolated  replacement  of  the  aortic  valve, 
the  postoperative  mortality  rate  was  9 per  cent. 
Although  the  operative  mortality  rate  was  rela- 
tively high  early  in  our  experience,  in  the  past 
three  years  there  were  three  postoperative  deaths 
in  95  consecutive  operations  in  this  group  for  an 
operative  mortality  rate  of  3.2  per  cent.  The  late 
death  rate  was  11.5  per  cent.  The  causes  of  mor- 
tality are  presented. 

There  has  been  no  postoperative  bacterial  endo- 
carditis. In  fact,  surgery  has  now  been  done  as 
part  of  the  treatment  for  active  endocarditis. 
Thromboembolic  complications  have  been  diag- 
nosed in  19  patients  of  which  7 were  fatal.  Only 
one  minor  embolus  has  been  diagnosed  in  operated 
patients  since  January  1966  when  improved  models 
of  the  valve  became  available.  Over  85  per  cent 
of  the  operative  survivors  have  returned  to  full 
activity,  and  are  clinically  well  without  significant 
limitation. 
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Movement  Disorders  and  Their 
Neurosurgical  Treatment 

O.  Howard  Reichman,  MD,  Salt  Lake  City 

An  interesting  variety  of  movement  disorders 
is  reviewed.  Representative  examples  are  illus- 
trated with  motion  pictures  to  show  improvement 
that  is  possible  with  stereotaxic  surgery. 

Twenty  stereotaxic  lesions  have  been  placed 
in  sixteen  individuals,  using  the  Todd-Wells  stereo- 
taxic instrument  or  the  method  of  Professor  Lars 
Leksell.  The  Field  of  Forel  has  been  the  target 
site.  Pathological  material  demonstrates  the  size 
and  placement  of  lesions. 

No  deaths  were  directly  attributable  to  surgery. 
Twelve  living  patients  have  definite  improvement 
in  their  motor  function  without  significant  side- 
effects.  Three  patients  have  died:  stroke  (2  yrs. 


post-op.),  acute  head  injury  (8  mo.  post-op),  sus- 
pected pulmonary  embolism  from  immobilization 
(1  mo.  post-op.).  One  patient  developed  significant 
personality  change  after  operation  for  the  first 
side,  became  confused  after  operation  for  the 
second  side,  and  remains  intellectually  impaired. 
Temporary  drowsiness,  confusion  and  ignoral  have 
been  observed.  There  has  been  no  instance  of 
paresis,  speech  impairment  or  cranial  nerve  in- 
volvement. 

It  has  become  quite  evident  that  stereotaxic 
surgery  is  useful  for  the  relief  of  tremor,  rigidity, 
athetosis  and  dystonia.  With  the  proper  selection 
of  patients,  it  is  now  possible  to  perform  this  type 
of  surgery  for  improvement  in  motor  performance 
with  relatively  low  risk  of  death  or  other  untoward 
response. 


New  hooks  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

Recent  acquisitions 

Amy  Vanderbilt’s  New  Complete  Book  of  Etiquette:  By  Amy 
Vanderbilt.  Garden  City,  N.  Y.,  1967,  Doubleday.  738  p.  Price: 
$5.00. 

Atlas  of  Surgical  Operations:  By  Robert  M.  Zollinger.  New 
York,  1967,  MacMillan.  189  p.  Price:  $20.00. 

Awareness  of  Dying:  By  Barney  G.  Claser  and  Anselm  L. 
Strauss.  Chicago,  111.,  1966,  Aldine  Publishers.  386  p.  Price: 
$6.95. 

Basic  Ideas  in  Neurophysiology:  By  Tristan  Roberts.  New  York, 
1966,  Appleton-Century.  108  p.  Price:  $4.95. 

Best  of  Law  and  Medicine:  By  American  Medical  Association. 
Chicago,  111.,  1968,  AMA,  182  p.  Price:  $1.50. 

Biological  and  Biomedical  Resource  Literature:  By  Ann  E. 
Kerker.  Lafayette.  Indiana,  1968,  Purdue  University.  226  p. 
Price:  Gift. 

Braude’s  Handbook  of  Stories  for  Toastmasters  and  Speakers: 
By  Jacob  M.  Braude.  Englewood  Cliffs,  N.  J.,  1957,  Prentice- 
Hall.  468  p.  Price:  $7.50. 

Comprehensive  Medical  Care  and  Teaching:  By  George  G. 
Reader  and  Mary  E.  W.  Goss.  Ithaca,  N.  Y.,  1967,  ComeU 
University  Press.  391  p.  Price:  $11.00. 

Decision  Making  in  National  Science  Policy:  By  Ciba  Founda- 
tion. Boston,  1968,  Little,  Brown.  310  p.  Price:  $12.00. 

Directory  of  American  Academy  of  Ophthalmology  and  Oto- 
laryngology: By  A.  A.  O.  O.  Rochester,  Minnesota,  1968.  Gift. 

Distinguishing  the  Health  Care  Needs  of  the  Aged:  By  Ameri- 
can Geriatrics  Society.  New  York,  1968,  A.  G.  S.  256  p.  Price: 
Gift. 

Emergency-Room  Care:  Edited  by  Charles  Eckert,  M.D.  Bos- 
ton, 1967,  Little,  Brown.  373  p.  Price:  $7.50. 

Health  Consequences  of  Smoking:  U.  S.  Department  of  Health, 
Education  and  Welfare.  Washington,  D.  C.,  1968,  227  p.  Price: 
$ .50. 

The  Indian  Captivity  of  Mary  Kinnan,  1791-1794:  By  McKinnie 
L.  Phelps,  M.D.,  Boulder,  Colorado,  1967,  Pruett  Press.  138  p. 
Price:  Gift  of  Dr.  Phelps. 


Inteferon:  By  Ciba  Foundation.  Boston,  1968,  Little,  Brown. 
271  p.  Price;  $12.00. 

The  Intrapsychic  Self:  By  Silvano  Arietti.  New  York,  1967, 
Basic  Books.  497  p.  Price:  $12.50. 

The  Laws  of  Energy  Consumption  in  Nutrition;  By  Max 
Rubner.  Natick,  Mass.,  1968,  U.  S.  Army  of  Research  Institute 
of  Environmental  Medicine.  371  p.  Price;  Gift. 

The  Lung  and  Its  Disorders  in  the  Newborn  Infant:  By  Mary 
EUen  Avery.  Philadelphia,  1968,  Saunders.  285  p.  Price:  $7.50. 

Merck  Index  of  Chemicals  and  Drugs;  Edited  by  Paul  G. 
Stecher.  Rahway,  N.  J.,  1968,  Merck.  1,713  p.  Price:  $15.00. 

Modern  Psychoanalysis:  Edited  by  Judd  Marmor.  New  York, 
1968,  Basic  Book.  732  p.  Price:  $15.00. 

The  Neonate  with  Congenital  Heart  Disease:  By  Richard  D. 
Rowe  and  Ali  Mehrizi.  Philadelphia,  1968,  Saunders.  445  p. 
Price:  $12.50. 

Nutrition  and  Infection:  By  Ciba  Foundation.  Boston,  1967, 
Little,  Brown.  144  p.  Price:  $3.50. 

Oral  Cancer  Detection  and  Control:  Edited  by  Melvin  A.  Engle- 
man,  D.D.S.  and  S.  Joel  Schackner,  D.D.S.  Poughkeepsie, 
N.  Y.,  1966,  Oral  Cancer  Prevention  and  Detection  Center. 
95  p.  Price:  Gift. 

Pediatric  Therapy:  Edited  by  Harry  C.  Shirkey.  St.  Louis,  1968, 
Mosby.  1,294  p.  Price:  $25.00. 

Perspectives  in  Leukemia:  Edited  by  William  Dameshek.  New 
York,  1968,  Grune.  302  p.  Price:  $10.50. 

Physiological  Principles  of  Gastric  Surgery:  By  Harry  Ober- 
helman.  Springfield,  111.,  1968,  Thomas.  95  p.  Price;  $7.50. 

Radiation  Biology  and  Cancer:  By  University  of  Texas.  Hous- 
ton, Texas,  1959.  494  p.  Price:  $8.50. 

Report  of  the  National  Advisory  Commission  on  Civil  Dis- 
orders: By  Commission  on  Civil  Disorders.  Washington,  D.  C., 
1968.  425  p.  Price:  $2.00. 

Short-Term  General  Hospital  Utilization  Statistics,  1967:  Health 
Facilities  Planning  Council.  Denver,  Colorado,  1968,  Colorado 
Hospital  Service.  61  p.  Price:  Gift. 

Surgery  of  the  Aged  and  Debilitated  Patient:  ^Edited  by  John 
H.  Powers,  M.D.  Philadelphia,  1968,  Saunders.  611  p.  Price; 
$19.00. 

Time  for  Dying:  By  Barney  G.  Glaser  and  Anselm  L.  Strauss. 
Chicago,  111.,  1968,  Aldine  Publishers.  270  p.  Price:  $6.95. 

Today’s  Health  Guide:  Edited  by  W.  W.  Bauer,  M.D.,  Chicago, 
lU.,  1968,  AMA.  624  p.  Price;  $5.00. 

Tumors  in  Children:  Edited  by  H.  B.  Marsden  and  J.  K. 
Steward.  New  York,  1967,  Springer-Verlag.  347  p.  Price:  $17.50. 

United  States  Adopted  Names  ’61-’67  Cumulative  List:  USAN 
Council.  Chicago.  111.,  1968,  AMA.  659-810  p.  Price:  Gift. 
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University  of  Colorado  Medical  Center 

Two  longtime  members  of  the  faculty  of  the 
University  of  Colorado  School  of  Medicine — Drs. 
Theodore  E.  Eliot  and  Enid  K.  Rutledge  have  re- 
tired after  decades  of  teaching  basic  medical 
science  to  generations  of  future  doctors.  In  recogni- 
tion of  their  long  service,  the  CU  Board  of  Regents 
has  granted  them  the  title  of  professor  emeritus. 

Dr.  Eliot,  professor  of  anatomy,  retires  of  ter  21 
years  of  service,  and  Dr.  Rutledge,  professor  of 
pathology,  has  served  the  medical  school  for  37 
years. 


A further  gift  of  more  than  $122,300  to  the 
Lewis  H.  Fahrenbrink  Medical  Student  Loan 
Fund  has  been  presented  to  the  University  of  Colo- 
rado School  of  Medicine  by  Carl  D.  McKinley  of 
Greeley,  executor  of  the  estate  of  the  late  Mr. 
Fahrenbrink. 

The  additional  funds,  representing  final  dis- 
position of  the  Fahrenbrink  estate,  will  be  added 
to  a prior  gift  of  $200,000  which  established  the 
student  loan  fund  in  memory  of  a 92-year-old 
Northern  Colorado  dryland  farmer  whose  own 
formal  education  ended  early  in  his  life. 

The  Fahrenbrink  gift  has  been  deposited  in  the 
University’s  endowment  fund  and  the  income  from 
it  will  be  used  to  extend  loans  to  medical  students 
in  need  of  financial  assistance. 

The  $322,000  Fahrenbrink  Loan  Fund  represents 
the  largest  single  gift  ever  received  by  the  CU 
Medical  School  for  student  aid  purposes. 


Appointment  of  Dr.  I.  Charles  Kaufman,  dis- 
tinguished New  York  psychiatrist,  as  a professor 
of  psychiatry  in  the  University  of  Colorado  School 
of  Medicine  in  Denver  was  approved  by  the  CU 
Board  of  Regents  at  its  June  meeting.  Dr.  Kauf- 
man, a national  authority  in  the  fields  of  animal 
behavior,  epilepsy  and  sleep,  is  currently  professor 
of  psychiatry  at  the  State  University  of  New  York 
Downstate  Medical  Center  in  Brooklyn  and  was 
chairman  of  the  department  there  from  1960  to 
1965. 


Two  administrative  appointments  at  the  Uni- 
versity of  Colorado  Medical  Center  have  been  an- 
nounced by  Dr.  John  J.  Conger,  the  University’s 
vice  president  for  medical  affairs  and  dean  of  the 
School  of  Medicine. 


Dr.  Carlton  L.  Shmock,  assistant  professor  of 
medicine  and  former  chief  of  professional  services 
at  the  Denver  Veterans  Administration  Hospital, 
was  appointed  assistant  dean  of  the  medical  school 
in  charge  of  internships  and  residencies  and  the 
allied  health  professions  program.  He  will  also 
continue  to  serve  as  assistant  professor  of  medi- 
cine in  the  Division  of  Cardiology. 

Dr.  Shmock  has  served  on  the  CU  medical 
faculty  since  November  1963,  and  was  promoted  to 
assistant  professor  of  medicine  in  October  1965. 

Dr.  Daniel  T.  Teitelbaum  was  named  director  of 
the  emergency  services  department  of  Colorado 
General  Hospital  and  assistant  professor  of  medi- 
cine and  preventive  medicine. 

Dr.  Teitelbaum  is  a rabbi  as  well  as  a physician. 
He  received  his  rabbinical  degree  as  Master  of 
Hebrew  Letters  in  1960  from  the  Jewish  Theologi- 
cal Seminary  atfer  graduating  in  1956  from  Hamil- 
ton College  with  an  A.B.  degree.  He  holds  his  M.D. 
(1964)  from  Albert  Einstein  College  of  Medicine 
and  came  to  the  CU  Medical  Center  in  1965  as  a 
resident  in  internal  medicine. 


A supplemental  planning  grant  of  $49,615  has 
been  awarded  to  the  Colorado-Wyoming  Regional 
Medical  Program  by  the  National  Institutes  of 
Health.  The  money  will  support  the  expansion 
of  existing  facilities  and  capabilities  of  a pediatric 
pulmonary  center  and  training  program  at  the  Uni- 
versity of  Colorado  Medical  Center  for  1968.  An 
additional  grant  of  $228,890  is  anticipated  to  fi- 
nance the  complete  pediatric  program  for  1968-70. 

The  grant  will  enable  the  Medical  Center  to 
adequately  diagnose  and  treat  more  pediatric  pul- 
monary cases  from  the  area.  It  also  will  provide 
training  for  community  physicians  in  the  early  de- 
tection and  referral  of  suspected  cases  and  to  pro- 
vide adequate  follow-up  care. 

The  C-W  RMP  was  formed  16  months  ago  to 
seek  ways  of  helping  hospitals  and  local  physicians 
improve  the  health  of  people  in  the  two-state 
region  in  areas  of  heart  disease,  cancer  and  stroke. 
The  C-W  RMP  received  a continuation  planning 
grant  of  $339,605  from  the  NIH  for  1968.  The 
pediatric  pulmonary  center  is  the  first  of  many 
such  projects  being  developed  to  reduce  the  inci- 
dence of  heart,  cancer  and  stroke  in  Colorado  and 
Wyoming. 

Dr.  Ernest  Cotton,  associate  professor  in  pedi- 
atrics at  the  CU  Medical  School,  is  director  of  the 
pediatric  pulmonary  center. 
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Abbott 

Antihypertensive 
Building  Blocks 


■4 


to  the  practica  management 
of  hypertension 


PAlUJYLIMi 


DPSPUPIDIMi; 


PAKGYLIXP 


iKKPlDIXli; 


DPSPUPlDlMi; 


PAllGYIJIVI^ 


PAllGYLIiXE 


PARGYLIiNli 


DPSPKPlIHMi; 


MKTHYCLOIIIIAZIDI* 


PAlUnLIiXli; 


DPSPKPIDI? 


PillUALINl!; 


DPSPUPIDlMi; 


METHY(:i«THIAZII)i; 

• lIKSKRPIlHIvi^a 

Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Once  a day,  every  day 


ENDURON 

MEIliyCLIllHIAZlOE 


Excellent  day-long  Na^  output, 
yet  easy  on  the 


Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


MILD 


TO 


MODERATE 


TO 


SEVERE! 


See  Brief  Summary  on  final  page  of  advertisement 


: 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 

M[IHyCL0THIAZID[5mg.wi 

0[S[l!PIDlllEI).25nig.or(F0liTD0.5mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases  — 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were  : 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from  s 
115  to  95;  and  recumbent  from  112  to  94. 

j 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its  I 
building  blocks  enhance  each  other ; hence  lesser  doses  often  suffice.  : 

i 

MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  801094 


Once  a day,  every  day 

EUTRON 

PARGYLINEHYDniORIDE25ii]g. 

wiHiMElHYCLOlHIAZlOESmg. 


ENDURON 

MEIUniOTHIAZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


Cl  Each  tablet  contains 

lZU  1 Pargyline  Hydrochloride  25  mg. 

with  Methyclothiazide  5 mg. 

Indications—Moderale  to  severe  hypertension. 
Contraindications— Pheoct)romocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery:  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precawf/orrs—Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication:  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  If  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia):  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TRADEMARK 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  „„ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular,  htdicaiions:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cutions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H^'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood>.  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfte  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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it  ease  the  pain?^' 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  heip  ''my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G. I.  gas  distress. 

"will  this  one  taste  O.  K.?" 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof.  I.  E.:  Report  on  file. 


In 

peptic 

ulcer: 


the 
antacid 


solved  by 

Mylanta* 

aluminum  and  magnesium  hydroxides  plus  simethicone 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydroxide, 

dried  gel.  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  tv/o  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


I 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bi>  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis.  j 
Precautions:  Anemia  is  a manifestation  that  requires  appropriat 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequat 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  neu 
rological  progression.  Adequate  doses  of  vitamin  Bi?  (parentera 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematini 
concentrate  with  intrinsic  factor,  Lilly})  usually  prevent,  halt,  q 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistanc 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentis 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If  resis 
ance  occurs,  parenteral  therapy!  or  ora!  therapy  with  so-cal!e 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  reg 
men  fits  ail  cases,  and  the  status  of  the  patient  observed  i 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodi 


You  can  treat  combined 
deficiencies  with 


frinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.)— augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


jlinical  and  laboratory  studies  are  considered  essential  and  are 
;vecommended. 

iAdverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
ibroduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
toation.  Reducing  the  dose  and  administering  it  with  meals  will 
■ninimize  these  effects. 

I In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
'ollowed  oral  administration  of  liver-stomach  material.  Instances 
)f  apparent  allergic  sensitization  have  also  been  reported  after 
bral  administration  of  folic  acid. 

posage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
iitandard  response  in  the  average  uncomplicated  case  of  perni- 
|:ious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  (032Bes] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801663 


Tandearil®  in  Osteoarthritis 
oxyphenbutazone  . ^ 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiab  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther- 
apy and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  im- 
mature forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary 
salt,  reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with  hyper- 
tension, the  drug  should  be  discontinued  with 
the  appearance  of  edema.  The  drug  has  been  '•s 
associated  with  peptic  ulcer  and  may  react!- 

to« 


"Pain  Break” 

for  an  osteoarthritic 


Tandearil  can 
usually  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only1  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  beiow. 

But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


' vate  a latent  peptic  ulcer.  The  patient  should 
: be  instructed  to  take  doses  immediately  after 
meals  or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it  does. 

: promptly  discontinue  the  drug.  Agranulocy- 
tosis, exfoliative  dermatitis,  Stevens-Johnson 
' syndrome,  Lyell’s  syndrome  (toxic  necrotiz- 
j ing  epidermolysis)  or  a generalized  allergic 
' reaction  similar  to  a serum  sickness  syn- 
' drome  may  occur  and  require  permanent 
i withdrawal  of  medication.  Agranulocytosis 
I can  occur  suddenly  in  spite  of  regular,  re- 
peated  normal  white  counts.  Stomatitis,  sali- 
vary gland  enlargement,  vomiting,  vertigo  and 
I languor  may  occur.  Leukemia  and  leukemoid 
■reactions  have  been  reported.  While  not  defi- 
I nitely  attributable  to  the  drug,  a causal  rela- 
Itionship  cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient’s  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Each  Pulvule* 

227  mg.  aspirin,  162  mg.  jphenac^tim 


Additional  information  avaiial 
physicians  ufKin  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPCfiS,  INDIANA^ 


Part  of 
the  fine  art 
of  medicine 


i^OME  REPRESENTATIVE  leaders  in  our  profes- 
sion have  received  a letter  composed  by 
a group  of  thoughtful  medical  students.  In- 
spired by  the  con- 


Medical  Students 
Look  Ahead 


structive  foresight 
of  these  future  phy- 
sic i a n s,  officials 
among  our  col- 
leagues  spent  an  evening  with  the  neophytes 
and  were  further  impressed  by  their  serious 
and  progressive  thinking.  The  letter  follows: 


Dear  Physician: 

We  are  writing  to  you  because  we  are  con- 
cerned about  a number  of  problems  affecting  our 
nation  and  our  profession.  As  we  approach  the 
time  when  we  shall  become  doctors,  we  find  our- 
selves facing,  among  other  matters,  the  responsi- 
bility of  assuming  a political  role. 

In  the  past,  the  medical  profession  has  had 
the  reputation  of  being  either  politically  neutral 
or  reactionary.  This  is  no  longer  a tenable  position, 
for  the  legislation  affecting  the  health  care  sys- 
tem requires  the  active  participation  of  physicians. 
While  we  realize  that  we  must  become  politically 
effective,  it  is  obvious  to  us  that  formulating 
rational  opinions  on  important  issues  may  require 
months  or  years  of  discussion  and  contemplation. 

With  this  in  mind,  we  are  submitting  the 
following  statements  as  an  articulation  of  our  con- 
cern. In  order  to  prepare  for  our  future  role  in 
dealing  with  these  problems,  we  want  to  begin 
a dialogue  now  with  those  of  you  who  face  many 
of  these  problems  daily.  This  letter  is  a beginning; 
hopefully,  it  will  stimulate  you  to  think  of  ways 
of  continuing  it. 

To  begin  the  discussion  we  would  like  to  offer 
the  following  points: 

1.  We  believe  comprehensive  health  care  is 
a basic  right  of  all  people.  This  simple  concept 
is  absolutely  essential  to  the  humanist  tradition 
of  medicine  and  a natural  corollary  to  a demo- 
cratic society.  Currently,  however,  the  disgrace 
of  public  assistance  goes  beyond  its  total  inade- 
quacy. There  are  vast  areas  of  the  United  States 
where  medical  care  is  barely  on  par  with  that 
of  underdeveloped  nations.  Moreover,  the  medi- 
cal care  of  the  nation  taken  as  a whole  is  not 
commensurate  with  this  country’s  education  and 
financial  resources,  and  remains  behind  that  of 
a number  of  other  world  leaders. 


2.  As  medical  students,  we  are  educated  in 
an  atmosphere  of  technical  excellence  concern- 
ing the  diagnosis  and  treatment  of  organic  dis- 
ease. However,  this  technical  superiority  often 
overshadows  an  appreciation  of  the  social  and 
economic  factors  that  are  part  of  each  patient’s 
illness.  We  are  not  exposed  to  the  racial  and  cul- 
tural factors  that  may  stand  as  barriers  to  even 
the  most  sophisticated  form  of  health  care,  and 
believe  that  this  is  an  essential,  though  presently 
neglected,  part  of  our  education. 

3.  We  are  struck  with  the  observation  that 
health  care  seems  to  be  a patronizing  system  in 
which  an  elite  group,  “the  physicians’’,  provide 
a service  for  an  estranged  group,  “the  sick.’’  In 
setting  up  a dialogue,  we  find  it  necessary  to  de- 
fine some  of  these  terms  according  to  our  perspec- 
tives. We  view  health  in  its  broadest  sense,  not 
merely  in  terms  of  medical  pathology,  but  rather 
pertaining  to  the  total  life  style  of  an  individual 
in  his  environment.  In  this  light,  a “physician” 
is  one  who  must  integrate  his  medical  expertise 
with  a constant  sense  of  social  awareness,  and  only 
in  this  way  provide  his  “service.”  We  find  “the  sick” 
in  medically  indigent  communities  to  represent 
a combination  of  medical  and  social  pathology 
who  seek  assistance  at  an  advanced  stage  of  their 
illnesses. 

We  believe  that  only  by  making  the  health 
care  system  “theirs”  rather  than  “ours”  will  these 
goals  be  realized.  To  implement  this,  we  call  for 
a sustained  conununity  involvement  in  commu- 
nity health  as  paramedical  personnel.  In  addition, 
we  find  a gross  under-representation  of  minority 
groups  in  our  own  medical  schools.  Greater  par- 
ticipation can  come  only  through  stimulating  the 
medically  indigent  in  the  direction  of  medical 
careers  and  providing  financial  assistance  to  the 
qualified  candidate. 

4.  We  deplore  the  terrible  violence,  loss  of 
health  and  life  inherent  in  military  solutions  to 
world  problems  as  presently  exemplified  in  South- 
east Asia.  We  consider  military  misadventures  as 
a terribly  exorbitant  drain  of  professional  medical 
personnel  that  are  absolutely  essential  to  commu- 
nity and  national  health  programs. 

5.  We  believe  that  physicians  should  be  pro- 
vided with  constructive  alternatives  to  service  in 
the  Armed  Forces.  In  making  this  proposal,  we 
realize  the  need  for  a portion  of  physicians  to 
provide  adequate  care  of  the  country’s  Armed 
Forces.  However,  we  are  equally  convinced  that 
constructive  programs  must  be  enacted  to  miti- 
gate the  present  plight  of  the  medically  indigent. 
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We  lament  the  failure  of  the  new  draft  law  to 
continue  the  recognition  of  service  in  the  Peace 
Corps,  in  the  office  of  Economic  Opportunity,  and 
in  the  Public  Health  Service  via  the  Department 
of  Agriculture.  We  urge  the  American  Medical 
Association  to  take  strong  action  in  initiating  and 
supporting  legislation  which  would  reinstate  and 
expand  alternatives  to  military  service  in  the 
realm  of  health  service  in  the  many  medically 
deprived  areas. 

6.  We  enthusiastically  endorse  a committed 
political  role  by  the  physician  in  initiating,  de- 
signing and  executing  programs  to  meet  the  prob- 
lems of  community  and  national  health.  We 
categorically  reject  the  archaic  notion  that  com- 
prehensive medical  care  as  a basic  right  is  incom- 
patible with  the  creative  individualism  so  charac- 
teristic of  our  society. 

7.  We  believe  that  these  goals  have  an  au- 
thentic historical  basis  and  have  existed  in  the 
minds  of  men  for  nearly  2000  years.  We  are 
reminded  of  Aristotle’s  comment  in  333  BC; 
“Health  of  mind  and  body  is  so  fundamental  to 
the  good  life  that  if  we  believe  that  men  have 
any  personal  rights  at  all  as  human  beings,  they 
have  an  absolute  moral  right  to  such  a measure 
of  good  health  as  society,  and  society  alone,  is 
able  to  give  them.” 

Nick  Nossaman,  Senior 

E.  Chester  Ridgway,  Senior 

Carl  Slater,  Senior 

Lisa  Wilson,  Junior 

Michael  Ian  Reiff,  Junior 

Craig  Kent  Carris,  Sophomore 

Kelly  Michael  Skeff,  Sophomore 

University  of  Colorado  Medical  Center 

This  communication  should,  in  our 
opinion,  be  pursued.  If  it  is  not,  we  will  have 
missed  a great  and  unusual  opportunity  to 
profit  by  forward  planning  with  those  who 
will  carry  our  torch  in  the  decades  and  gen- 
erations ahead  after  those  of  us  now  prac- 
ticing have  departed.  Mature  foresight  herein 
made  clear  holds  realistic  and  workable 
answers  to  some  of  our  greatest  problems — 
especially  care  of  medically  indigent  persons, 
depressed  areas,  and  the  tragic  drain  of 
medical  manpower  among  the  consequences 
of  war.  Perhaps  we  oldsters  are  less  sophisti- 
cated than  we  complacently  believe.  This 
message  re-affirms  the  fact  that  there  is  lots 
of  good — even  wisdom — in  youth.  Let  us  lis- 
ten and  take  heed!  We  want  them  to  know 
that  they  are  heard,  that  constructive  for- 
ward thinking  on  their  part  and  with  our 
help  will  stimulate  realistic  planning. 


w E HEAR  A GOOD  DEAL  these  days  about 
people’s  rights — our  “rights.”  Education  is 
a “right;”  health  is  a “right;”  a decent  income 
and  standard  of  living — these  are  all  “rights’^ 

We  hear  very  little 
about  “duty”  anymore. 
This  is  an  old-fashioned 
word,  used  sometimes  al- 
most ashamedly. 

And  then  there  is  that  grand  old  word 
“privilege.”  Here  is  a word  rich  with  meaning 
and  pregnant  with  promise.  Here  is  a word 
that  can  enable  us  to  fulfill  our  destiny. 

For  a “right”  is  something  we  demand 
with  a set  jaw  and  an  outstretched  hand.  A 
“right”  compels  us  to  grimly  and  doggedly 
take  what  we  believe  is  ours,  regardless  of 
what  consequences  might  result  from  our 
demands. 

“Duty”  on  the  other  hand,  is  something 
we  must  give  — even  though  we  may  not 
wish  to  do  so — it  may  even  collide  with  our 
conscience  or  convictions,  or  at  least  be  coun- 
ter to  our  judgment.  Nonetheless,  duty  is 
extracted  from  us  and,  if  withheld,  a penalty 
must  ensue. 

But,  let  us  speak  of  “privilege.”  This  is 
a singing  word — a word  of  excitement  and 
of  hope.  Something  proffered  to  us  to  ac- 
cept or  refuse!  It  is  akin  to  opportunity. 
Unlike  a “right”  which  is  ours  with  no  effort, 
a privilege  must  be  earned  and  our  right  to 
enjoy  it  is  constantly  challenged.  It  is  a 
prize  worth  holding  on  to  ...  to  be  attacked 
with  zeal,  and  defended  with  self.  The  re- 
sponsibility of  “duty”  is  a burden.  The  re- 
sponsibility of  “privilege”  is  a delight.  And 
“right” — that  unfortunate  word — has  neither 
the  burden  nor  thrill  of  responsibility  but 
fixes  that  responsibility  on  someone  else. 
Privilege  can  carry  a man  to  his  fullest  po- 
tential. A “right”  can  diminish  him.  While 
“duty”  merely  contains  him. 

I would  rather  respond  to  the  call  of 
privilege  and  its  challenge  with  a song  in 
my  heart  and  feel  the  good  sweat  of  labor 
and  know  the  sweet  rewards  that  are  mine 
because  the  challenge  was  met,  than  to  be 
smothered  with  all  of  the  affluence  that  has 


we  are  told. 

Rights  or 
Privileges? 
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been  adjudged  my  “right,”  or  run  the  risk 
of  wearing  the  martyr’s  mantle  in  the  dis- 
charge of  my  duty. 

Let  us  help  the  people  of  America  to  know 
that  ours  is  indeed  a land  of  opportunity  and 
privilege  to  be  earned  and  contested  for,  and 
not  succumb  to  the  unhappy  temptation  to  sit 
still  and  demand  our  RIGHTS! 

Geraldine  (Mrs.  Harold)  Caldwell, 
Assistant  Executive  Secretary, 
Colorado  Medical  Society 


w.  HAVE  NOTED  a letter  to  Dr.  Marcus  J. 
Smith,  Editor  of  the  New  Mexico  Section  of 
the  Rocky  Mountain  Medical  Journal,  over 
the  signature  of  Dr.  John  D.  Abrums,  Secre- 
tary-Treasurer of  the  New  Mexico  Medical 

Society: 

It  is  my  great 
pleasure  to  inform 
you  that  the  Coun- 
cil recommended  to 
the  House  of  Delegates  that  you  be  reappointed 
as  scientific  editor  from  New  Mexico  for  the  Rocky 
Mountain  Medical  Journal.  The  House  of  Delegates 
concurred  in  this  appointment.  Therefore,  you 
have  been  officially  reappointed  as  our  scientific 
editor  to  the  Journal  for  another  year. 


Dr,  Smith  Reappointed 
as  Editor 


There  was  considerable  comment  during  the 
Annual  Meeting  from  several  of  our  members  to 
the  effect  that  the  Journal  seems  to  be  improving 
each  year,  and  that  it  is  a publication  of  w'hich  we 
can  well  be  proud. 

This  is  a tribute  to  the  splendid  work  of 
Dr.  Smith  and  his  many  contributions  to  our 
Journal.  Naturally,  also,  we  take  pride  in 
New  Mexico’s  satisfaction  with  its  participa- 
tion in  this  distinctive  six-state  medical  pub- 
lication. Colorado  thanks  our  colleagues  in 
New  Mexico  for  assisting  substantially  in  our 
growth  and  in  building  the  unique  reputation 
among  state  and  regional  journals  which  we 
enjoy. 


M ONTPAC  WAS  ORGANIZED  in  1962.  Its 
stated  purpose  was: 

1.  To  promote  improvement  in  govern- 
ment by  stimulating  and  encouraging  phy- 
sicians and  others  to  take  a more  active  and 

effective  part  in 
governmental  af- 
fairs. 

2.  To  encourage 
physicians  and 
others  t o under- 
stand the  nature 
and  actions  of  the  government  as  to  important 
political  issues  and  as  to  the  records,  office 
holders  and  candidates  for  elective  offices. 

3.  To  assist  physicians  and  others  in  or- 
ganizing themselves  for  more  effective  politi- 
cal action  and  then  carrying  out  their  civic 
responsibilities. 

Five  and  one-half  years  later,  how  does  it 
look?  Membership  in  MONTPAC  has  sub- 
stantially increased.  In  close  cooperation 
with  the  Montana  Medical  Association,  it  is 
now  structured  so  that  the  Board  of  Directors 
is  representative,  one  for  each  50  members 
from  the  various  component  societies.  Our 
objectives  have  been  practically  carried  out 
through  the  support  of  Congressional  candi- 
dates. During  1968,  this  takes  on  a unique 
and  important  aspect.  Since  ex-governor 
Wallace  has  decided  to  campaign  for  national 
office,  many  have  raised  the  point  that  the 
next  President  may  he  selected  hy  Congress. 

Our  immediate  challenge  appears  to  be 
apathy.  Good  candidates  are  available.  Their 
campaign  managers  are  structuring  organiza- 
tions to  win.  This  takes  money.  Good  candi- 
dates, good  organizations,  good  slogans  will 
not  win  without  financial  support.  DO  YOUR 
PART. 

Colvin  H.  Agnew,  MD 
Chairman,  MONTPAC 


The  PAC  (Political 
Action  Committee ) 
Movement — Its 
History  in  Montana 
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The  Twentieth 


Annual  Scientific 
Assembly  of 
The  American 
Academy  of 
General  Practice 


The  Annual  Scientific  Assembly  of  The  American 
Academy  of  General  Practice  is  the  top 
postgraduate  medical  forum  for  general  practice 
in  the  United  States.  The  entire  program  is  aimed 
at  you  and  your  practice,  to  provide  the  very 
latest  information  and  instruction  in  the  broad 
spectrum  of  medicine.  We  urge  you  to  consider 
seriously  taking  some  time  from  your  busy 
practice  this  September  to  attend  the  Assembly. 

For  details,  write  The  American  Academy  of 
General  Practice,  Volker  Boulevard  at  Brookside, 

Kansas  City,  Missouri  64112,  or 
phone  816  JE  1-0380. 

September  16-19, 1968  • Las  Vegas,  Nevada 
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Radiation  palliation  of  the  advanced 

cancer  patient* 


Kenneth  D.  A.  Allen,  MD,  and  Thomas  J.  Kennedy,  MD,  Denver,  Colorado 


Value  of  the  team  approach  in 
management  of  advanced  and  terminal 
cancer  patients  is  emphasised. 

Modern  therapeutic  measures  have  much 
to  offer  these  people— and  their  families. 

None  of  us  is  physically  immortal.  Each 
lives  in  a state  of  palliation  from  birth  to 
death.  For  a comfortable  healthy  person  50 
or  more  years,  25  years,  10  years,  or  even 
five  years  is  that  desirable  unit  of  existence, 
but  it  is  nevertheless  palliation.  For  some 
individuals  there  suddenly  arises  a differ- 
ent level  of  appraisal  of  living.  For  example, 
a 50-year-old  person  is  told  he  has  incurable 
cancer.  He  will  then  change  his  concept  of 
philosophy  of  existence.  He  will  re-appraise 
the  future,  and  then  each  week,  each  month, 
and  each  year  of  physical  comfort  derived 
from  treatment  is  enjoyed  with  even  more 
fervor  and  appreciation  than  the  longer 
period  of  healthy  living  which  he  had  pre- 
viously taken  for  granted.  At  this  phase,  his 
physician  becomes  a highly  important  person. 
The  incurable  cancer  patient  always  presents 
his  physician  with  the  challenge  of  striving 
toward  physical  palliation  while  concurrently 
using  all  his  skill  and  experience  in  manag- 
ing the  psychologic  aspects  and  maintaining 
the  patient’s  morale.  No  other  type  of  pa- 
tient requires  more  universal  and  complete 
knowledge  of  the  various  disciplines  of  medi- 


*Presented by  Senior  Author  at  the  Pan-Pacific  Surgical 
Association  Meeting,  Honolulu.  Hawaii,  1963.  From  the 
Presbyterian  Medical  Center,  Denver,  Colorado. 
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cine  or  a greater  need  of  unlimited  enthusi- 
asm for  furnishing  relief.  The  ideal  palliation 
of  an  advanced  cancer  patient  does  not  hold, 
as  a primary  goal,  merely  prolongation  of 
life.  It  strives  for  a continuance  of  comfort- 
able happy  living.  The  art  of  palliation  re- 
quires much  more  physiologic  and  psycho- 
logic skill  than  the  handling  of  patients  who 
can  be  cured  of  their  afflictions.  Particularly 
during  the  use  of  various  irradiation  modali- 
ties, the  philosophy  of  palliation  does  not 
tolerate  severe  untoward  secondary  effects. 
There  must  be  a definite  goal  of  comfort. 
Irradiation  should  never  be  used  as  is  often 
requested  “just  to  have  something  to  do  for 
this  patient.” 

Physicians  who  advise  irradiation  for  can- 
cer should  bear  in  mind  that  this  type  of 
therapy  is  not  a radical  step  nor  does  it 
bridge  a great  gap  as  related  to  other  forms 
of  medication.  Irradiation  produces  bodily 
chemical  and  physical  changes  in  the  region 
of  the  tumor  just  as  certain  medications  and 
chemicals  do.  However,  irradiation  may  pro- 
duce more  localized,  effective,  and  longer- 
lasting  results.  Proper  palliative  manage- 
ment of  an  incurable  cancer  patient  takes 
into  consideration  the  time  that  the  out-of- 
town  patient  is  away  from  his  home  and  loved 
ones.  It  considers  monetary  difficulties  the 
patient  or  family  may  have,  and  it  always 
requires  appraisal  of  family  and  home  care 
facilities. 

Why  is  it  that  so  many  physicians  will 
zealously  treat  (palliate)  diabetes,  cardiac 
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disabilities,  hepatic  cirrhosis,  nephritis,  em- 
physema, arthritis,  multiple  sclerosis,  etc., 
but  when  these  same  physicians  consider  a 
cancer  case  incurable,  they  completely  lose 
interest  and  enthusiasm.  We  have  seen  in- 
curable cancer  patients  live  for  years  far 
more  comfortably  than  certain  patients  af- 
flicted with  some  of  these  other  diseases. 

Medical  team 

We  wish  to  discuss  the  important  team- 
work among  the  various  medical  specialties 
that  best  creates  physical  and  psychologic 
comfort  for  the  advanced  cancer  patient. 
The  most  effective  and  thorough  palliation 
of  the  incurable  cancer  patient  is  achieved 
by  a basic  team  of  dedicated  physicians:  a 
surgeon  who  has  a deep  interest  in  cancer, 
an  oncologically  inclined  internist,  a patholo- 
gist, and  a radiotherapist.  In  dealing  with 
so  precious  an  entity  as  patient  comfort,  it 
would  be  difficult  to  say  which  team  member 
is  the  most  important.  In  individual  cases 
first  one  and  then  the  other  physician  as- 
sumes the  prominent  role.  Thorough  initial 
planning  to  assure  complete  understanding 
among  the  members  of  the  team  is  manda- 
tory to  make  certain  there  is  the  most  skillful 
application  of  all  therapeutic  agents,  each 
to  be  used  at  the  proper  time  according  to 
the  progress  of  the  case.  Best  palliative  re- 
sults follow  frequent  communication  between 
members  of  the  team.  Ideally,  each  physician 
should  know  as  much  as  is  humanly  possible 
about  the  role  of  the  other  members.  Cer- 
tainly, all  should  know  what  to  expect  in 
cancer  palliation  from  surgery,  hormones, 
general  medications,  anti-cancer  chemicals, 
and  irradiation.  In  every  case  one  member 
of  this  team  should  be  “in  charge.”  To  him 
the  patient  can  always  turn  for  general  ad- 
vice or  morale  support.  The  physician  “in 
charge”  should  have  medical  associates  who 
can  fill  in  when  he  is  not  immediately  avail- 
able. At  this  Cancer  Center  we  also  consider 
the  patient’s  referring  physician  as  an  im- 
portant member  of  the  cancer  team. 

The  pathologist 

Among  the  important  responsibilities  of 
the  pathologist  are  not  only  the  cancer  type 
diagnosis  but  also  information  regarding  the 
antibiotic  sensitivity  of  any  concommitant  in- 
fection and  an  opinion  of  possible  response 


of  particular  cell  types  to  anti-cancer  modali- 
ties including  irradiation.  The  pathologist 
plays  an  ever-expanding  role  in  the  war 
against  cancer.  He  must  constantly  evaluate 
the  condition  of  the  patient’s  blood.  The  ad- 
vent of  cytology  alone  has  brought  about 
significant  expansion  of  his  endeavors.  He 
has  become  more  and  more  a true  physician 
consultant  and  a consistent  source  of  advice 
to  his  teammates  in  the  control  of  cancer. 
Such  a pathologist  is  ideally  experienced,  for 
example,  to  head  a tumor  board  where, 
among  his  ordinary  duties,  he  can  arbitrate 
between  surgeon  and  radiologist  in  certain 
cases  such  as  skin  cancer,  various  intra-oral 
and  pharyngeal  carcinomas,  and  other  ma- 
lignancies which  can  be  cured  just  as  well 
by  excision  as  by  irradiation.  Today,  how- 
ever, there  is  much  less  competition  and  more 
complementary  teamwork  among  the  various 
disciplines  of  medicine  in  treating  all  types 
of  malignant  disease. 

The  surgeon 

Some  surgeons  are  much  more  interested 
in  cancer  than  others.  The  cancer  oriented 
surgeon  member  of  a cancer  team  has  the 
same  philosophy  for  palliation  as  the  radio- 
therapist as  well  as  the  urge  to  cure  the  pa- 
tient by  excision  of  the  malignancy  if  at  all 
possible.  Such  a surgeon  can  enter  into  the 
team  management  of  the  incurable  cancer 
patient.  He  acquires  enthusiasrh  for  surgical 
palliation  which  improves  as  his  timing  im- 
proves in  performing  ovariectomy,  orchi- 
ectomy, adrenalectomy,  and  hypophysectomy 
for  certain  hormone  responsive  malignancies. 
He  will  remove  single  metastatic  nodules 
from  the  lungs  in  certain  patients  and  will  do 
rhizotomies,  chordotomies,  and  local  nerve 
blocking  for  intractable  pain.  One  of  the  best 
examples  of  this  latter  surgical  palliative 
procedure  is  the  use  of  novocain  in  oil  for 
thoracic  nerve  block  in  alleviating  the  ex- 
cruciating pain  of  pathologic  rib  fracture 
caused  by  metastatic  breast  carcinoma.  In 
all  appropriate  cases,  such  a surgeon  will  con- 
sider pre-operative  irradiation  ‘which  is  cur- 
rently being  used  more  effectively  before 
surgical  treatment  of  the  cancer  patient.^ 
This  surgeon  is  motivated  by  compassion  and 
is  not  too  sensitive  as  to  “cure”  statistics. 
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The  internist 

The  internist  devoted  to  cancer  palliation 
plays  an  increasingly  prominent  role.  He  is 
obtaining  improved  palliation  by  expert 
timing  and  dosage  in  the  use  of  chemothera- 
py, steroid  compounds,  hormones,  and  miscel- 
laneous other  agents.  For  acute  leukemias  in 
children,  he  treats  with  Prednisone,  6-Mer- 
captopurine.  Methotrexate  and  Cytoxin.  He 
gives  adrenal-cortical  medications  for  cer- 
tain adult  acute  leukemia  cases.  He  uses 
Leukeran,  Myeleran,  Chlorambucil,  Urethane, 
and  Fowler’s  solution  in  adult  chronic  leu- 
kemia; Nitrogen  Mustard,  Cytoxin,  and  Vel- 
ban  in  lymphomas;  Urethane  and  Alkaran  in 
multiple  myeloma;  Nitrogen  Mustard  in  oat- 
cell type  carcinoma  of  the  lung.  For  ad- 
vanced cancer  of  the  breast  he  utilizes  both 
Androgens  and  Estrogens,  individualizing  pa- 
tients by  age,  idiosyncrasy,  and  relation  to 
menopause.  He  maintains  a constant  vigil  for 
hypercalcemia  in  skeletal  breast  metastases.^ 

He  utilizes  Estrogen  for  carcinoma  of  the 
prostate,  and  for  Wilm’s  tumor  and  embry- 
onal rhabdomyosarcoma  (particularly  in 
children)  Actinomycin  D combined  with  sur- 
gery and  irradiation.  He  has  found  that 
choriocarcinoma  of  the  uterus  responds  to 
Methotrexate  with  some  apparent  cures. 
Adenocarcinoma  of  the  uterine  fundus  has 
occasionally  shown  remarkable  and  pro- 
longed response  to  Progesteron.  Inoperable 
intestinal  adenocarcinomas  sometimes  re- 
spond to  5-Fluoro-Uracil  when  administered 
meticulously  and  skillfully,  especially  when 
the  lesion  is  in  the  proximal  colon  and  when 
this  chemotherapy  is  combined  with  irradia- 
tion. Recently  some  melanomas  have  re- 
ceded with  Phenolalamine.  The  internist 
will  sometimes  try  Alkaran  and  Chlorambucil 
in  uncontrolled  carcinoma  of  the  ovary  be- 
fore or  after  irradiation. 

Now  more  frequently  than  in  the  past, 
the  internist  teams  with  the  radiation  thera- 
pist to  combine  his  systemic  medications  with 
localized  irradiation  by  conventional  or  su- 
pervoltage x-ray,  rotational  cobalt,  betatron, 
or  electron  beam  therapy,  or  with  various 
radioactive  isotopes.  He  consults  with  the 
surgeon  and  the  radiologist  as  to  the  ad- 
visability of  intra-arterial  infusion  and  per- 
fusion of  anti-cancer  agents. 


Because  of  certain  spectacular  results  ob- 
tained by  irradiation  during  hyperbaric  oxy- 
genation which  saturates  the  cancer  patient 
with  about  three  atmospheric  pressures  of 
pure  oxygen  during  irradiation,  we  know 
that  increased  oxygen  supply  to  a malignant 
tumor  makes  the  malignancy  more  vulner- 
able to  destruction  during  irradiation.  Be- 
cause of  this  and  because  of  some  benefits 
noted  by  the  introduction  of  hydrogen  per- 
oxide into  the  arterial  supply  of  the  tumor, 
it  is  better  understood  why  a good  blood  sup- 
ply with  high  hemoglobin  levels  increases 
vulnerability  of  tumors  to  irradiation.  Tu- 
mors receive  more  oxygen  from  blood  in 
good  condition  than  from  blood  with  a pau- 
city of  oxygen-carrying  elements.  Inciden- 
tally, the  use  of  hyperbaric  oxygenation  is 
only  an  attempt  to  restore  a normal  oxygen 
content  to  the  tumor  tissues  which  have  been 
depleted  of  oxygen  due  to  circulatory  ob- 
struction brought  about  by  infection,  tumor 
mass  pressure,  or  necrosis.  The  internist  can 
often  accomplish  increased  oxygen  supply 
to  the  tumor  by  continuous  attention  to  prop- 
er hemoglobin  level  and  by  combating  in- 
fection. Recently,  some  internists®  after  not- 
ing unwanted  side  effects  of  destruction  of 
adrenal  glands  when  using  the  new  chemo- 
therapeutic agent  Ellipten  for  purposes  other 
than  cancer  treatment  are  now  studying  the 
administration  of  this  drug  to  bring  about 
a medical  adrenalectomy  as  a hormonal  bene- 
fit in  metastatic  carcinoma  of  the  breast. 

Radiation  therapist 

The  main  purpose  of  this  presentation, 
however,  is  to  describe  the  role  of  the  radia- 
tion therapist  treating  incurable  cancer  in 
a large  cancer  therapy  center.  Patients  in 
all  stages  of  high  and  low  morale  are  seen 
by  the  radiation  therapist.  Many  have  good 
morale  imtil  told  they  must  have  radiation 
therapy.  Then,  because  of  the  lay  assumption 
that  irradiation  treatment  is  a death  knoll, 
some  patients  may  panic.  The  radiation  ther- 
apist knows,  of  course,  that  irradiation  for 
pain  palliation  is  given  to  many  patients  who 
soon  succumb.  Thus,  a number  of  people 
conclude  that  only  hopeless  terminal  pa- 
tients are  treated  with  irradiation.  Careful 
compassionate  orientation  as  to  the  general 
procedure  of  the  irradiation  treatments  must 
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be  done  as  early  as  possible  and  may  have  to 
be  repeated  several  times  because  the  patient 
initially  is  in  such  mental  turmoil  that  he 
does  not  remember  what  the  radiologist  tells 
him.  Certainly,  the  first  conversation  should 
be  leisurely,  undisturbed,  and  take  place  in  a 
quiet  area. 

After  the  history  and  physical  examina- 
tion, and  after  collaboration  with  other  mem- 
bers of  the  team,  the  first  decision  to  make 
for  the  advanced  cancer  patient  is  a philo- 
sophical one  and  relates  as  to  whether  the 
patient  lives  a long  distance  from  the  Can- 
cer Center.  If  the  prognosis  is  grave  with 
life  expectancy  short,  the  decision  must  be 
made  as  to  whether  irradiation  treatment 
can  be  given  nearer  home  where  the  patient 
can  be  close  to  his  family  and  friends.  This 
can  frequently  be  arranged  by  working  close- 
ly with  the  local  radiologist  who  has  con- 
ventional x-ray  therapy  equipment.  Those 
oncologists  who  insist  that  all  cancer  pa- 
tients stay  in  a huge  cancer  center  which  has 
the  ultimate  in  irradiation  equipment  and 
other  special  facilities  are  sometimes  mis- 
taken in  their  decisions  regarding  some  spe- 
cial cases  of  cancer  patient  palliation.  For  in- 
stance, it  is  unnecessary  to  consider  long  time 
skin  tolerance  for  patients  with  short  life 
span,  and  though  supervoltage  or  betatron 
or  cobalt  could  be  used,  such  patients  prob- 
ably will  do  well  with  conventional  deep 
x-ray  therapy  if  it  is  available  near  home. 
Radiation  therapists  who  have  extensive 
modern  facilities  for  irradiation  must  be  ever 
mindful  of  this  situation.  The  factors  de- 
termining this  initial  decision  are  as  indi- 
vidualized as  are  the  patients  themselves. 
There  are  also  patients  where  a portion  of 
the  irradiation  treatment  can  be  done  at 
home  and  the  remainder  in  the  large  center, 
thus  keeping  the  patient  home  with  his  fam- 
ily as  much  as  possible.  Of  course,  these 
cases  must  be  selected  very  carefully  because 
the  experience  of  all  radiation  therapists  has 
been  that  some  malignancies  where  the  prog- 
nosis is  very  serious  and  almost  terminal  may 
prove  to  be  so  radiosensitive  that  further 
effort  with  all  possible  facilities  becomes 
mandatory.  Certainly,  patients  returned 
home  for  conventional  therapy  treatments 
would  not  include  those  with  severe  pain 


when  supervoltage  or  other  specialized  irra- 
diation procedures  would  combat  the  pain 
more  quickly,  better,  and  for  a longer  period 
and,  at  the  same  time,  conserve  skin  toler- 
ance for  future  irradiation  if  necessary. 

When  a patient  is  to  be  treated  at  the 
Cancer  Center,  his  first  question  is  “What  is 
going  to  happen  to  me?”  This  inquiry  is  fol- 
lowed with  “How  long  and  how  often  will 
I be  coming  here?”  An  early  determination 
of  the  irradiation  modality  facilitates  an- 
swer of  the  first  question.  The  patient  can 
then  be  told  what  is  expected  of  him  and 
“what  is  going  to  happen.”  The  first  treat- 
ment is  given  as  soon  as  possible  so  the  pa- 
tient will  not  be  apprehensive  any  longer 
than  necessary.  It  is  remarkable  how  many 
patients  calm  down  after  the  first  treatment 
has  proved  that  irradiation  “does  not  hurt.” 
The  second  question  is  more  difficult  to  an- 
swer. It  takes  time  to  compute  proper  dosage 
into  the  tumor,  and  then  a few  days  of  treat- 
ment to  determine  a reasonable  daily  dose 
that  can  be  administered  without  nausea  and 
discomfort.  At  first,  patients  must  be  evalu- 
ated daily  relative  to  the  radiation  dose,  and 
then  there  must  be  communication  with 
other  members  of  the  team  on  decisions  re- 
lating to  antibiotics,  chemical  agents,  and 
hormones  — all  of  this  must  be  done  before 
the  patient  can  be  given  a fairly  accurate 
statement  of  how  long  he  will  be  taking 
treatments. 

For  a patient  who  will  be  treated  daily 
(except  Sunday)  over  a period  of  four  to  10 
or  12  weeks,  or  even  more,  it  is  extremely 
important  that  the  therapist  gain  this  pa- 
tient’s confidence  day  by  day  and  build  and 
hold  high  his  morale  during  this  time.  If  the 
patient  is  to  obtain  maximum  irradiation 
benefit,  he  must  continue  to  eat,  sleep,  and 
rest  well.  Eternal  vigilance  is  necesary  to 
seek  out  information  concerning  the  patient’s 
appetite,  blood  status,  weight,  gastro-intes- 
tinal  function,  and  general  condition.  The  re- 
sponse of  the  tumor  is  only  part  of  the 
regime.  To  treat  the  cancer  and  forget  the 
patient  has  brought  disaster  in  treatment 
programs,  particularly  in  some  institutions 
not  as  dedicated  to  compassionate  aproach 
as  in  other  radiological  centers.  Each  daily 
therapy  treatment  must  be  supervised  by  an 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains : 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 
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experienced  physician  and  done  as  carefully 
as  though  this  one  treatment  were  the  only 
one  the  patient  is  to  receive  because  the  mar- 
gin of  safety  between  severe  tissue  damage 
and  maximum  radiation  benefit  is  so  small. 

The  therapy  technician  is  a valuable  as- 
set in  maintaining  morale  of  the  cancer  pa- 
tient. In  addition  to  her  responsibility  of 
administering  the  radiation  prescribed  by 
the  radiologist,  a cheerful  therapy  technician 
boosts  morale  at  the  same  time  she  handles 
the  patient  with  compassion.  Her  closeness 
to  the  patient  provides  the  radiologist  with 
invaluable  information  about  the  patient’s 
morale.  The  therapy  technician  not  infre- 
quently will  say  a particular  patient  has  been 
doing  well  mentally  but  now  comes  in  for 
treatment  with  confidence  shattered.  Again, 
the  radiologist  must  communicate  meanfully 
with  the  patient.  This  conversation  can  be 
easily  opened  with  the  inquiry  “What  have 
the  neighbors  been  telling  you?”,  and  the 
source  of  the  patient’s  depression  is  certain 
to  be  revealed.  Unthinking  friends  frighten 
patients  undergoing  irradiation  with  wild 
stories  which  must  right  there  be  discussed 
in  terms  of  the  differences  from  the  patient’s 
own  situation.  Now,  the  task  of  rebuilding 
morale  begins  all  over  again.  Invariably  the 
stories  that  have  been  told  are  entirely  false 
and  sometimes  generated  by  the  lay  assump- 
tion that  all  cancers  are  identical  whereas 
there  are  entirely  different  and  contrasting 
circumstances  from  the  physician’s  view- 
point. These  patients  require  and  deserve  the 
time  it  takes  a therapist  to  observe  them  care- 
fully and  sit  down  to  talk  with  them  fre- 
quently throughout  the  long  series  of  treat- 
ment. With  most  patients  we  have  found 
that  these  conversations  do  more  good  than 
all  the  tranquilizers,  sedatives,  and  anti- 
nausea medications  combined.  Patients  with 
cancer  are  sometimes  so  sensitive  that  they 
discern  untrue  facts  about  their  own  cases 
from  innocent  gestures.  One  day  a patient 
who  had  been  quite  cheerful  came  in  in  tears. 
When  the  technician  asked  the  reason  the 
patient  said  “Yesterday  my  radiologist  did 
not  smile  when  he  set  my  treatment  field, 
and  I decided  my  condition  must  be  worse.” 

Most  cancer  patients  should  be  told  that 
they  have  cancer.  Great  skill  and  experience 
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are  required  as  to  when  and  how  to  tell  them. 
The  decision  must  be  individualized.  Some 
patients  will  ask  early,  and  this  early  in- 
quiry is  the  most  difficult  to  handle  without 
mental  trauma  for  the  patient.  However,  if 
the  truth  is  never  bluntly  stated  and  the  an- 
swer is  in  a kindly  compassionate  optimistic 
manner,  most  patients  can  be  handled  with- 
out too  much  mental  distress.  Discussion  of 
prognosis,  if  the  prognosis  is  poor,  can  usual- 
ly be  postponed  until  rapport  with  the  pa- 
tient has  been  firmly  established,  by  re- 
questing more  time  to  gather  evidence.  Few 
physicians  are  wise  enough  to  give  an  ac- 
curate prognosis  especially  about  survival 
time.  Certain  patients  do  not  want  to  be  told 
their  diagnosis  or  their  prognosis,  and  some- 
times the  relatives  and  even  the  referring 
physician  insist  that  the  patient  not  be  told 
he  has  cancer.  It  often  comforts  the  patient 
when  he  is  told  that  constant  research  is  go- 
ing on  with  cases  such  as  his  and  that  any- 
thing new  and  pertinent  which  may  be  dis- 
covered will  be  applied  to  his  case. 

Sometimes  patients,  especially  out  of  town 
patients,  who  daily  come  to  the  Cancer  Cen- 
ter for  treatments  become  greatly  distressed 
and  apprehensive  at  their  room  or  hotel  in 
the  evening  or  during  the  night.  Nothing 
makes  such  patients  more  secure  than  for 
the  radiologist  to  make  a personal  visit 
or  a telephone  call;  just  to  know  he  will  do  so 
builds  confidence  and  subdues  apprehension. 
A radiation  therapist  should  not  be  among 
those  physicians  who  do  not  list  their  home 
addresses  and  telephone  numbers  in  the  tele- 
phone book.  It  is  quite  amazing  the  num- 
ber of  telephone  calls  that  radiation  thera- 
pists receive  at  home,  and  it  is  interesting 
how  such  telephone  conversations  benefit 
cancer  patients  and  their  families.  Meticu- 
lous regard  in  this  phase  of  cancer  palliation 
will  prevent  some  cancer  patient  suicides. 

At  Presbyterian  Medical  Center  we  be- 
lieve that  our  original  fee  for  the  cancer 
treatment  series  includes  periodic  follow-up 
of  the  patient  for  as  long  as  we  feel  neces- 
sary to  detect  any  early  cancer  recurrence. 
Therefore,  the  therapist  is  not  finished  with 
the  case  when  the  series  of  radiation  treat- 
ments is  completed.  His  role  continues  in  the 
highly  important  task  of  regular  inspections 


by  means  of  calendar  filing,  with  persistent 
letter  writing  to  the  referring  physicians, 
and,  in  some  cases,  to  the  patient  if  neces- 
sary. Only  in  this  manner  can  he  find  early 
recurrence  of  the  original  malignancy  with 
the  need  of  further  treatment,  and  only  in 
this  way  can  he  gain  the  most  experience 
from  each  case  and  do  the  most  good  for  the 
individual  patient  and  for  all  cancer  pa- 
tients. 

Management  of  cancer  patient’s  family 

One  member  of  most  families  must  be 
carefully  selected  to  tell  all  that  is  known 
about  the  patient  regarding  diagnosis,  prog- 
nosis, and  future  management.  Many  tele- 
phone calls  from  the  patient’s  family  are  re- 
ceived at  home  during  the  evening  or  night, 
and  on  Sunday.  If  the  family  is  handled 
properly,  it  is  much  easier  to  keep  up  the 
patient’s  morale  and  this  will  certainly  de- 
crease the  number  of  telephone  conversa- 
tions. The  therapist  often  thinks  “I  could 
give  the  patient  much  more  time  if  I did  not 
have  to  spend  so  much  time  with  the  family.” 
Probably  one  area  of  effort  is  just  as  valu- 
able as  the  other.  Early  interviews  with  a 
family  representative  should  be  as  leisurely 
and  uninterrupted  as  with  the  patient.  At 
least  one  conversation  should  be  in  the  ab- 
sence of  the  patient. 

A medical  legal  hazard  to  the  radiologist, 
as  well  as  a source  of  patient  distress,  is  the 
request  that  the  diagnosis  and  prognosis  of 
the  case  be  revealed  over  the  telephone  to  an 
unfamiliar  voice.  If  the  patient  is  a well 
known  business  or  public  official  the  pres- 
sure for  information  and  the  need  for  dis- 
cretion increases.  A diplomatic  solution  to 
such  requests  for  information  is  to  ask  the 
name,  address,  and  telephone  number  of 
the  questioner  with  a promise  to  return  his 
call  shortly.  Then  contact  the  patient  who 
can  decide  what  information,  if  any,  he 
wishes  to  have  disclosed.  If  it  is  in  the  in- 
terest of  the  patient,  a return  call  can  be 
made  or  the  inquirer  asked  to  come  to  the 
office  for  the  conversation.  All  of  this  calls 
for  close  collaboration  with  the  cancer  team 
physician  in  charge  of  the  case.  Another  in- 
teresting facet  in  managing  irradiation  of  an 
advanced  cancer  case  is  a peculiar  habit  of 
some  of  our  medical  colleagues  to  attribute 
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certain  inappropriate  patient  symptom  com- 
plaints to  the  results  of  irradiation.  Some 
of  these  so-called  irradiation  cause  and  effect 
situations  are  actually  fantastic.  Fortunately, 
the  therapist  endeavors  carefully  to  describe 
to  the  patient  any  undesirable  irradiation 
side  effects  in  each  individual  case  before, 
during,  and  after  each  series  of  treatment. 
Therefore,  many  therapy  patients  are  often 
not  too  impressed  or  frightened  by  these  doc- 
tors’ statements,  knowing  their  symptoms 
are  not  due  to  irradiation. 

Is  radiation  therapy  a depressing  specifdty? 

Very  frequently  physicians  will  ask  the 
radiotherapist  how  he  can  continue  day 
after  day  in  such  a depressing  specialty.  The 
question  is  asked  because  these  physicians 
know  that  many  of  the  patients  seen  by  the 
radiologist  every  day  for  many  weeks  are 
known  to  be  incurable.  The  answer  definitely 
is  that  radiation  therapy  is  not  a depressing 
specialty  of  medicine.  It  is  an  extremely 
interesting,  exciting,  and  stimulating  disci- 
pline. True,  it  is  tiring,  it  is  exhausting,  and 
at  times  frustrating,  of  course,  to  see  patients 
who  have  become  good  friends  through  the 
weeks  going  downhill  while  it  is  impossible  to 
stop  the  decline.  However,  all  depends  upon 
the  philosophy  and  relative  viewpoint  of  the 
therapist.  The  exhausting  part  is  the  diffi- 
culty in  keeping  the  patient’s  morale  high 
and  the  constant  battle  for  enough  hours  to 
give  each  patient  and  family  the  consultation 
time  needed  and  deserved.  It  is  a rewarding 
experience  to  have  a patient  with  incredibly 
low  morale  change  to  a cheerful  and  reason- 
ably happy  person  through  simple  frequent 
conversations.  It  is  rewarding  to  be  able  to 
stop  pain  effectively  and  for  long  periods. 
It  is  rewarding  indeed,  for  example,  to  make 
an  inoperable  breast  patient  operable  and  to 
have  that  patient  continue  well  for  several 
years.  In  this  Center  there  have  been  treated 
many  neglected,  infected,  bleeding  inoperable 
breast  cancers  which  eventually  heal  with 
restoration  of  epithelial  cutaneous  repair. 
One  such  patient  lived  comfortably  for  seven 
years  after  irradiation  with  no  local  recur- 
rence. She  finally  succumbed  to  metastatic 
carcinoma  of  the  limg.  In  the  meantime, 
there  were  enlarged  axillary  nodes,  supra- 


clavicular nodes,  and  cervical  nodes  that  re- 
sponded to  irradiation  treatment.  We  have 
noted  that  external  manifestation  of  cancer 
is  much  more  disturbing  to  patients  than 
internal  cancer,  which  is  the  reason  for  more 
meticulous  concern  and  treatment  of  the  ex- 
ternal manifestations  of  malignancy.  Doc- 
tor Ralston  Paterson,*  Manchester,  England, 
reports  a series  of  1,461  malignant  breast 
cases,  about  half  of  whom  received  post- 
operative irradiation  and  half  received  no 
irradiation.  Whereas  the  five  year  survival 
of  the  two  groups  was  about  the  same,  46 
per  cent  of  those  not  irradiated  had  mani- 
festations of  necrosing  external  breast  can- 
cer which  is  so  terrifying  to  patients.  Only 
28.6  per  cent  of  those  irradiated  had  such 
manifestations.  As  to  “survival  time”  in 
breast  malignancy,  it  has  been  our  experience 
that  we  are  usually  asked  by  the  surgeon  to 
irradiate  postoperatively  the  more  advanced 
and  serious  cases.  Though  the  five  year  mor- 
tality rate  of  breast  cancer  remains  high, 
tremendous  strides  have  been  made  in  pallia- 
tion of  breast  malignancy  patients. 

There  are  other  facets  encouraging  to  the 
radiotherapist  in  irradiating  incurable  can- 
cer. One  of  the  most  distressing  symptom 
producing  complications  of  cancer  is  the  ac- 
cumulation of  fluid  in  the  body  cavities.  Fail- 
ure to  remove  the  fluid  causes  the  patient 
tremendous  distress  from  pressure  whereas 
repeated  paracentesis  or  thoracentesis  pro- 
duces the  exhausting  uncomfortable  state 
secondary  to  decreased  serum  protein  level 
which  will  quickly  cause  termination.  Of 
all  materials  that  can  be  injected  either  into 
the  abdominal  or  thoracic  cavities  to  decrease 
fluid  formation  due  to  peritoneal  or  pleural 
metastases,  we  have  found  radioactive  gold 
and  radioactive  phosphorus  the  best.  About 
50  per  cent  of  patients  with  pleural  effusions 
secondary  to  malignant  pleural  metastases, 
particularly  from  metastatic  breast  malig- 
nancy, will  respond  with  no  further  fluid 
accumulation.  There  will  sometimes  be  a 
dramatic  disappearance  of  ascites  secondary 
to  metastatic  cancer,  usually  from  ovarian 
malignancy,  but  the  results  for  treatment  of 
ascites  is  not  as  good  in  general  as  the  treat- 
ment of  pleural  effusion  secondary  to  ma- 
lignancy. 
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Irradiation  will  control  hemorrhage  from 
cancer  of  the  cervix,  uterus,  oral  cavity,  or 
lung  for  long  periods  in  patients  who  cannot 
be  cured  of  their  cancer.  Post-irradiation 
healing  with  union  of  a pathologic  fracture 
of  a long  bone  due  to  metastatic  carcinoma, 
almost  regardless  of  the  type  of  primary 
malignancy,  is  a dramatic  event  for  the  pa- 
tient and  for  the  radiotherapist.  In  a recent 
case,  metastatic  carcinoma  of  the  humerus 
from  a primary  thyroid  malignancy  respond- 
ed rapidly  after  oral  administration  of  radio- 
active iodine  combined  with  localized  ex- 
ternal radiation — strong  bone  union  with  ex- 
cellent palliation  followed.  We  have  seen 
many  bones  after  pathologic  fracture  become 
functional  following  irradiation  treatment 
and  remain  so  for  months  or  years  until  the 
patient  died  from  metastatic  disease  else- 
where. 

In  some  instances  patients  in  deep  coma 
from  metastatic  brain  malignancy  can  be 
brought  back  to  normal  lucidity  by  directing 
irradiation  to  the  entire  calvarium.  By  per- 
severing to  the  limit  of  irradiation  toler- 
ance, we  have  seen  certain  patients  improve 


sufficiently  to  enjoy  several  weeks  or  months 
of  normal  communication  with  their  fami- 
lies. The  duration  of  this  type  of  palliation 
may  be  less  prolonged  than  other  types,  but 
the  gratitude  of  the  families  involved  is  fre- 
quently deeper.  Patients  with  rapidly  de- 
teriorating vision  from  inoperable  pituitary 
tumors  can  be  greatly  helped  by  thorough 
and  painstakingly  administered  supervoltage 
or  cobalt  irradiation.  Some  remain  well  with 
normal  or  near  normal  vision  for  several 
years. 

Sleeplessness  caused  by  persistent  des- 
perate paroxysms  of  coughing  due  to  pul- 
monary malignancy  or  mediastinal  adenop- 
athy can  be  relieved  by  irradiation  just  as 
can  the  excruciating  headaches  brought  about 
by  the  superior  vena  caval  syndrome  be  re- 
lieved by  directing  irradiation  into  the  area 
of  tumor  involvement.  These  symptoms 
often  will  not  recur  before  the  patient  dies 
from  some  other  more  tolerable  effect  of 
the  disease.  The  pain  accompanying  certain 
inoperable  obstructive  tumors  or  localized 
lymph  node  metastases  encompassing  the 
ureters,  esophageal  tumors  or  contiguous 
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malignancy  which  prevents  food  or  fluid 
ingestion,  and  obstruction  of  the  stomach 
and  intestines  particularly  from  lymphoma 
can  be  relieved  for  long  periods. 

In  the  past,  irradiation  of  primary  bone 
tumors  has  been  discouraging.  However,  spe- 
cifically selected  patients  such  as  those  with 
inoperable  osteogenic  sarcoma,  even  though 
metastases  have  occurred,  can  be  relieved  of 
pain  by  heavy  irradiation  directed  toward  the 
painful  area,  especially  when  the  electron 
beam  is  used.  Patients  being  prepared  for 
amputation  necessitated  by  primary  bone 
malignancy  can  be  afforded  better  survival 
by  large  doses  of  irradiation  into  the  bone 
tumor,  i.e.  10,000  Rads  in  a short  period  of 
time  immediately  prior  to  amputation.  In 
fact,  contemporary  thinking  advises  preop- 
erative irradiation  in  most  types  of  primary 
bone  tumors.  In  our  files  there  is  a case  of 
Ewing’s  sarcoma  of  the  humerus  that  we 
treated  in  a nine-year-old  child  who  has 
remained  well  for  25  years  with  no  further 
treatment  except  the  irradiation.  The  case 
was  documented  by  biopsy  as  well  as  diag- 
nostic radiographs.  This  patient  has  since 
married  and  borne  children.  Most  primary 
bone  tumors  which  have  progressed  to  the 
point  of  incurability  deserve  consideration  of 
irradiation  to  combat  pain  and  necrotic  ul- 
ceration. Electron  beam  therapy  is  prov- 
ing more  effective  in  this  type  of  cancer  than 
the  other  irradiation  modalities  have  in  the 
past. 

Patients  with  skeletal  metastases,  especial- 
ly from  primary  breast  carcinoma,  which  are 
painful,  respond  well  to  irradiation.  Those 
with  few  bone  lesions  are  more  easily  con- 
trolled with  hormones  and  local  irradiation 
than  those  with  multiple  widespread  bone 
metastases.  Some  of  these  latter,  however, 
do  well  with  a short  course  of  systemic  radio- 
active phosphorus  given  in  conjunction  with 
Testosterone  especially  when  there  is  no 
evidence  of  significant  soft  tissue  cancer. 
About  50  per  cent  of  these  patients  will  show 
definite  improvement  for  three  to  12  months 
and  a lower  percentage  may  show  very 
dramatic  prolonged  response.  A recent  case 
is  a 60-year-old  lady  bedfast  in  the  hospital 
from  widespread  skeletal  metastatic  disease 
who,  about  three  weeks  after  receiving  a 


course  of  radioactive  phosphorus  and  Testos- 
terone, was  able  to  go  to  a nursing  home. 
Two  months  later  she  was  capable  of  re- 
suming partial  housekeeping  in  an  apart- 
ment where  she  is  now  living  comfortably. 
Metastatic  bone  lesions  from  prostatic  ma- 
lignancy do  not  as  a rule  respond  to  external 
irradiation  as  well  as  metastases  from  breast 
carcinoma  in  females,  but  an  occasional  case 
will  show  remarkable  response.  One  patient 
treated  within  the  last  year  is  a 75-year-old 
physician  with  generalized  skeletal  metas- 
tases from  prostatic  carcinoma.  Whenever 
he  began  to  have  severe  pain,  million-volt 
x-ray  therapy  was  administered  to  the  pain- 
ful area  and  he  always  responded  by  relief 
of  pain  after  a few  hundred  Rads.  The  re- 
lief often  occurred  within  a day  or  two  of 
beginning  treatment.  We  have  had  no  suc- 
cess with  the  use  of  systemic  radioactive 
phosphorus  in  metastatic  prostatic  carcinoma. 

Metastatic  renal  tumor  and  metastatic 
soft  tissue  sarcomas  of  mesodermic  origin 
usually  show  very  poor  irradiation  response. 
We  have  evidence  that  some  will  respond 
to  electron  beam  therapy  generated  by  the 
betatron.  Reports  from  Switzerland  show 
frequent  use  of  electrons  with  excellent  re- 
sults.® The  potential  of  electron  beam  ther- 
apy is  increasing  rapidly.  A beam  of  pure 
electrons,  generated  at  not  less  than  10  to  25 
million  electron  volts,  permits  a greater  mar- 
gin of  safety  between  destruction  of  a tumor 
and  injury  to  contiguous  normal  tissues. 
Furthermore,  this  beam  can  be  regulated  to 
travel  no  deeper  than  the  tumor  bed — thus 
the  normal  underlying  structures  receive 
little  or  no  irradiation.  A larger  number  of 
Rads  of  electrons  can  be  tolerated  than  of 
x-ray  photons.  In  our  recent  experience  we 
have  seen  definite  beneficial  results  not  ob- 
tainable by  conventional  or  megavoltage 
x-ray  therapy. 

Some  therapists  now  are  talking  in  terms 
of  cure  in  early  Stage  I Hodgkin’s  disease  but 
are  not  so  optimistic  regarding  non-Hodgkin’s 
lymphoma.  Some  patients  with  more  ad- 
vanced Hodgkin’s  disease  whom  we  have 
treated  go  for  more  than  20  years  leading  a 
useful  and  happy  life,  showing  at  times  peri- 
odic signs  of  active  disease  which  must  be 
treated  with  local  irradiation  or  sometimes 
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with  systemic  chemotherapy.  Some  non- 
Hodgkin’s  lymphoma  patients  remain  well 
and  comfortable  for  many  years  after  treat- 
ment. One  patient  with  Hodgkin’s  disease 
presented  herself  in  1948  at  the  age  of  29,  the 
mother  of  two  children.  Her  diagnosis  was 
revealed  elsewhere  to  her  and  immediately 
she  went  to  the  public  library  to  read  books 
and  articles  on  her  disease.  After  learning 
she  had  a “fatal  disease”  she  came  to  us 
pleading  that  we  do  everything  possible  to 
keep  her  well  enough  to  rear  her  two  chil- 
dren. Twenty  years  later  it  was  rewarding 
to  see  this  patient  come  into  the  office  and 
announce  that  she  was  going  with  her  family 
to  Hawaii  on  a vacation.  There  had  scarcely 
been  a year  since  we  first  saw  this  patient 
that  she  had  not  received  irradiation  therapy 
or  sometimes  chemotherapy.  Only  during 
the  last  three  or  four  years  did  she  suffer 
some  discomfort  from  a swollen  arm  and 
some  symptoms  secondary  to  a superior  vena 
caval  syndrome.  During  the  23  years  of  her 
treatment  by  our  department  she  variously 
manifested  Hodgkin’s  disease  in  the  media- 
stinum, spleen,  groins,  lungs,  neck,  base  of 
skull,  supraclavicular  and  axillary  areas — 
requiring  either  localized  irradiation  or  sys- 
temic chemotherapy.  However,  these  recur- 
rences were  not  apparent  externally  and 
many  of  her  friends  did  not  know  she  suf- 
fered from  Hodgkin’s  disease. 

Few  associations  are  as  rewarding  to  the 


radiation  therapist  as  his  contact  with  incur- 
able cancer  patients.  The  serious  nature  of 
the  disease  being  treated  seems  to  make  pa- 
tients with  incurable  cancer  sincere,  appre- 
ciative, and  stoical  individuals — it  is  a priv- 
ilege to  know  them  and  to  be  able  to  help 
them.  Among  the  90  or  more  patients  treated 
in  our  therapy  section  each  day,  the  patient 
who  is  not  highly  regarded  both  as  a patient 
and  a friend  by  the  treating  staff  is  a rarity. 

It  is  not  depressing  at  all  to  be  a radiation 
therapist.  Even  if  all  cancer  patients  were 
treated  for  palliation  only,  it  would  not  be 
depressing.  More  and  more  patients  with 
cancer  are  being  cured.  The  radiotherapist 
is  greatly  encouraged  because  the  surgeons 
are  curing  more  and  more  primary  cancers 
in  various  parts  of  the  body  through  remark- 
able surgical  technics  and  they  are  also  doing 
better  and  better  surgical  palliation.  Intern- 
ists with  their  increasing  multitude  of  chem- 
icals and  remarkable  supportive  measures  are 
obtaining  better  and  longer  palliation.  Pa- 
thologists are  refining  their  diagnoses  con- 
stantly and  are  increasingly  aiding  and  guid- 
ing other  members  of  the  cancer  team  in  the 
war  against  cancer.  Radiotherapists  with 
tremendously  better  equipment  and  increased 
experience  are  steadily  improving  their  re- 
sults of  treatment.  For  certain  doctors  of 
medicine,  being  a member  of  a cancer  team 
which  is  doing  much  to  relieve  human  suf- 
fering is  an  ideal  way  to  practice  medicine.  • 
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Implications  of  growth  rate  for 
the  management  of  cancer* 


Vincent  P.  Collins,  MD,  Houston,  Texas 


Logical  estimation  of  growth  rate  of 
malignant  lesions  has  practical  value 
for  treatment. 

Growth  is  a synonym  for,  and  the  dominant 
characteristic  of,  cancer.  Manner  of  growth 
and  rate  of  growth  provide  the  basis  for 
description,  recognition  and  prognosis  which, 
taken  together,  comprise  diagnosis.  The 
pathologist’s  report  of  cancer  is  mainly  de- 
scription of  gross  and  microscopic  appear- 
ances, location,  extension,  spread,  cellular 
pattern,  degree  of  differentiation,  mitotic 
activity — all  features  that  must  be  studied 
under  the  static  state  of  laboratory  specimens 
but  which  are  commonly  extrapolated  to  a 
prediction  of  behavior,  as  benign  or  malig- 
nant, rapid  or  slow-growing.  The  clinician’s 
observation  on  progress  of  the  disease  in  his 
patient  is  a more  direct  estimate  of  growth 
rate  but,  lacking  an  objective  measurement, 
it  is  subject  to  error  and  illusion. 

There  is  a human  tendency  to  elaborate 
the  complexity  of  unsolved  problems,  per- 
haps as  a defense  of  failure.  “Occam’s  Razor,” 
a primary  rule  of  logic  warns:  “Frustra  fit 
per  plura  quod  potest  fieri  per  pauciora.”  The 
Latin  means  only:  “Vainly  he  does  by  means 
of  many  what  he  might  do  by  fewer.”  Since 
the  sentence  occurs  in  a context  of  discussion 
of  logic,  it  may  be  translated:  “What  can  be 
explained  by  the  assumption  of  a few  things 
is  vainly  explained  by  the  assumption  of 
more.”  The  corresponding  proverb  of  prudent 
action  warns  us  against  burning  down  a bam 
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just  to  get  rid  of  the  rats.  The  rule  has  as 
many  forms  as  there  are  fields  of  human 
thought  and  action. 

To  put  it  simply,  the  rule  is  “Keep  it 
simple” — not  because  we  believe  that  the 
world,  or  even  that  part  of  it  which  we  are 
studying,  is  simple  but  because  complexity 
may  yield  eventually  to  a step  by  step  an- 
alysis. This  paper  examines  clinical  experi- 
ence with  cancer  from  this  point  of  view. 

How  does  cancer  begin? 

There  are  some  simple  and  useful  answers 
to  important  questions  asked  about  cancer. 
A cell  divides.  Cancer  cannot  arise  in  a tissue 
where  no  cells  divide.  The  chance  for  the 
mutant  cell  behavior  which  we  call  cancer 
occurs  with  every  cell  division.  Whenever 
cell  division  is  increased  the  chance  for 
cancer  is  increased. 

The  inception  of  cancer,  which  can  take 
place  only  at  mitosis,  occurs  with  a probabil- 
ity that  controls  the  clinical  incidence  of 
cancer.  The  uniformity  of  cancer  statistics, 
of  incidence  rates,  of  survival  rates,  of  mor- 
tality rates,  indicates  that  there  is  a con- 
sistency in  the  relationship  between  the  times 
of  peak  activity  of  cell  division  and  common 
ages  and  sites  for  specific  types  of  cancer. 

1.  The  growing  tissues  of  fetus,  infant, 
and  child.  Cancer  is  the  commonest  cause  of 
death  below  the  age  of  14  excluding  acci- 
dents.’’ During  these  years  the  growing  child 
may  be  looked  upon  as  a cancer  factory. 
Certain  cancers,  largely  limited  to  childhood 
and  adolescence,  such  as  Wilms’  tumor,  neu- 
roblastoma, rhabdomyosarcoma,  and  primary 
bone  tumors,  become  clinical  rarities  a few 
years  after  the  end  of  the  principal  period 
of  growth  for  the  tissue  or  organ  concerned. 
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2.  Reproductive  organs  in  the  period  of 
reproductive  activity.  Cancer  of  male  and 
female  sex  organs,  testes,  uterus,  ovaries,  and 
breast,  have  their  curves  of  incidence  which 
peak  in  the  adult  years — trailing,  by  some 
silent  interval  of  occult  growth,  the  peaks  of 
cellular  activity  in  the  tissues  and  organs 
associated  with  reproduction.  The  rarity  of 
examples  of  cancer  of  these  organs  in  the 
very  young  and  the  very  old  serves  to  re- 
inforce the  time  relationship  between  clinical 
incidence  of  any  cancer  and  the  peak  mitotic 
activity  in  the  tissue  of  origin. 

3.  Tissues  subject  to  continuous  use  and 
abuse.  The  increased  wear  and  tear,  and 
demand  for  repair,  that  result  in  early  aging 
of  the  skin  of  the  outdoor  types,  and  the 
related  increase  in  skin  cancer,  is  a prime 
example.  Bowel  has  its  incidence  of  cancer 
related  to  continuous  function,  affected  in 
some  degree  perhaps  by  habits  of  eating  and 
drinking;  the  relationship  of  cancer  of  esoph- 
agus and  stomach  to  alcohol  and  smoked 
foods  has  been  reported.”  The  best  controlled 
observation  of  a relationship  between  in- 
creased wear  and  demand  for  repair  is  in 
the  clinical,  statistical,  and  histological  evi- 
dence of  the  effect  of  smoking  on  bronchial 
mucosa  and  the  incidence  of  lung  cancer. 

4.  Spontaneous  benign  overgrowth  of  tis- 
sue. Paget’s  disease  of  bone  and  osteogenic 
sarcoma,  neurofibromatosis  and  neurogenic 
sarcoma,  multiple  polyposis  of  colon  and  car- 
cinoma of  colon,  are  other  paired  phenomena 
which  illustrate  the  relationship  between  the 
increased  incidence  of  cell  division  and  the 
increased  chance  for  neoplastic  change. 

For  purposes  of  prevention,  or  at  least  in 
the  interest  of  that  alertness  which  will  give 
the  earliest  possible  recognition  of  cancer,  a 
simple  rule  is  helpful:  Every  mitosis  is  a 
ticket  in  the  cancer  sweepstakes.  The  risk  is 
inherent  in  growth,  reproduction  and  use, 
but  abuse  increases  it  unnecessarily. 

How  does  cancer  grow? 

Cancer  grows  by  cell  division,  which  is 
essentially  a doubling  or  exponential  process. 
Considered  as  linear,  or  occurring  at  a con- 
stant rate,  there  is  an  illusion  involved  which 
often  misleads  both  the  student  and  the 
experienced  clinician.  It  has  to  do  with 


doubling  and  how  uncritically  one  may  de- 
scribe a palpable  nodule,  or  the  image  of  a 
pulmonary  nodule,  as  having  “doubled  in 
size  since  the  last  examination.”  There  is  a 
simple  illusion  involved  in  observations  of 
doubling.  The  clinician  is  apt  to  mean  a 
doubling  in  diameter,  but  this  entails  an 
8-fold  increase  in  volume.  Further,  this  does 
not  occur  by  uniform  additions  to  mass,  from 
one  to  two,  to  three,  to  four  and  on  to  eight; 
rather  it  occurs  in  3 steps,  1 to  2,  2 to  4,  and 
4 to  8.^  Most  observers  think  arithmetically 
rather  than  exponentially.  To  report  such  a 
phenomenon  does  not  require  any  error  of 
observation,  but  only  a failure  to  imderstand 
what  was  observed.  The  observer  needs  to 
understand  that  growth  of  a population  at  a 
constant  rate  means  that  the  amount  of  in- 
crease in  a given  time  will  be  proportional 
to  the  size  of  the  population.  If  he  does  not 
understand  this,  he  can  hardly  be  expected  to 
believe  that  the  tumor  which  he  saw  grow 
from  24  to  30  mm.  diameter  in  January  can 
have  grown  from  9.5  to  12  cm.  in  diameter 
in  July  without  altering  its  growth  pattern. 
After  all,  the  increase  in  January  was  so 
small — a little  over  50  gm. — while  in  July 
the  tumor  has  grown  by  three  kilograms! 

To  estimate  growth  as  two-fold,  when  in 
fact  it  has  been  eight-fold,  luUs  the  clinician 
of  simple  arithmetic  mind  into  complacence 
and  it  leads  to  a further  error  of  seeing  con- 
tinued exponential  growth  as  “a  sudden 
chance  in  the  tumor  which  has  begun  to 
grow  wildly.”  An  old  saw  of  personal  fortune 
is  that  “the  first  million  dollars  is  the  hard- 
est.” Of  course  it  is:  to  make  the  first  million 
requires  twenty  successive  doublings  of  one’s 
original  dollar;  to  make  the  second  requires 
only  a single  doubling  of  the  first  million. 

In  serial  x-ray  examinations  of  the  prog- 
ress of  pulmonary  metastases,  we  have  a 
window  through  which  we  can  observe 
growth  rate.  For  those  neoplasms  that  tend 
to  grow  as  spherical  nodules,  the  increasing 
volumes  can  be  roughly  calculated  from 
measured  diameters  and  plotted.  When  a se- 
quence of  volume-determinations  on  the  same 
nodule  are  plotted  against  time  on  semiloga- 
rithmetic  paper,  the  points  tend  to  lie  on  a 
straight  line.  When  measurements  of  nodules 
which  are  metastases  from  the  same  primary 
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are  plotted  in  this  way,  the  slopes  on  the 
lines  for  the  several  nodules  tend  to  be  very 
much  the  same.  There  is,  in  fact,  good  reason 
to  believe  that  the  rate  of  growth  is  as  much 
a characteristic  of  the  individual  tumor  as  is 
the  histological  pattern  on  which  the  pathol- 
ogist relies. 

The  clinician,  with  the  supporting  opinion 
of  the  patohlogist,  may  recognize  a rapidly 
growing  cancer  and  predict  a short  duration 
for  the  course  of  the  disease.  To  see  one 
lesion  as  growing  more  rapidly  than  another 
is  a qualitative  recognition  of  the  difference 
in  their  growth  rates.  To  characterize  various 
lesions  as  growing  “very  rapidly,”  “more 
slowly  than  the  average  for  this  type  of 
lesion,”  etc.,  by  (implied)  reference  to  a large 
body  of  observations  correctly  remembered, 
might  be  called  verbal  quantization  of  the 
observations.  They  are  not  properly  quan- 
tized until  they  are  expressed  in  numbers: 
4 is  twice  as  much  as  2;  but  how  much  more 
rapidly  or  how  many  times  more  rapidly,  is 
“very  rapidly”  than  “rapidly”?  The  numbers 
may — and  indeed  should — include  an  error 
term:  the  most  meaningful  form  in  which  a 
doubling  time  can  be  expressed  is  (30.0  ± 
2.5)  days.  When  it  is  known  to  this  extent, 
we  can  venture  to  predict  that,  within  N 
days  (give  or  take  E days),  such-and-such  an 
event  will  occur.  Without  quantization,  we 
can  only  tell  the  patient  that  it  will  happen 
to  him  sooner  than  to  Jones,  but  later  than 
to  Smith- — and  he  neither  knows  nor  cares 
about  either  Jones  or  Smith. 

There  is  reason  to  believe  that  the  growth 
rate  of  a particular  tumor  is  the  same  before 
and  after  diagnosis  because  (a)  there  is  not 
a priori  reason  to  believe  that  it  is  not  the 
same,  (b)  Occam’s  Razor  tells  us  not  to 
suppose  things  that  we  don’t  need  to  suppose, 
and  (c)  models  involving  this  hypothesis 
yield  predictions  which  are  in  close  agree- 
ment with  the  results  of  experiment  and 
observation.  Therefore,  we  do  not  need  more 
elaborate  suppositions,  at  least  for  a first 
approximation  to  the  truth.  If  a tumor  be- 
comes evident  at  age  one  year,  it  could  have 
been  growing  for  no  more  than  1 year,  9 
months.  If  the  growth  rate  is  a constant  char- 
acteristic of  the  individual  tumor,  unaffected 
by  diagnosis,  surgical  interference,  etc.,  then 


recurrence  of  the  tumor — if  it  is  to  recur — 
may  attain  the  size  at  which  it  was  originally 
recognized  sooner,  but  not  later,  than  one 
year  and  nine  months  after  extirpation  was 
attempted  and  failed,  since  the  tumor  may 
begin  again  with  more  than  one  cell,  but 
cannot  begin  with  fewer. 

The  age  of  the  child  at  the  time  of  diag- 
nosis, plus  nine  months,  is  the  maximum  time 
available  for  growth  to  the  size  at  which  the 
primary  tumor  was  recognized.  Assuming  a 
constant  growth  rate  characteristic  of  the 
tumor  before  and  after  diagnosis,  the  maxi- 
mum time  for  recurrence  from  a hypothetical 
single  persistent  cancer  cell  to  a mass  equal 
to  the  primary  tumor  would  be  a follow-up 
period  to  the  age  at  diagnosis  plus  nine 
months.  This  is  known  as  the  Period  of  Risk 
for  childhood  tumors,  within  which  a tumor 
should  appear  if  cure  has  not  been  attained. 

In  several  reported  series^-  totaling 
826  cases  of  tumors  in  children,  only  three 
instances  of  recurrences  after  the  expiration 
of  the  period  of  risk  have  been  mentioned. 
On  this  basis  one  may  be  justified  in  extrapo- 
lating growth  curves  back  to  a time  of  incep- 
tion of  adult  cancers  which  for  the  series 
studied,  including  breast,  lung,  colon  and 
testicular  cancers,  the  period  of  silent  growth 
prior  to  clinical  recognition  represents  about 
80  per  cent  of  the  total  duration  of  uncured 
cancer.^’  ® 

We  are  much  concerned  with  the  need 
for  “early”  diagnosis  so  that  cancer  can  be 
cured  before  it  has  spread,  or  before  it  has 
spread  too  far.  But  it  is  a serious  error  to 
equate  “small”  with  “early.”  A tumor  may 
be  small,  but  one  that  is  visible  to  the  naked 
eye  is  not  early  in  terms  of  its  total  duration. 
It  is,  in  fact,  in  the  last  quarter  of  its  natural 
course. 

It  is  unlikely  that  cancer  will  be  dis- 
covered before  a 1 cm.-diameter  nodule  of 
cancer  tissue  has  accumulated  in  one  place. 
If  the  original  cancer  cell  had  a diameter  of 
about  10  microns,  the  increase  to  a 1 cm. 
nodule  involves  about  30  doublings.  Another 
ten  doublings  will  produce  about  a kilogram 
of  cancer  tissue,  whether  as  a solitary  mass 
or  distributed  throughout  the  body.  This  is 
likely  to  be  a very  late  stage  in  the  course 
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of  cancer;  the  patient  might  succumb  even 
before  the  tumor  could  reach  this  size  if  it 
is  located  in  a vital  site.  In  any  case,  he 
cannot  survive  much  longer — another  five 
doublings  would  produce  a tumor  mass  of 
32  kilograms,  half  the  weight  of  an  average 
man. 

It  is  recognized  clinically  that  a relation- 
ship exists  between  the  age  of  a patient  and 
the  rate  of  growth  of  his  tumor.  Tumors  in 
childhood  are  usually  rapid-growing  ones 
and  the  youngest  individuals  in  the  usual  age 
range  of  any  particular  adult  tumor  are  sub- 
ject to  the  gravest  prognosis.  Conversely,  in 
older  individuals,  clinical  judgment  is  likely 
to  give  a better  prognosis  even  when  metas- 
tases  are  present.  This  impression  is  subject 
to  verification  when  pulmonary  metastases 
are  present,  and  forms  a useful  basis  for 
therapy  planning.  When  the  range  of  growth 
rates,  which  is  equated  with  the  degree  of 
malignancy,  is  divided  into  equal  thirds,  one 
third  have  doubling  times  of  less  than  30 
days  and  are  considered  rapidly  growing. 
Another  third  have  doubling  times  over  75 
days  and  are  considered  slowly  growing.  The 
middle  group  with  doubling  times  of  30-75 
days  is  intermediate  in  rate  of  growth.  One 
might  avoid  radical  treatment  as  futile  for 
the  most  rapidly  growing  tumors  but  for 
slowly  growing  tumors  a radical  approach 
might  give  many  years  of  useful  life,  even 
if  the  disease  were  uncured. 

Case  1 : H.  C.,  age  36.  A lesion  of  scalp  of  recent 
date,  having  the  appearance  of  a wen,  was  re- 
moved and  found  to  be  metastatic  cancer.  The 
primary  was  found  in  kidney  and  removed;  no 
residual  disease  was  evident.  A year  to  the  day 
after  nephrectomy,  a party  was  held  to  mark  the 
anniversary.  The  morning-after  headache  proved 
to  be  not  a hangover  but  cerebral  metastases  and 
coma  and  death  occurred  in  24  hours. 

Case  2:  C.  M.,  age  68.  A spontaneous  fracture 
of  right  humerus  proved  to  be  pathologic  and 
led  to  discovery  of  a carcinoma  of  kidney.  Believ- 
ing that  an  advanced  cancer  with  distant  metas- 
tasis at  this  age  did  not  merit  treatment,  none 
was  given.  Eighteen  months  later,  complaining 
vigorously  of  a flail  arm,  the  patient  demanded 
treatment.  Nephrectomy  and  amputation  of  arm 
were  carried  out.  He  was  symtom-free  for  10 
years  before  rib  metastases  were  discovered,  and 
he  died  18  months  later  of  metastases  of  spine. 


Comment: 

Both  tumors  were  hypernephromas,  or  clear 
cell  carcinomas  of  kidney;  the  first  occurring  at 
the  leading  edge  of  the  age  incidence  curve,  the 
second  at  the  trailing  edge.  To  be  among  the 
earliest  of  hypernephromas,  a lesion  would  have 
to  be  among  the  most  rapidly  growing,  or  it  would 
have  appeared  at  a later  date.  Metastases  might 
be  expected  to  occur  early  and  progress  rapidly. 
To  be  among  the  latest  hypernephromas  to  appear, 
the  second  tumor  had  to  be  among  the  most  slowly 
growing  or  it  would  have  appeared  at  an  earlier 
age.  The  progress  of  even  known  metastases  would 
be  predictably  slow,  and  aggressive  treatment 
could,  and  did,  have  years  of  benefit. 

The  effect  of  chemotherapy  may  be  ob- 
jectively assessed  by  the  alteration  in  growth 
rate  of  pulmonary  metastases. 

Case  3:  E.  M.,  age  43.  Pelvic  pain  following 
childbirth,  led  to  the  discovery  of  a large  osteo- 
lytic lesion  in  the  sacrum  and  pulmonary  me- 
tastases. A tumor  in  the  right  popliteal  space  had 
been  observed  for  5 years  and  had  grown  to  a 
diameter  of  8 cm.  It  now  proved  to  be  an  angio- 
sarcoma. The  bone  metastasis  was  controlled  by 
radiotherapy.  The  asymptomatic  pulmonary  me- 
tastases were  observed  over  period  of  9 months 
before  chemotherapy  with  Cytoxan  was  instituted. 
The  patient  lived  another  20  months.  Serial  films 
prior  to  chemotherapy  indicated  a doubling  time 
of  approximately  3 months  which  was  increased 
to  approximately  8 months  under  the  influence 
of  Cytoxan. 

Comment: 

We  may  assume  that  death  was  the  result  of 
the  gradual  increase  of  the  total  body  burden  of 
tumor  tissue  to  a critical  mass  that  the  patient 
could  no  longer  sustain.  At  the  rate  of  growth 
observed  before  chemotherapy  this  would  have 
been  reached  approximately  16  months  after  diag- 
nosis. At  the  slower  rate  of  growth  under  the 
influence  of  Cytoxan,  she  did  Live  30  months 
beyond  diagnosis,  a prolongation  of  life  of  14 
months  beyond  the  expected  time  of  death.  Had 
chemotherapy  been  instituted  at  the  time  diag- 
nosis was  first  made,  with  the  same  retarding 
effect  in  growth  rate,  the  patient  might  have 
survived  for  4 years  beyond  the  time  of  diagnosis, 
a prolongation  of  32  months  beyond  the  expected 
time  of  death.  Even  greater  retardation  of  growth 
rate  is  conceivable  whereby  the  patient  might 
achieve  a normal  life  expectancy  although  cancer 
was  uncured. 

On  occasions,  peace  of  mind  may  be  pro- 
vided for  all  concerned  to  know  what  the 
limitations  may  be  on  the  therapeutic  possi- 
bilities in  a given  case. 

Case  4:  H.  S.,  age  16.  A youngster  injured  his 
knee  while  working  on  his  car.  Pain  persisted  for 
several  days  and  he  consulted  a physician  neighbor 
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and  family  friend.  An  x-ray  of  knee  was  not 
helpful.  Symptoms  persisted  and  two  months  later 
an  orthopedic  surgeon  was  consulted.  Osteogenic 
sarcoma  was  diagnosed.  The  leg  was  amputated. 
A month  later  pulmonary  metastases  were  found. 
Four  months  later,  and  eight  months  after  the 
injury,  the  youth  was  dead. 

Comment: 

The  physician  who  first  saw  the  patient  was 
much  concerned  that  the  delay  of  two  months 
between  injury  and  recognition  of  the  bone  tumor 
might  have  cost  the  patient  his  chance  for  a cure. 
Serial  chest  films  indicated  that  the  pulmonary 
metastasis  had  a doubling  time  of  15  days  and 
therefore  had  been  present  some  16  months  before 
they  were  first  seen  or  for  more  than  a year  before 
the  injury  that  focused  attention  on  the  primary 
lesion.  The  physician  could  be  assured  that  nothing 
he  could  have  done  would  have  altered  the  out- 
come. 

The  method  of  determination  of  growth- 
rate  measurements  on  serial  x-ray  examina- 
tions is  applicable  to  distinguishing  benign 
and  malignant  pulmonary  nodules.^®  The  soli- 
tary nodule  or  so-called  “coin  lesion”  is  usu- 
ally put  to  the  test  of  excision  at  thoracotomy 
to  determine  its  nature.  Histologic  proof  is 
always  desirable  but,  when  thoracotomy  is 
contraindicated,  the  probability  of  a benign 
lesion  may  be  determined  from  the  growth 
rate.  Nathan  considered  that  all  nodules  with 
doubling  times  of  less  than  7 days  or  more 
than  450  days  were  benign.  For  males  over 
40  years  of  age,  solitary  nodules  with  a 
doubling  time  of  less  than  37  days,  or  over 
200  days,  were  considered  benign.  Essentially, 
this  sort  of  judgment  rests  on  the  observation 
that  there  are  limits  for  growth  rates  of 
pulmonary  metastases,  and  that  these  can  be 
further  narrowed  by  information  as  to  age, 
sex  and  probable  primary  site.  Lesions  which 
grow  more  rapidly  or  more  slowly  than  these 
limits  may  be  therefore  considered  benign. 

Summary 

The  diagnosis  of  cancer  and  the  prognosis 
for  the  individual  depends  largely  on  the 
pathologist’s  impression  gained  from  biopsy 
and  surgical  specimen.  History  and  clinical 
findings  support  a qualitative  estimate  of 
malignancy  but  quantification  is  necessary 
for  comparative  studies.  The  only  clinical 
approach  is  an  estimate  of  doubling  time 
based  on  the  measurement  of  pulmonary 
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metastasis  as  seen  in  serial  x-ray  examina- 
tions. Doubling  times  of  30  to  75  days  are 
considered  intermediate  in  rate.  Less  than 
thirty  days  is  rapid;  more  than  75  days  is 
slowly  growing.  The  simple  model  of  cancer 
growth  assumes  a constant  growth  rate 
whereby  thirty  doubhngs  are  required  to 
produce  a 1 cm.  tumor  but  only  ten  more  to 
produce  a kilogram  of  tumor  tissue,  which 
msut  be  considered  close  to  a terminal  stage 
if  metastasis  has  occurred. 

This  concept  of  cancer  has  several  useful 
clinical  implications.  “Small”  and  “early,” 
although  they  are  often  used  loosely  in  clini- 
cal description,  are  not  synonymous.  Ap- 
proximately 75  per  cent  of  the  duration  of 
cancer  occurs  during  “silent  growth,”  prior 
to  development  to  a 1 cm.  tumor.  The  possi- 
bilites  for  earlier  diagnosis  by  survey  physi- 
cal or  x-ray  examination  are  small.  Cytologic 
methods  have  greater  promise. 

Where  an  estimate  of  growth  rate  is  pos- 
sible in  an  individual  patient,  this  may  be 
an  important  guide  to  treatment.  For  a tumor 
in  the  slowly  growing  range,  resection  of  a 
primary  in  spite  of  distant  metastases,  or 


removal  of  symptomatic  metastases  in  lung 
or  brain  would  be  justified. 

The  growth-retarding  effect  of  hormones 
or  chemotherapy  may  be  observed  directly 
in  the  altered  growth  rate  of  pulmonary 
metastases.  This  reminds  us,  also,  that  the 
earlier  a recurrence  is  recognized  and  the 
earlier  a retarding  influence  can  be  exerted, 
the  longer  will  be  the  survival  of  the  patient. 

Growth  rate  may  be  a helpful  basis  for 
distinguishing  benign  and  malignant  solitary 
nodules  in  lung.  The  very  rapid  and  the  very 
slow  lie  outside  the  likely  range  for  metas- 
tases. 

Occam’s  Razor  applies  here  as  well  as 
anywhere  in  science.  We  should  seek  to 
develop  simple  descriptions  of  the  course  of 
cancer,  making  no  assumptions  that  are  not 
required  by  the  facts;  and  deductions  from 
simple,  adequate  models  should  be  put  to  the 
test  of  use,  specifically,  to  form  the  basis  for 
rational  management  of  cancer.  If  a start  is 
not  made  at  a simple  level,  there  is  little 
hope  for  practical  application  of  the  complex 
facts  coming  to  light  in  current  research.  • 
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New  Zealand  “Plunket  Society” 

program 

Neil  C.  Begg,  MD,  Dunedin,  New  Zealand* 


The  message  is  an  interesting  one  in 
that  it  is  a grass  roots  approach  to 
reducing  prematurity  through  individual 
effort  rather  than  governmental  programs. 
Since  our  country  needs  more  doctors, 
and  since  we  must  enlist  the  aid  of 
more  ancillary  services,  we  believe  that 
insight  into  how  other  countries  have  met 
comparable  problems  will  give  us 
constructive  ideas.  Individual  effort 
should  be  encouraged! 


This  paper  will  discuss  something  of  the 
work  of  the  Plunket  Society  in  New  Zealand. 
However,  socio-economic  and  other  environ- 
mental circumstances  are  so  important  to  the 
issues  of  prematurity  that  I feel,  first  I should 
introduce  you  to  the  broader  New  Zealand 

New  Zealand 

Local  circumstance:  New  Zealand  consists 
of  two  main  islands,  in  the  South  Pacific, 
which  stretch  roughly  1,000  miles  in  a north- 
south  direction.  In  latitude  it  corresponds  to 
the  American  coast  from  Los  Angeles  to  Seat- 
tle. There  are  about  2,880,000  inhabitants, 
mostly  of  European  stock,  though  there  is  a 
vigorous  minority  of  200,000  native  Maoris. 

High  taxation  and  various  government 
disbursements  make  for  an  even  distribution 
of  wealth  in  what  has  been  described  as  a 

*Dr.  Begg  is  Director  of  Medical  Services,  The  Plunket 
Society,  Dunedin,  New  Zealand.  He  was  a guest  speaker 
at  the  AMA  Conference  on  Prematurity  in  January,  1968. 


welfare  state.  No  one  is  very  wealthy  and 
few  are  really  poor.  Every  New  Zealander 
pays  Social  Security  tax  as  a kind  of  sickness 
insurance.  If  a patient  consults  his  family 
doctor  he  gets  a Social  Security  benefit  to 
help  defray  expenses.  However  the  doctor  is 
free  to  charge  any  fee  he  feels  is  appropriate. 
There  is  but  one  exception  to  this  rule.  Poli- 
ticians have  decreed  that  child  bearing  should 
not  be  an  expense  to  the  individual. 

During  pregnancy  a woman  may  consult 
her  family  doctor  as  often  as  necessary  and 
Social  Security  pays  the  whole  set  fee.  De- 
livery takes  place,  free  of  charge,  in  a mater- 
nity hospital  and  there  is  a free  post-natal 
follow  up.  In  short,  hunger  and  want  hardly 
exist  in  our  country,  maternity  services  are 
free  and  available,  and  all  obstetrics  is  done, 
without  charge,  in  modem  hospitals. 

As  a corollary  to  this — if  a woman  does 
not  have  adequate  medical  care  it  is  usually 
because  of  her  own  carelessness  or  neglect, 
or  because  she  has  not  followed  the  advice 
she  has  received.  In  preventive  medicine  it  is 
not  enough  merely  to  supply  a service;  it  is 
also  necessary  for  people  to  use  it  properly. 
The  supply  must  be  matched  by  the  demand. 

Results:  If  statistics  give  a fair  assessment 
of  the  value  of  our  program  we  have  reached 
a fairly  satisfactory  point — though  there  is 
much  room  for  improvement.  It  may  seem 
invidious  to  distinguish  here  between  those 
of  European  and  Maori  stock — both  are  equal 
New  Zealanders — but  the  figures  indicate 
future  challenges. 
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TABLE  1 

New  Zealand  Infant  Birth  and  Mortality 
Rates — 1966 


Euro- 

pean 

Maori 

Com- 

bined- 

Birthrate  per  1,000  population  21.1 

38.7 

22.4 

Premature  births  per  1,000 
live  births  

..  4.5 

6.6 

4.8 

Stillbirths  per  1,000  births 
(52  per  cent  under  5 ¥2  lbs.) 

..  10.8 

11.8 

11.0 

Neonatal  deaths  per  1,000  live 
births  

..  11.1 

12.3 

11.3 

Post  neonatal  deaths  per  1,000 
live  births  

. 5.0 

15.7 

6.4 

Infant  deaths  (up  to  1 year) 
per  1,000  live  births  

. 16.1 

28.0 

17.7 

Prematurity:  To  take  further  the  statisti- 
cal story  of  the  4.8  per  cent  of  infants  born 
prematurely: 


TABLE  2 

Premature  Infant  Mortality — 1966 


Euro- 

pean 

Maori 

Com- 

bined 

Premature  births  

..2,364 

524 

2,888 

Deaths  primarily  due  to  pre- 
maturity. Rate  per  1,000 
premature  births  

..  138 

111 

134 

Deaths  in  prems  NOT  pri- 
marily due  to  prematurity. 
Rate  per  1,000  premature 
births  

16 

5 

13 

Total  deaths  of  prematures. 
Rate  per  1,000  premature 
births  

..  154 

116 

147 

Prevention  of  prematurity:  The  known 
predisposing  factors  to  prematurity  can  be 
divided  into  three  categories. 

1.  There  are  irreversible  factors  which 
may  cause  premature  birth.  The  commonest 
of  these  is  multiple  births.  Fate  or  destiny  is, 
in  most  cases,  responsible  for  this  circum- 
stance. 

2.  Some  causes  can  be  remedied  by  early 
diagnosis  and  effective  treatment.  Examples 
are  infection,  hypertension  and  toxemia. 
Doctors  play  a major  role  in  these  cases. 

3.  There  are  other  causes,  less  well  de- 
fined, which  depend  on  the  actions  of  the 
woman  herself.  Into  this  category  comes  fail- 
ure to  seek  early  medical  supervision,  or  to 


use  it  regularly,  neglect  of  the  advice  given, 
too  close  spacing  of  pregnancies,  careless  or 
unwitting  contact  wtih  infectious  viral  dis- 
eases in  early  pregnancy,  the  taking  of  an 
unwise  diet,  self-prescribing  of  pharmaceuti- 
cals or  drugs,  excessive  alcohol  or  cigarette 
smoking,  unduly  violent  exercise  or  fatigue, 
ignoring  the  need  for  regular  rest  periods  or, 
on  occasions,  refusal  to  accept  the  need  for 
bed  rest. 

The  Plunket  Society  makes  its  main  con- 
tribution in  this  third  category — influencing 
the  actions  of  the  woman  herself.  It  can  help 
in  setting  the  patterns  of  community  be- 
havior, so  that  individuals  can  be  guided 
and  assisted  by  friends  and  neighbors.  The 
demand  for  medical  advice,  and  the  deter- 
mination to  use  this  advice  wisely,  can  only 
be  contributed  by  the  people  concerned.  It 
is  the  preoccupation  with  people — their  moti- 
vations, attitudes  and  behaviors — which  is 
the  special  feature  of  the  work  of  the  Plunket 
Society. 

The  Plunket  Society 

Though  the  Plunket  Society  has  a wide 
mandate  in  the  field  of  child  health,  I will 
try  and  illustrate  its  work  within  the  context 
of  prematurity. 

The  diagram  shows  the  structure  and 
function  of  the  Plunket  Society,  and  draws 
attention  to  its  three  main  major  sectors  of 
work — two  in  prevention,  and  one  in  treat- 
ment. 

First,  local  parents  voluntarily  work  as 
a sub-branch — the  unit  of  the  Plunket  Society 
— which  is  both  the  supplier  and  consumer 
of  the  service.  The  566  sub-branches  and  108 
branches  throughout  New  Zealand  take  re- 
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sponsibility  for  child  care,  each  in  its  own 
district.  Though  autonomous,  they  are  knit 
together  into  a provincial  and  national  en- 
deavor by  a clean  and  obvious  line  of  elec- 
tion and  representation.  At  all  levels  efforts 
are  made  to  promote  child  health  and  prevent 
accidents  and  sickness. 

Second,  the  national  body  employs  ex- 
perienced pediatric  nurses  to  promote  and 
supervise  the  health  of  “well”  children. 

Third,  for  the  sick  child,  the  Plrmket  So- 
ciety maintains  six  Karitane  Infant  Hospitals 
for  the  care  of  children  and  their  mothers, 
and  for  the  training  of  Plunket  and  Karitane 
nurses. 

The  first  sector  contributes  to  pure  pre- 
vention, the  second  to  early  diagnosis  and 
the  third  to  treatment. 

1.  Pure  prevention 

Advances  in  this  field  depend  on  peo- 
ple changing  their  attitudes  and  behaviors 
towards  better  health.  In  many  instances 
the  appropriate  medical  knowledge  already 
exists  and  our  problem  is  to  get  it  widely 
applied.  Advice  can  be  given  by  the  profes- 
sionals— but  only  the  people  concerned  can 
implement  it.  The  test  is  not  the  wisdom,  nor 
yet  the  availability  of  the  advice,  but  the 
degree  to  which  people  apply  it.  When  deal- 
ing with  sickness,  the  position  is  uncompli- 
cated. The  patient  (or  his  parents)  has  asked 
for  advice  and  deeply  wants  to  be  restored 
to  health.  This  gives  him  a strong  motivation 
to  action.  But  in  preventive  medicine,  instead 
of  dealing  wtih  an  attentive  individual,  we 
have  to  give  guidance  to  a host  of  healthy 
people,  who  often  have  not  asked  for  help 
and  who  tend  to  ignore,  even  resent,  gratui- 
tous advice.  The  examples  of  cigarette  smok- 
ing and  fluoridation  remind  us  that  knowl- 
edge, regrettably,  does  not  necessarily  lead 
to  the  appropriate  action.  It  is  not  enough 
merely  to  spread  information;  we  have  to 
supply  a motive  for  people  to  use  it. 

The  Plunket  Society  has  harnessed  the 
sociological  principle  of  participation,  at  a 
community  level,  to  provide  such  motivation. 
We  have  found  that  if  people  run  their  own 
health  programs,  take  what  advice  they 
want,  make  their  own  decisions,  plan  their 


own  policies,  a subtle  but  fundamental  change 
takes  place  in  their  thinking.  What  was  be- 
fore “This  is  what  they’re  trying  to  make  us 
do”  becomes,  because  of  their  involvement, 
“This  is  what  we’re  aiming  to  do.”  The  spon- 
sorship of  a health  project  brings  a propri- 
etary interest  and  a sense  of  pride,  which  is 
a stimulus  to  continuing  action.  Each  partici- 
pant becomes  a health  worker  in  her  own 
sphere,  and  as  the  message  percolates  through 
the  informal  networks  of  the  community, 
from  person  to  person,  it  gains  strength.  The 
old  axiom  says,  “People  tend  to  do  as  their 
friends  and  neighbors  do.”  The  drive  of  col- 
lective action,  at  a community  level,  has  been 
a powerful  motivation  since  man  first  left 
the  isolation  of  his  cave  to  join  a tribe. 

As  an  example  may  I quote  one  of  our 
activities  to  promote  better  health  during 
pregnancy  and  to  diminish  the  risks  of  pre- 
maturity. Dr.  Margaret  Liley,  wife  of  A.  W. 
Liley  of  prenatal  transfusion  fame,  with  a 
team  of  her  own,  conducts  antenatal  instruc- 
tion classes  in  Auckland.  Local  Plunket 
branches  sponsor  these  group  meetings  which 
are  held  in  a variety  of  rural,  suburban  and 
city  Plunket  clinics — obstetricians,  physio- 
therapists, psychologists  and  the  staff  of  ma- 
ternity hospitals  all  cooperate.  Parents  are 
introduced  to  the  physiology  and  normal 
medical  precepts  of  child  bearing,  by  the 
team,  and  they  are  also  prepared  for  the  addi- 
tion of  a new  baby  to  their  family.  Discus- 
sions, films,  demonstrations  and  lectures  give 
information  about  preventing  the  complica- 
tions of  pregnancy.  Individuals  of  these 
groups  help  and  support  each  other.  In  one 
small  district  I visited  recently  40  mothers 
constituted  the  Plunket  group.  In  the  last 
year  nine  of  them  had  required  strict  bed 
rest,  or  hospital  treatment.  In  each  case  this 
was  made  possible  by  the  other  members  of 
the  group,  who  cared  for  their  homes  and 
families  in  the  absence  of  sick  mothers. 

This  kind  of  collective  support  and  the 
group’s  sponsorship  of  the  education  pro- 
gram, their  involvement  in  what  they  regard 
as  a worthwhile  project,  brings  a loyalty 
to  the  methods  advocated  and  helps  to  set 
the  community  pattern  of  behavior.  In  this. 
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as  in  other  fields  of  preventive  medicine,  we 
try  to  provide  both  medical  information  and 
a motive  for  using  it. 

The  second  sector  of  the  Plunket  Society’s 
work  has  reference  to  the  supervision  of  the 
health  of  the  individual  child. 

2.  Early  diagnosis 

With  the  important  advances  which  have 
been  made  in  premature  care  many  are  now 
surviving  the  handicaps  and  disabilities 
which  previously  would  have  killed  them. 
Some  of  these  disabilities  will  be  severe  and 
multiple,  but  others  will  be  of  a minor  nature. 
In  every  case  early  diagnosis  is  of  great  im- 
portance as  this  permits  remedial  treatment 
to  be  started  at  a time  when  it  is  most  likely 
to  be  of  greatest  value. 

For  this  the  Plunket  Society  provides  a 
large  team  of  highly-trained  pediatric  nurses 
(Plunket  nurses),  who  supervise  the  health 
of  “well”  children.  They  are  taught  in  Auck- 
land and  Dunedin  by  the  same  pediatricians, 
specialists  and  university  lecturers  who  train 
medical  students. 

At  first  in  the  home,  and  later  at  local 
Plunket  clinics,  the  Plunket  nurses  watch 
over  the  growth  and  development  of  children 
from  birth  to  five  years.  The  role  of  the  nurse 
is  supportive  and  she  helps  the  mother  with 
the  ordinary  skills  of  mother  craft.  She  also 
tests  all  babies  for  PKU  or  congenital  hip 
disease.  She  measures  weight  and  height  and 
does  serial  estimations  of  head  circumference. 
She  watches  the  reflex  activities  gradually 
give  way  to  voluntary  movement.  She  ob- 
serves the  infant’s  sociability  and  interest  in 
his  environment,  pays  special  attention  to 
hearing  and  vision — testing  and  recording 
results  at  prescribed  ages.  She  records  the 
milestones  of  progress.  In  addition  she  gives 
timely  advice  on  feeding,  fluoridation,  im- 
munization and  helps  with  other  suggestions 
about  the  promotion  of  health  and  the  pre- 
vention of  accidents.  But  primarily  her  task 
is  to  detect  any  sickness  or  disability  at  the 
first  possible  moment.  In  this  case  she  refers 
the  child  to  his  family  doctor.  In  effect  the 
Plunket  nurse  is  a screening  agent  for  the 
doctor  she  might  be  called  a “physician  as- 
sistant.” 


3.  T reatment 

The  trend  today  is  for  all  large  maternity 
hospitals  to  have  Premature  Treatment  Cen- 
ters, which  are  thus  close  to  surgical  special- 
ists, x-ray  department  and  clinical  labora- 
tories. At  these  centers  the  battle  for  life  is 
won  or  lost.  However,  at  the  age  of  about  ten 
days  when  life  is  more  assured — though  spe- 
cial nursing  technics  are  still  necessary — the 
premature  is  often  sent  to  the  local  Karitane 
hospital. 

Karitane  Hospitals:  The  six  Karitane  In- 
fant Hospitals  are  attractively  sited  in  the 
six  majors  cities.  They  are  staffed  by  a team 
of  visiting  pediatricians,  an  experienced  ma- 
tron and  trained  nursing  staff,  and  a generous 
quota  of  Karitans  nurse  trainees.  These  are 
young  girls  of  17  or  18  years  who  do  twenty 
months  of  theoretical  and  practical  training 
in  infant  care. 

The  hospitals  have  comfortable  single 
rooms  for  the  mother  as  well  as  the  infant 
and  it  is  often  here  that  the  mother  is  intro- 
duced to  her  premature  infant  for  the  first 
time.  She  is  taught  to  look  after  her  child 
and  gradually  takes  over  full  care  until  she 
is  competent  and  confident  to  continue  in 
her  own  home.  In  addition  to  the  premature 
section  the  Karitane  hospitals  also  provide 
medical  and  nursing  care  to  other  children 
up  to  the  age  of  two  years. 

The  Karitane  hospitals  are  registered  as 
private  hospitals  and  the  patients  are  eligible 
for  the  Social  Security  hospital  benefit  of 
about  5 dollars  a day.  Any  additional  cost 
is  met  by  the  Plunket  Society  so  there  is  no 
out-of-pocket  payment  by  the  parents  of  the 
patients  treated. 

Karitane  infant  home-nursing  service:  Fi- 
nally, the  Plunket  Society  trains  about  200 
Karitane  infant  nurses  each  year.  After  quali- 
fication they  can  be  employed  by  any  parents 
who  wish  for  help  with  their  children’s  care. 
These  nurses  live  in  the  family  home  for  two 
to  four  weeks  or  so  and  help  the  mother  with 
any  problems  she  might  have  with  her  chil- 
dren. Karitane  nurses  are  usually  competent 
and  cheerful  and  they  can  do  a great  deal 
to  see  that  the  child  makes  good  progress, 
while  giving  the  mother  support,  guidance 


52 


Rocky  Mountain  Medical  Journal 


and  rest.  The  demand  for  these  nurses  always 
is  greater  than  the  supply. 

As  an  example,  Nurse  Sadler  and  Nurse 
Rowe  have  helped  the  Lawsons  with  New 
Zealand’s  most  famous  prematures — the  quin- 
tuplets. 

Conclusion 

The  work  of  the  Plimket  Society  has  con- 
tinued to  expand  for  sixty  years  and  now 
reaches  into  Asia  and  Polynesia.  It  has  been 
woven  into  the  fabric  of  the  New  Zealand 
way  of  life  so  that  over  90  per  cent  of  babies 
come  under  supervision.  It  is  an  economical 
service  to  the  state  as  the  Plunket  Society’s 
financial  contribution  to  the  service  greatly 
outweighs  government  subsidies.  It  is  a con- 
venience to  doctors  who  are  already  over- 
burdened by  the  urgencies  and  priorities  of 
sickness  and  treatment.  It  has  shown  that  co- 
operative and  complementary  efforts  by  vol- 
untary and  professional  workers  bring  the 


best  results  in  health  promotion.  By  provid- 
ing citizens  with  an  opportunity  for  a worth- 
while common  endeavor  it  is  a cohesive  force 
in  community  living,  as  well  as  a powerful 
instrument  of  preventive  medicine. 

In  the  final  analysis,  as  far  as  prematurity 
is  preventable,  only  the  woman  concerned 
can  implement  the  advice  she  receives.  And 
only  the  parents  concerned  can  demand,  ac- 
cept and  apply  medical  knowledge  for  the 
betterment  of  their  premature  infants.  While 
acknowledging  the  tremendous  contribution 
which  medical  men  have  made  in  saving 
these  children’s  lives,  yet  I feel  that  their 
continuing  well-being  depends  mostly  on  the 
people  around  them.  The  Plunket  Society  is 
in  a strong  position  to  mobilize  and  involve 
the  people  of  each  New  Zealand  community 
in  their  own  efforts  to  translate  medical 
knowledge  into  action,  for  the  better  health 
of  their  children.  • 


Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally —not  systemically. 


WILLIAM  H.  RORER,  INC.- 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Colorado’s  mental  health  program 


A progress  report  and  a look  into  the  future 


Hans  M.  Schapire,  M.D.*  and 
Laurence  M.  Currier,  M.D.,**  Denver 


Because  there  exists  an  information 
gap  among  members  of  the  medical 
profession  with  regard  to  the  rapid 
developments  in  the  mental  health  field, 
this  paper  has  been  written  at  the 
suggestion  of  the  Mental  Hetdth  Committee 
of  the  Colorado  Medical  Society. 


In  an  earlier  paper  by  one  of  the  authors, 
(H.S.)*  the  changes  in  Colorado’s  mental  institu- 
tions were  described.  A few  weeks  later,  the 
mental  retardation  facilities  and  community  men- 
tal health  centers  construction  act  of  1963  was 
signed  into  law.  This  act.  Public  Law  88-164““  and 
a companion  act.  Public  Law  89-105  dealing  with 
initial  staffing  grants,  were  passed  as  a result  of 
many  years  of  study  culminating  in  an  unprece- 
dented message  to  Congress  by  President  Kennedy 
on  February  5,  1963,*  in  which  he  pointed  out  the 
ineffectual  and  inhumane  methods  of  care  tradi- 
tionally provided  for  hundreds  of  thousands  of 
mentally  ill  patients  in  the  nation’s  state  mental 
hospitals,  and  proposed  a “bold  new  approach” 
in  the  form  of  community  mental  health  centers 
designed  to  “return  mental  health  care  to  the 
mainstream  of  American  medicine.” 

Public  Law  88-164  is  patterned  on  the  old  Hill- 
Burton  formula.  It  permits  Federal  participation 
in  the  construction  of  community  mental  health 
centers  provided  the  project  is  in  line  with  an  ap- 
proved state  plan  for  the  construction  of  such  fa- 
cilities. Federal  financial  participation  may  vary 
between  one-third  and  two-thirds  of  the  construc- 
tion costs.  Each  year  a certain  amount  of  money 
is  allocated  for  such  projects  to  each  state  with 
a proviso  that  unexpended  funds  may  be  trans- 
ferred either  to  other  states  or  for  the  construc- 
tion of  mental  retardation  facilities  within  the 


*Dr.  Schapire  is  Chief  of  the  Mental  Health  Division, 
Colorado  Department  of  Institutions. 

**Dr.  Currier  is  a practicing  psychiatrist  and  Chairman  of 
the  Mental  Health  Committee  of  the  Colorado  Medical 
Society. 


same  state.  Public  Law  89-105  provides  for  par- 
ticipation of  the  Federal  government  in  the  cost 
of  professional  and  technical  personnel  to  staff  new 
mental  health  services  within  the  framework  of  a 
community  mental  health  center. 

In  order  to  qualify  as  a community  mental 
health  center  and  for  Federal  funds  either  under 
Public  Law  88-164  or  under  Public  Law  89-105,  a 
minimum  of  five  services  must  be  provided;  name- 
ly, (1)  inpatient  services,  (2)  partial  hospitaliza- 
tion, (3)  24-hour  emergency  service.  (4)  outpatient 
services,  and  (5)  consultation  and  educational 
services  to  other  agencies  in  the  community.  To  be 
truly  comprehensive,  a center  would  also  provide 
diagnostic  services,  rehabilitative  services,  after- 
care services,  training  of  professionals  and  sub- 
professionals, and  research  activities.  However,  it 
is  important  to  recognize  that  the  term  “community 
mental  health  center”  does  not  necessarily  mean 
one  physical  plant  under  whose  roof  all  five  mental 
health  services  will  be  rendered.  In  most  instances 
it  means  the  utilization  of  already  existing  serv- 
ices in  a community  and  the  addition  of  other 
services  as  necessary.  Thus,  various  public  or 
private  agencies  in  a community  may  affiliate  to 
provide  a complete  service  for  mentally  ill  pa- 
tients. 

Staffing  grants  are  awarded  under  Public  Law 
89-105,  initially  to  the  extent  of  75  per  cent  of  the 
cost  of  professional  and  technical  personnel  used 
for  new  programs.  Already  existing  programs 
cannot  be  funded  under  this  mechanism.  The  75 
per  cent  level  is  maintained  for  15  months,  after 
which  it  is  reduced  to  60  per  cent  for  the  next  12 
months,  then  to  45  per  cent  for  12  months,  then  to 
30  per  cent  for  12  months.  Finally,  at  the  end  of  a 
51  month  period.  Federal  participation  ends. 

While  these  developments  were  taking  place 
on  the  national  level,  Colorado,  like  other  states, 
engaged  in  a two  and  a half  year  planning  effort 
focused  on  the  problem  of  how  best  to  provide 
mental  health  services  to  people  living  in  the  four 
corners  of  the  state.  Hundreds  of  professionals  and 
lay  persons  in  every  walk  of  Life  and  in  every  re- 
gion of  the  state  participated  in  collection  of  data 
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and  identification  of  needs  and  gaps  in  services. 
This  effort  culminated  in  the  preparation  of  a two- 
volume  report,  which  was  transmitted  to  the  Gov- 
ernor of  Colorado  on  January  28,  1966.  Subsequent- 
ly, the  Governor  appointed  a 34-man  Commission 
charged  with  the  coordinated  implementation  of 
these  recommendations  and  of  those  of  a parallel 
mental  retardation  planning  group  which  had  done 
a similar  job  in  their  area  of  interest. 

It  was  inevitable  that  the  State  Mental  Health 
Planning  Committee  would  pay  major  attention  to 
developments  on  the  national  level,  in  particular, 
to  the  concept  of  the  community  mental  health 
center.  One  of  the  basic  questions  asked  was 
whether  this  concept  which  originated  in  con- 
siderations most  relevant  to  large,  eastern  cities 
could  fruitfully  be  applied  to  a large,  rather  sparse- 
ly populated  state  such  as  Colerado.  The  consensus 
was  that  with  minor  modifications  this  concept 
could  be  adapted  to  prevailing  conditions  in  our 
state,  and  that  in  fact  it  represented  the  best  hope 
for  the  establishment  of  a state-wide  network  of 
services  for  the  overwhelming  majority  of  its  resi- 
dents. 

It  was  recognized  that  programs  embodied  in 
the  concept  of  the  comprehensive  mental  health 
center  would  have  to  be  organized  on  a multi- 
county basis  in  most  parts  of  the  state  since  many 
individual  counties  in  Colorado  have  too  small  a 
population  base  to  afford  these  relatively  expen- 
sive services.  The  state  was,  therefore,  divided 
into  11  planning  regions  (Fig.  1).  Region  11,  repre- 
senting the  Denver  metropolitan  area  (popula- 
tion 1,000,000),  in  turn,  was  subdivided  into  a num- 
ber of  smaller  areas  which  were  considered  to  be 
of  more  manageable  size  to  be  handled  by  a com- 
munity mental  health  center.  Federal  regulations 
provide  that  a community  mental  health  center 
should  serve  not  less  than  75,000  nor  more  than 
200,000*  persons,  making  it  obvious  that  Denver 
would  need  more  than  one  community  mental 
health  center.  This  point  led  to  some  difficulty  for 
the  Department  of  Health  and  Hospitals  which 
under  provisions  of  the  city  charter  has  an  obliga- 
tion to  provide  services  for  all  citizens  of  Denver, 
not  just  for  those  who  live  in  a particular  part  of 
the  city.  This  problem  was  resolved  by  a series  of 
multilateral  agreements  between  the  Department 
of  Health  and  Hospitals  and  various  other  mental 
health  agencies,  so  that  in  the  not  too  distant 
future  all  residents  of  Denver  will  have  equitable 
access  to  mental  health  facilities  providing  quality 
care.  Thus,  at  the  time  of  this  writing,  the  Bethesda 
Hospital  in  Denver  has  applied  for  Federal  funds 
under  Public  Law  88-164  to  develop  a commimity 
mental  health  center  for  the  citizens  of  southeast 
Denver.  Also  at  this  moment  the  final  touches  are 
being  put  on  an  agreement  between  the  Depart- 
ment of  Health  and  Hospitals,  the  Fort  Logan 

*Soine  of  the  regions  have  less  than  75,000  population. 
However,  there  is  considerable  likelihood  that  the  Surgeon 
General  will  waive  this  requirement.  Precedents  for  such 
action  have  been  established  in  other  states. 


Mental  Health  Center,  and  the  Southwest  Denver 
Community  Center,  for  the  provision  of  coordi- 
nated services  to  the  citizens  of  southwest  Denver. 
The  Department  of  Psychiatry  at  the  University  of 
Colorado  Medical  School  has  expressed  a con- 
sistent interest  in  developing  a community  mental 
health  center  for  the  residents  of  northeast  Den- 
ver— a development  which  would  have  unusual  sig- 
nificance because  of  the  implication  for  training 
and  research  activities,  and  in  particular,  program 
evaluation.  Denver  General  Hospital  has  received 
a major  construction  grant  for  the  development  of 
a community  mental  health  center  for  the  200,000 
inhabitants  of  northwest  Denver  and  staff  has  been 
expanded  manifold  as  a result  of  two  major  Fed- 
eral staffing  grants. 


Fig.  1.  Eleven  regions  for  mental  health  planning 
(3rd  Revision).  State  population — 1960:  1,753,947. 
Regional  base  minimum:  40,000. 


Basic  concepts  of  the  new  approach 

1.  Community  care  has  many  advantages  over 
care  in  a distant  institution.  Irrespective  of  any 
theoretical  bias  of  etiology  of  various  mental  dis- 
orders, the  fact  remains  that  they  somehow  origi- 
nate within  the  total  living  situation  of  the  in- 
dividual patient.  Sometimes  pathogenetic  forces 
within  the  patient’s  family  and  community  can  be 
identified  with  relative  ease.  Even  in  those  cases 
where  external  circumstances  seem  to  play  a mini- 
mal role  and  where  intrapsychic  conflict  pre- 
dominates, the  patient’s  family  and  the  community 
at  large  provide  the  patient  with  many  forms  of 
support.  Removal  of  the  patient  from  the  com- 
munity therefore  deprives  him  of  essential  sup- 
ports just  at  a time  when  he  needs  them  most. 

Experience  shows  that  in  the  overwhelming 
majority  of  cases,  families  play  an  important  role 
in  the  development  and  maintenance  of  symp- 
toms. Based  on  this  observation,  various  forms  of 
family  therapy  have  been  developed.  At  a mini- 
mum it  is  desirable  that  certain  members  of  the 
patient’s  family  be  involved  in  the  treatment 
process.  This  is  relatively  easy  to  accomplish  if  the 
treatment  program  is  conducted  in  the  community. 
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It  is  practically  impossible  if  the  patient  and  his 
family  are  separated  by  a hundred  miles  or  more. 

When  a patient  is  removed  from  his  community 
and  placed  in  a distant  state  institution  there  is 
no  alternative  but  to  maintain  him  in  24-hour  care. 
However,  if  care  is  provided  within  his  own  com- 
munity, he  may  be  kept  in  24-hour  care  only  dur- 
ing the  most  serious  phases  of  his  illness  and  shift- 
ed to  partial  hospitalization  as  soon  as  his  condi- 
tion permits.  This  means  in  many  cases  that  pa- 
tients can  participate  in  treatment  programs  for  a 
number  of  hours  each  day  and  return  to  their 
families  in  the  evenings.  Besides  being  less  costly, 
this  system  has  the  obvious  advantage  of  main- 
taining the  patient  in  full  contact  with  his  family 
and  encouraging  the  family  to  participate  more 
actively  in  the  treatment  process.  Other  forms  of 
partial  hospitalization  permit  the  patient  to  re- 
turn to  his  job  during  the  day  and  to  return  for  a 
few  hours  of  treatment  in  the  evenings.  Under 
this  system,  the  patient  may  or  may  not  spend  the 
night  at  the  center. 

This  treatment  program  conducted  in  the  com- 
munity is  more  economical  for  other  reasons.  Tra- 
ditionally the  state  hospital  has  been  a total  in- 
stitution providing  all  types  of  services  for  its  pa- 
tients including  barber  shops,  beauty  shops,  recrea- 
tion facilities,  chapels,  and  so  on.  By  contrast,  a 
treatment  program  conducted  in  the  community 
can  avail  itself  of  facilities  in  the  community.  Thus, 
the  patient  in  a community  treatment  program 
can  go  to  his  own  barber  shop,  attend  services  in 
his  own  church,  make  use  of  the  local  bowling 
alley,  etc. 

All  these  factors  lead  to  a better  end  result; 
namely,  that  the  duration  of  disabling  illness  is 
sharply  curtailed  and  that  the  cost  of  each  spell 
of  illness  to  the  patient  himself  and  to  the  taxpay- 
ers in  general  is  vastly  reduced. 

2.  Continuity  o/  care  is  important.  In  the  treat- 
ment of  mental  disorders,  as  in  the  treatment  of 
physical  disorders,  continuity  of  care  is  neces- 
sary. Traditionally,  we  have  relied  on  a family 
physician  to  guide  us  through  all  types  of  illnesses 
that  we  encoimter  during  a lifetime.  It  was  the 
family  physician  who  saw  us  in  his  office,  who 
recommended  hospitalization  when  necessary,  and 
who  treated  us  while  in  the  hospital  and  arranged 
for  assistance  by  an  appropriate  specialist.  At  the 
end  of  hospitalization,  we  would  return  to  our 
family  doctor  for  needed  follow-up  care.  Unfor- 
tunately, this  system  has  become  somewhat  eroded 
during  the  last  two  decades.  There  is  more  and 
more  group  practice,  individual  physicians  are  not 
always  available  to  their  patients  and  the  relation- 
ship of  trust  has  had  to  be  transferred  from  the 
individual  care-taker  to  a clinic  or  hospital.  Also, 
in  the  case  of  the  indigent,  the  emergency  service 
of  a general  hospital,  so  devoid  of  personal  touch, 
has  for  a long  time  played  the  role  of  the  family 
physician.  As  effective  as  this  system  of  treat- 
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ment  has  been  for  the  physically  ill,  even  with 
these  reservations,  it  has  never  worked  well  for 
the  mentally  ill,  in  large  measure  because  of  the 
nature  of  mental  disorder,  with  its  tendency  to 
chronicity  and  recurrence  so  that  even  relatively 
affluent  persons  are  not  able  to  bear  the  cost  of 
their  illness  for  very  long.  This,  of  course,  was  one 
of  the  original  reasons  for  the  establishment  of  a 
state-supported  mental  hospital  system.  With  seri- 
ous mental  disorder,  such  as  schizophrenia,  most 
patients,  after  a brief  attempt  at  treatment  in  their 
community,  were  transplanted  to  the  State  Hos- 
pital, into  an  entirely  new  environment  where 
well-meaning  but  overworked  strangers  attempted 
to  help  him.  When  the  patient  was  ready  for  re- 
lease and  return  to  his  own  community,  he  was 
often  not  referred  back  to  his  own  physician  (if 
he  had  had  one)  and  even  if  such  referral  was 
made,  his  physician  really  had  no  way  of  under- 
standing what  had  happened  to  his  patient,  what 
his  essential  needs  were,  and  what  role  he  needed 
to  play  to  help  his  patient  maintain  himself  in  the 
community. 

The  new  approach  in  a community  setting  per- 
mits the  primary  physician,  family  doctor  or 
psychiatrist,  to  remain  involved  and  affords  him 
an  opportunity  to  carry  his  patient  through  the  en- 
tire treatment  process  and  through  all  phases  of 
his  patient’s  illness. 

The  term  “continuity  of  care,”  however,  has  a 
second  meaning  Which  is  emphasized  in  the  federal 
regulations  of  Public  Law  88-164  and  89-105.  Too 
often  in  the  past  a patient  released  from  state  hos- 
pital treatment  and  referred  to  a clinic  for  out- 
patient care  would  be  required  to  go  through 
endless  red  tape  and  be  re-evaluated,  only  to  be 
told  at  the  end  of  the  process  that  there  was  a 
waiting  list  of  several  months.  In  other  words, 
there  was  no  effective  coordination  between  treat- 
ment programs  conducted  on  the  inpatient  level 
and  on  the  outpatient  level.  Newly-created  ar- 
rangements between  various  elements  of  com- 
munity mental  health  centers  spell  out  in  detail 
the  methods  by  which  continuity  of  care  and  shar- 
ing of  information  about  the  patient  will  be  as- 
sured. 

3.  A broad  base  of  community  support  is  neces- 
sary to  assure  success.  To  develop  such  support  for 
community  mental  health  programs,  it  is  neces- 
sary that  the  programatic  needs  and  the  general 
direction  of  the  program  be  defined  at  the  grass 
roots  level.  Many  communities  will  find  it  desir- 
able to  avail  themselves  of  consultation  by  experts 
in  the  Department  of  Institutions  and  elsewhere. 
However,  it  must  be  emphasized  that  such  ex- 
pertise cannot  and  will  not  take  the  place  of  com- 
munity involvement.  One  example  of  such  involve- 
ment is  participation  and  service  by  community 
leaders  on  pohcy  making  boards. 

4.  The  program  should  be  complete.  To  the  full- 
est extent  possible  each  community  mental  health 


program  should  concern  itself  with  a total  spec- 
trum of  emotionally  disturbed  patients,  the  chron- 
ically ill  as  well  as  the  acutely  ill,  the  young  as 
well  as  the  aged.  Implementation  of  this  principle 
means  also  a reasonable  concern  with  the  mental 
health  components  of  alcoholism,  mental  retarda- 
tion, juvenile  delinquency,  and  other  social  dis- 
orders. Limitations  are  naturally  imposed  by  un- 
availability of  staff  in  a given  area,  and  by  eco- 
nomic considerations  in  the  case  of  specific  small 
groups  of  patients  such  as  drug  addicts,  w'ho  in  a 
rural  area,  do  not  justify  the  establishment  of 
spcialized  services  within  a highly  decentralized 
model. 

5.  The  program  must  concern  itself  with  more 
than  treatment  of  sick  people.  It  must  make  use  of 
every  opportunity  to  elevate  the  level  of  positive 
mental  health  by  technics  which  become  available 
only  as  the  result  of  a community-centered  ap- 
proach. In  other  words,  an  effective  community 
mental  health  program  offers  the  promise  of  pri- 
mary prevention  for  the  first  time  in  the  history  of 
psychiatry. 

6.  Funding  of  community  mental  health  pro- 
grams should  be  on  a partnership  basis.  However, 
heavy  emphasis  on  state  support  is  necessary  to 
assure  a stable  source  of  financing.  The  tax  struc- 
ture in  the  United  States  today  simply  does  not 
make  it  possible  for  local  communities  alone  to 
raise  the  necessary  funds  to  carry  out  a quality 
community  program.  It  is  important  that  this  point 
be  clearly  understood.  All  too  often  economy- 
minded  legislators  see  in  the  push  toward  com- 
munity mental  health  programs  an  opportunity  to 
save  tax  revenue.  Although  these  programs  do 
effect  economies  through  efficiencies,  this  clearly 
cannot  be  the  primary  purpose  of  the  new  ap- 
proach. The  basic  objective  must  be  the  improve- 
ment of  service  to  the  people. 

7.  Unnecessary  duplication  of  services  must  be 
avoided.  It  makes  better  sense  to  purchase  services 
from  existing  private  facilities,  such  as  private 
general  and  psychiatric  hospitals,  residential  treat- 
ment centers,  and  mental  health  professionals  in 
private  practice,  than  to  develop  an  ever  increas- 
ing number  of  public  facilities. 

8.  Proper  balance  between  community  operated 
mental  health  facilities  is  necessary.  State  institu- 
tions have  an  important  role  to  play  in  the  de- 
velopment of  community  mental  health  services  by 
reaching  out  into  the  comers  of  the  state  with  pro- 
fessional assistance  and  consultation,  by  becoming 
an  essential  component  part  of  community  mental 
health  centers  in  the  immediate  geographic  area, 
and  by  developing  specialized  treatment,  train- 
ing, and  research  facilities  which  may  not  be  pos- 
sible locally.  The  only  alternative  is  that  state 
hospitals  again  become  repositories  for  the  “insane 
paupers” — obviously,  an  unacceptable  choice. 

9.  Facilities  should  be  equally  available  to  alL 
Every  resident  of  Colorado,  regardless  of  place  of 
residence,  should  have  equitable  access  to  mental 
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health  services  of  decent  quality.  There  is  no  bet- 
ter way  to  assure  such  equity  than  the  establish- 
ment of  a well-staffed  mental  health  center  in 
every  part  of  the  state. 

What  has  happened  in  Colorado? 

I.  DEVELOPMENT  OF  FORT  LOGAN  MEN- 
TAL HEALTH  CENTER.  The  establishment  of  the 
Fort  Logan  Mental  Health  Center  has  undoubtedly 
been  an  important  mark  in  the  development  of  the 
total  mental  health  program  of  the  state.  Because 
Fort  Logan’s  responsibility  is  restricted  to  a de- 
fined geographic  area,  it  has  the  potential  to  func- 
tion as  a true  community  mental  health  center 
providing,  in  conjunction  with  other  private  and 
public  facilities  in  the  Denver  metropolitan  area,  a 
total  network  of  mental  health  services.  Fort 
Logan  has  relieved  Colorado  State  Hospital  of  the 
bulk  of  admissions  from  the  Denver  metropolitan 
area.  Approximately  90  per  cent  of  the  residents 
of  the  Denver  metropolitan  area  who  require  long- 
er term  care  in  a public  mental  institution  receive 
such  care  at  the  Fort  Logan  Mental  Health  Center. 
As  a result  of  the  increasing  assumption  of  respon- 
sibility by  Fort  Logan,  on  December  31,  1967  the 
census  of  Denver  area  patients  in  treatment  at 
Colorado  State  Hospital  (Pueblo)  had  fallen  from 
2,850  in  1961  to  892.  Of  this  number,  109  were 
housed  in  the  security  section,  and  215  were  pa- 
tients in  the  mental  retardation  division  of  the  hos- 
pital. 


Patients  from  the  Denver  area  who  continue  to 

be  admitted  to  Colorado  State  Hospital  are  in  the 

following  categories: 

1.  Adolescents  between  the  ages  of  15  and  18  for 
whom  no  program  has  yet  been  developed  at 
the  Fort  Logan  Mental  Health  Center. 

2.  Persons  who  have  entered  a plea  of  not  guilty 
by  reason  of  insanity. 

3.  Persons  who  have  been  found  not  guilty  by  rea- 
son of  insanity. 

4.  Inmates  of  correctional  institutions  who  are  in 
need  of  treatment  for  physical  or  mental  dis- 
orders which  cannot  be  properly  cared  for  with- 
in the  correctional  setting. 

5.  Occasional  patients  who  because  of  persistent, 
violent  propensities  cannot  be  cared  for  in  the 
open  setting  of  the  Fort  Logan  Mental  Health 
Center.  Such  patients  are  transferred  to  Pueblo 
and  returned  to  Fort  Logan  as  soon  as  their 
condition  permits. 

6.  A few  alcoholic  patients  from  the  Denver  area 
who  present  themselves  at  the  doors  of  Colo- 
rado State  Hospital  and  who  are  found  to  be  too 
sick  to  be  turned  away. 

7.  By  special  arrangement,  10  mentally  retarded 
individuals  are  being  transferred  to  Colorado 
State  Hospital  from  the  State  Home  and  Train- 
ing School  at  Ridge  or  Grand  Junction  each 
month,  thereby  reducing  the  waiting  list  to  the 
institutions  for  the  mentally  retarded.  Some  of 
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these  persons  have  their  original  place  of  resi- 
dence in  the  Denver  metropolitan  area. 

Starting  with  a small  day  care  program  in 
1962,  Fort  Logan  now  has  services  for  adult  psychi- 
atric patients,  emotionally  disturbed  children,  geri- 
atric patients,  and  alcoholics.  One  of  the  10 
adult  psychiatric  teams  has  specialized  in  the  de- 
velopment of  new  approaches  to  the  problems  of 
the  chronic  patient.  In  June  of  1967,  Fort  Logan 
added  an  emergency  service — the  Crisis  Interven- 
tion Team.  Members  of  this  new  team  are  on  call  24 
hours  a day  to  deal  with  psychiatric  emergencies, 
including  suicide  threats  and  attempts,  whenever 
possible,  within  the  patient’s  family  setting.  The 
patient  and  his  family  are  evaluated  on  the  spot 
and  efforts  are  made  to  relieve  the  immediate 
situation.  If  necessary,  the  patient  is  hospitalized; 
however,  in  m-ost  cases,  short  term  home  treatment 
with  involvement  of  the  family  has  been  effective. 
Fort  Logan’s  experience  with  this  service  parallels 
that  of  Colorado  Psychiatric  Hospital  and  indicates 
that  it  sharply  reduces  the  need  for  hospitaliza- 
tion of  psychiatric  patients. 

Fort  Logan  has  entered  into  contractual  agree- 
ments with  the  three  suburban  clinics  in  Adams, 
Arapahoe,  and  Jefferson  County  for  the  provision 
of  a full  spectrum  of  five  services  as  envisioned 
in  Public  Law  88-164.  In  each  instance.  Fort  Logan 
provides  inpatient  care  and  partial  hospitalization. 
In  the  case  of  Adams  County,  a unique  feature  has 
been  added  inasmuch  as  the  new  Adams  County 
Commimity  Mental  Health  Center  in  Adams  City 
has  space  for  a day  care  program  which  is  almost 
completely  staffed  by  the  Fort  Logan  Mental 
Health  Center.  Under  this  arrangement,  most  pa- 
tients admitted  to  the  Fort  Logan  Mental  Health 
Center  receive  their  actual  treatment  on  their 
own  home  grounds  and  only  those  patients  who 
are  too  sick  to  participate  in  a day  care  program, 
remain  at  the  Fort  Logan  Mental  Health  Center. 
The  idea  for  this  approach  arose  from  the  observa- 
tion that  only  small  numbers  of  patients  from 
Adams  County  availed  themselves  of  the  existing 
day  care  program  at  Fort  Logan.  The  reason  ob- 
viously was  the  distance  which  made  it  difficult 
for  most  patients  to  come  on  a regular  basis. 

An  arrangement  similar  to  the  one  in  existence 
with  the  three  suburban  counties  is  about  to  be 
consummated  in  southwest  Denver  and  will  in- 
volve the  combined  services  of  Denver  General 
Hospital  and  the  Fort  Logan  Mental  Health  Center, 
with  the  base  of  operation  at  the  Southwest  Denver 
Community  Center.  Fort  Logan  will  provide  in- 
patient care,  day  care,  and  some  emergency  serv- 
ices, and  Denver  General  Hospital  will  be  respon- 
sible for  outpatient  care  and  some  emergency  serv- 
ices. 

Plans  for  the  future  include  more  intensive  and 
varied  programs  for  alcoholics,  new  programs  for 
drug  abuse  and  addicts,  new  or  expanded  pro- 
grams for  the  chronically  ill  such  as  the  establish- 


ment of  lodges  and  sheltered  workshops,  social 
and  vocational  rehabilitation  programs  and  ever 
expanding  consultation  and  educational  programs 
for  a wide  variety  of  care-takers  in  the  community. 
Training  programs  designed  to  prepare  medical 
and  non-medical  practitioners  for  the  challenges 
of  a community  mental  health  program  are  an  im- 
portant aspect  for  Fort  Logan’s  plans  for  the  fu- 
ture. Hopefully,  Fort  Logan  staff  will  initiate  and 
participate  in  demonstration  and  research  projects 
to  help  in  the  search  for  solutions  to  age-old  prob- 
lems in  the  field. 

II.  DEVELOPMENTS  AT  COLORADO  STATE 
HOSPITAL:  In  a relatively  short  period  of  time 
Colorado  State  Hospital  was  converted  from  a tra- 
ditional custodial  facility  into  a first  class  treat- 
ment center.  Statistics  tell  only  part  of  the  story, 
but  a few  figures  should  be  cited.  In  March  of 
1961,  there  were  over  6,000  patients  in  residence. 
Today  there  are  2,300.  At  the  same  time,  admissions 
to  Colorado  State  Hospital  have  increased  from 
about  1,800  in  1961  to  an  estimated  2,500  in  the 
current  fiscal  year  (1967-68).  Close  to  50  per  cent 
of  patients  are  now  admitted  on  a voluntary  basis. 
The  majority  of  hospital  wards  are  open.  Patients 
are  no  longer  “forgotten.”  Some  of  the  changes 
have  become  possible  as  a result  of  a building 
program  emphasizing  treatment  facilities  rather 
than  dormitory  space.  New  recreational  facilities, 
a gymnasium,  bowling  alley,  and  swimming  pool 
have  been  added.  More  important,  however,  has 
been  the  systematic  development  and  utilization 
of  manpower  resources.  The  old  ward  attendant 
is  a figure  of  the  past.  He  has  been  replaced  by 
an  increasing  number  of  well-trained  psychiatric 
technicians  who  within  the  atmosphere  of  a “thera- 
peutic community”  now  make  important  contribu- 
tions to  the  process  of  “getting  well.”  A large  num- 
ber of  rehabilitation  specialists  have  been  assigned 
to  Colorado  State  Hospital  by  the  State  Depart- 
ment of  Rehabilitation  in  an  effort  to  prepare  pa- 
tients for  the  competitive  world  outside.  The  im- 
proved program  has  resulted  in  national  recogni- 
tion of  Colorado  State  Hospital*  and  helped  to  at- 
tract a number  of  excellent  professionals  to  direct 
the  overall  treatment  program. 

The  decentralization  of  Colorado  State  Hospital 
into  relatively  autonomous  units  of  manageable 
size  and  related  to  geographic  areas  of  the  state 
was  effected  in  1962  and  made  possible  the  dra- 
matic changes  that  have  taken  place  since.  One 
modification  of  the  original  plan  should  be  men- 
tioned. In  July  of  1965,  a separate  program  for 
mentally  retarded  individuals  was  established. 
More  than  500  such  persons  had  found  their  way 
into  the  Colorado  State  Hospital  and  their  presence 
had  often  been  felt  to  be  disturbing  to  the  efforts 
to  treat  psychiatric  patients.  The  result  of  this  sep- 
aration has  been  most  gratifying  for  both  groups  of 
individuals. 
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Colorado  State  Hospital  like  Fort  Logan  has 
joined  forces  with  community  clinics  through  con- 
tractural  ties  with  the  Spanish  Peaks  Mental 
Health  Center  in  Pueblo.  A community  mental 
health  center  has  been  created,  assuring  patients 
of  true  continuity  of  care.  Since  1962,  teams  have 
traveled  to  communities  served  by  them  to  pro- 
vide and  organize  aftercare  services  for  former 
hospital  patients.  More  recently,  Colorado  State 
Hospital  has  evolved  services  to  many  areas  of 
the  state  which  suffer  from  a dearth  of  profession- 
al personnel.  Teams  travel  to  Gunnison,  to  the  San 
Luis  Valley,  and  many  other  places.  In  a few  areas, 
social  workers  on  detached  duty  are  in  residence 
and  help  commimities  utilize  their  limited  re- 
sources to  the  best  possible  advantage.  They  work 
closely  with  existing  clinics  and  represent  an  im- 
portant coordinating  device  between  state  facilities 
and  communities. 

III.  OUT-PATIENT  CLINICS:  Increased  state 
and  local  support  over  the  past  few  years  has  made 
possible  a veritable  flowering  of  out-patient  clinics 
in  Colorado.  At  present  there  are  21  of  them  with  99 
per  cent  of  the  state’s  population  having  access  to 
their  services.  The  number  of  persons  served  di- 
rectly by  these  clinics  has  tripled  over  the  past  five 
years.  However,  another  function — that  of  con- 
sultation to,  and  education  of,  many  other  care- 
takers such  as  public  health  nurses,  welfare  work- 
ers, ministers,  law  enforcement  personnel,  judges 
and  teachers— is  of  equal  importance.  Clinic  staff 
have  become  increasingly  willing  to  concern  them- 
selves with  a large  spectrum  of  problem  areas — 
the  ex-hospital  patient,  the  alcoholic,  the  delin- 
quent. The  change  in  attitude  is  undoubtedly  re- 
lated to  the  impact  of  the  entire  community  mental 
health  movement  which  emphasizes  the  necessity 
to  concern  one’s  self  with  the  overall  mental  health 
and  ill  health  of  a given  community  rather  than 
to  offer  treatment  only  to  those  persons  who  come 
to  one’s  door. 

IV.  DEVELOPMENT  OF  COMMUNITY  MEN- 
TAL HEALTH  CENTERS:  The  availability  of  Fed- 
eral construction  and  staffing  money  has  prompted 
a large  number  of  regions  to  consider  the  possi- 
bility of  creating  a comprehensive  mental  health 
center.  Functioning  centers  now  exist  in  northwest 
Denver,  (operated  by  the  Department  of  Health 
and  Hospitals)  in  Jefferson,  Adams,  and  Arapahoe 
Counties,  in  Weld  County  and  in  southern  Colo- 
rado. This  means  that  about  45  per  cent  of  the 
state’s  population  now  has  access  to  a comprehen- 
sive community  mental  health  center  with  all  its 
advantages.  The  impact  has  been  particularly  dra- 
matic in  Denver  where  teams  have  been  deployed 
to  reach  down  to  the  neighborhood  level,  thus 
reaching  many  people  who,  in  the  past,  have  gone 
without  mental  health  services.  Boulder  County 

‘Colorado  State  Hospital  was  the  recipient  of  the  1966 
Silver  Award  of  the  Mental  Hospital  Service  of  the  Ameri- 
can Psychiatric  Association.  Two  years  earlier,  Fort  Logan 
had  been  the  recipient  of  the  Bronze  Award. 


has  an  approved  construction  grant  for  a com- 
bined mental  health-mental  retardation  center  and 
is  still  trying  to  raise  the  necessary  local  match- 
ing funds.  The  Bethesda  Hospital  in  Denver  has 
submitted  an  application  for  a construction  grant 
which  would  enable  it  to  serve  the  people  of  south- 
east Denver.  Interest  has  also  been  shown  by  the 
Medical  School,  by  the  six  counties  in  northeast 
Colorado,  by  the  San  Luis  Valley,  and  the  lower 
Arkansas  Valley,  as  well  as  by  Denver’s  Children’s 
Hospital,  the  latter  in  the  development  of  special- 
ized services  for  emotionally  disturbed  children 
and  adolescents  in  the  Denver  metropolitan  area. 

V.  THE  NEW  COMMUNITY  MENTAL 
HEALTH  SERVICES  ACT:  In  1967,  the  General 
Assembly  of  Colorado  passed  Senate  Bill  198  auth- 
orizing the  Department  of  Institutions  to  purchase 
all  types  of  community  mental  health  services  from 
local  general  and  psychiatric  hospitals  and  any 
other  agencies  approved  for  such  purchase  by  the 
Director  of  the  Department.  Authorization  to  pur- 
chase outpatient  services  from  the  various  com- 
munity clinics  had  been  in  existence  for  several 
years  and  was  not  affected  by  the  new  law.  While 
the  legislature  has  been  slow  in  providing  funds 
under  this  new  act,  it  is  to  be  hoped  that  good  sense 
will  prevail  and  that  the  advantages  of  the  new  ap- 
proach will  become  ever  more  obvious.  In  a re- 
cently reported  study,  the  annual  cost  of  mental 
illness  to  the  nation  has  been  estimated  to  be 
about  20  billion  dollars,  of  which  only  a relatively 
small  portion  is  accounted  for  by  direct  treatment 
services.®  It  is  possible  that  a fully  funded  com- 
munity mental  health  program  might  cost  more  in 
terms  of  expenditures  for  treatment,  but  predict- 
ably the  indirect  cost  of  mental  illness  due  to  loss 
of  work,  etc.,  would  be  sharply  reduced. 

VI.  FUTURE  DEVELOPMENTS:  On  the  state 
level  there  is  desire  that  the  ideal  of  equitable  dis- 
tribution and  availability  of  mental  health  services 
be  achieved  to  the  fullest  extent  possible.  We  are 
particularly  concerned  about  those  areas  in  the  state 
which  are  farthest  removed  from  existing  state 
facilities,  such  as  the  counties  on  the  western  slope 
and  in  northeast  Colorado.  It  is  highly  improbable 
that  counties  in  these  regions  could  develop  com- 
munity mental  health  centers  of  sufficient  quality 
and  size  to  provide  mentally  ill  patients  with  more 
than  a very  short-term  service.  In  other  words, 
such  patients  would  continue  to  have  to  travel 
hundreds  of  miles  to  Colorado  State  Hospital  in 
Pueblo,  be  separated  from  their  families  and 
friends,  and  be  kept  under  treatment  for  much 
longer  periods  of  time  than  would  be  needed  if 
treatment  could  take  place  closer  to  home. 

The  state  plan,  therefore,  provides  for  a 40-bed 
state  owned  and  operated  facility  in  Grand  Junc- 
tion and  a somewhat  larger  facility  in  Greeley.  The 
first  priority  is  on  the  western  slope.  If  this  plan 
is  implemented,  Colorado  will  have  four  state 
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owned  and  operated  facilities  serving  specific  geo- 
graphic areas  of  the  state  and  organically  tied  to  a 
network  of  community  mental  health  services  in 
their  respective  regions.  Staff  of  these  regional 
centers  would  move  out  into  the  community  they 
serve  rather  than  be  the  passive  recipients  of  pa- 
tients sent  to  them. 

In  Grand  Junction  the  Board  of  St.  Mary’s  Hos- 
pital has  generously  consented  to  make  its  groimds 
available  for  the  construction  of  a 40-bed  state 
facility,  and  to  provide  a variety  of  supportive 
services  such  as  x-ray,  laboratory,  dietary  and 
laundry,  through  contractural  arrangements.  The 
40-bed  unit  would  provide  inpatient  service  and 
partial  hospitalization,  and  be  affiliated  with  exist- 
ing clinics  in  the  area  and  smaller  community 
mental  health  centers  yet  to  be  created,  and  thus 
provide  a complete  network  of  mental  health  serv- 
ices for  the  people  of  the  region.  Similar  arrange- 
ments are  projected  for  northeast  Colorado  but 
have  not  yet  entered  the  actual  planning  stage. 


Fig.  2.  (1)  Colorado  State  Hospital  catchment  area; 
(2)  Fort  Logan  catchment  area;  (3)  Northwest 
Colorado  catchment  area;  (4)  Northeast  Colorado 
catchment  area. 


What  else  is  needed? 

We  have  discussed  the  organization  and  struc- 
ture of  mental  health  services  only.  Obviously, 
much  additional  work  needs  to  be  done  in  other 
areas: 

I.  SERVICES  FOR  ADOLESCENTS:  In  spite  of 
mounting  evidence  that  we  are  facing  a problem 
of  serious  proportions,  there  is  only  one  well  de- 
veloped specialized  inpatient  treatment  program  in 
existence  for  this  age  group;  namely,  at  Colorado 
Psychiatric  Hospital.  The  three  private  mental  hos- 
pitals in  Colorado*  have  become  increasingly  con- 


*Mount Airy  Psychiatric  Center  and  Bethesda  Hospital  in 
Denver,  and  Emory  John  Brady  Hospital  in  Colorado 
Springs. 


cerned  with  the  magnitude  of  the  problem  and  are 
in  various  phases  of  developing  a program  for 
these  disturbed  youngsters.  The  State  Hospital  in 
Pueblo  does  treat  many  adolescents;  however,  they 
are  mixed  with  the  adult  population  and  no  sep- 
arate program  has  been  established  to  meet  the 
special  needs  of  this  difficult  age  group.  Fort  Logan 
has  planned  for  an  adolescent  unit  since  its  incep- 
tion. A request  for  funding  of  a 15-bed  adolescent 
unit  was  deferred  by  the  recent  session  of  the  Gen- 
eral Assembly,  this  at  a time  when  the  same  legis- 
lators yielded  to  public  demands  that  something  be 
done  about  hippies  and  increasing  drug  abuse,  and 
passed  a drug  abuse  bill  which  included  provisions 
for  the  treatment  of  these  youngsters. 

II.  SERVICES  FOR  MENTALLY  ILL  OF- 
FENDERS: Colorado  State  Hospital  has  a maxi- 
mum security  unit  housing  approximately  140 
patients.  This  is  clearly  insufficient.  The  location  of 
the  existing  facility  is  unsatisfactory.  A special 
Commission  appointed  by  Governor  Love  to  study 
the  problem  spoke  to  this  point'  and  we  cite  the 
following  as  it  was  presented  to  Governor  Love  on 
October  2,  1967: 

“Location  of  maximiim  security  on  the  campus 
of  a state  hospital  for  the  mentally  ill  is  detri- 
mental to  the  major  purposes  and  program  of 
the  hospital.  The  public  identifies  a maximum 
security  facility  with  the  criminal  and  highly 
dangerous  social  offender.  This  identification 
is  not  conducive  to  public  acceptance  of  a hos- 
pital for  the  mentally  ill,  which  houses  patients 
who  have  committed  no  offense  against  so- 
ciety. 

The  public  is  alarmed  by  any  problem  connect- 
ed with  maximum  security  and  this  public  con- 
cern naturally  extends  to  the  total  campus.  A 
possible  result  of  this  public  preoccupation 
with  maximum  security  could  demand  op- 
pressively rigid  security  measures  for  a whole 
campus.” 

So  far  no  action  has  been  taken  to  implement 
these  recommendations. 

HI.  PROGRAMS  FOR  ALCOHOLICS  AND 
ADDICTS:  Although  42  per  cent  of  all  admissions 
to  the  two  state  institutions  carry  a primary  diag- 
nosis of  alcoholism,  the  responsibility  for  the  de- 
velopment of  a broad  spectrum  of  services  and 
other  programs  aimed  at  the  control  of  this  huge 
problem  rests  with  the  Alcoholism  Division  of  the 
State  Department  of  Public  Health.  Paralleling  the 
philosophy  of  the  Department  of  Institutions,  the 
Alcoholism  Division  of  the  Department  of  Public 
Health  believes  that  a concerted  attack  must  be 
launched  on  the  community  level,  to  be  truly  ef- 
fective. We  believe  that  it  would  make  better  pro- 
fessional and  economic  sense  to  tie  community 
facilities  for  the  care  of  alcoholics  to  developing 
community  mental  health  centers  rather  than  to 
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create  a separate  system  solely  concerned  with  this 
problem. 

Compared  with  some  other  states,  the  problem 
of  addiction  to  narcotic  drugs  in  Colorado  is  a rela- 
tively minor  one.  Yet  with  the  changes  in  the 
utilization  of  the  Federal  narcotics  hospitals  in  Lex- 
ington and  Fort  Worth,  and  with  the  passage  of 
Public  Law  89-793  permitting  civil  commitments 
in  lieu  of  prosecution,  it  is  likely  that  more  and 
more  drug  addicts  will  seek  treatment  in  their 
own  home  communities.  Colorado  State  Hospital 
is  actively  preparing  for  this  eventuality.  How- 
ever, in  view  of  the  fact  that  most  narcotic  addicts 
tend  to  live  in  metropolitan  areas,  it  would  make 
sense  to  create  a small  specialized  facility  in  the 
Denver  metropolitan  area,  possibly  but  not  neces- 
sarily, under  the  auspices  of  the  Fort  Logan  Mental 
Center. 

IV.  SERVICES  FOR  EMOTIONALLY  DIS- 
TURBED CHILDREN:  We  now  have  a 60-bed  fa- 
cility at  Fort  Logan  and  76  beds  at  Colorado  State 
Hospital  for  this  age  group.  Every  clinic  in  the 
state  provides  diagnostic  and  outpatient  treatment 
services  for  Children.  The  University  of  Colorado 
operates  an  excellent  outpatient  department,  a 
separate  children’s  diagnostic  center,  and  a unique 
day  care  center.  As  community  mental  health  cen- 
ters come  into  being,  some  of  them  are  developing 
exciting  new  approaches  to  deal  with  problems  of 
this  age  group.  Yet,  tremendous  gaps  stiU  exist 
and  need  to  be  filled.  There  is  no  program  in  exist- 
ence for  autistic  children.  We  also  need  specialized 


foster  homes  for  children  whose  psychopathology 
or  family  environment  is  such  that  they  cannot  be 
maintained  within  their  natural  family. 

V.  FACILITIES  FOR  CHRONICALLY  DIS- 
ABLED: First  class  community  care  facilities  for 
chronically  disabled  individuals  are  badly  needed. 
Since  1962,  Colorado  State  Hospital  and  Fort 
Logan  have  made  valiant  and  successful  efforts 
to  utilize  foster  homes,  boarding  homes,  and  nurs- 
ing homes  in  every  part  of  the  state  for  the  care 
of  patients  who  no  longer  require  hospital  care 
but  who  cannot  live  by  themselves  or  with  their 
own  families.  Often  the  well-meaning  people  op- 
erating these  facilities  have  not  been  adequately 
prepared  for  the  role  of  care-taker  for  these 
rather  inadequate  or  ill  individuals.  The  level  of 
remuneration  has  often  been  insufficient  to  allow 
these  operators  to  implement  programs  which  they 
recognize  would  be  of  tremendous  help  to  im- 
prove their  clients’  functioning.  To  develop  a 
better  coordinated  and  funded  program  within 
the  next  few  years  is  a major  priority  item  in  the 
total  mental  health  program  of  the  state. 

Summary 

It  is  our  hope  that  this  report  will  have  suc- 
ceeded in  conveying  to  the  practicing  physician 
the  dimensions  of  some  of  the  problems  which  are 
facing  us,  as  well  as  the  exciting  possibilities  and 
challenges  which  open  up  as  a result  of  the  new 
community  centered  approach  to  mental  and  emo- 
tional disorders.  • 
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Visible  failings  of  cancer  research* 


Henry  G.  Hadley,  MD,  W ashington,  D.  C. 


Brief  and  realistic  comment  upon 
present  views  concerning  the  probable 
etiology  of  cancer  and  the  status 
of  research. 


In  xras  period  of  accelerating  change,  with  its 
increasing  sF>ecialization,  there  has  developed 
in  medicine  a condition  which  has  especially 
affected  cancer  research.  While  fifty  years 
ago  bacteriology  played  an  integral  role  in 
the  study  of  medicine,  the  present  need  of 
specialized  training  beyond  the  M.D.  degree 
has  become  so  great  that  the  field  of  bac- 
teriology has  become  a bioscience  dominated 
by  M.S.’s  and  Ph.D.’s.  The  rapid  growth  and 
broadening  of  medical  research  has  drawn 
researchers  from  many  disciplines  and  the 
fields  of  bio-chemistry  and  microbiology  have 
now  taken  from  medicine  its  primary  interest 
in  cancer  etiology.  Physicians  had,  of  neces- 
sity, a more  direct  interest  in  cancer  and 
their  responsibility  for  cancer  prevention  was 
more  clearly  related.  However,  due  to  the 
reshaping  of  medicinal  categories,  research 
into  cancer  etiology  is  now  considered  to  be 
only  a part  of  general  science. 

The  change-over  was  made  at  the  same 
time  that  scientists  became  interested  in  the 
current  race  to  solve  the  secret  of  life,  and 
now  cancer  is  thought  to  be  only  a change 
in  the  chemical  formula  of  the  cell.  Instead 
of  solving  cancer  etiology  as  a separate  prob- 
lem, it  is  now  expected  to  be  accomplished 
by  means  of  a general  scientific  crash  pro- 
gram. This  thinking  follows  the  present  con- 

*From the  Research  Foundation,  Inc.  Dr.  Hadley  is 
Director. 


cept  that  both  DNA  and  viruses  are  identical 
with  genes.  The  assumption  is  made  that 
there  is  a genetic  code  which  controls  cells 
multiplication  and  that  the  “cracking”  of  the 
“genetic  code”  will  solve  all  the  problems  of 
cell  growth  and  division.  The  present  space 
program  is  hoped  to  provide  collateral  med- 
ical benefits  as  a spinoff.  While  the  lack  of 
any  promising  results  in  this  direction  is 
painfully  obvious  it  is  still  hoped  that  if 
enough  money  and  brains  are  poured  into 
the  project,  success  will  follow. 

At  one  time,  bacteriological  theories  of 
cancer  etiology  were  prevalent.  However, 
when  brought  to  light  they  proved  to  be 
highly  dubious  in  that  they  had  the  charac- 
teristics of  dependence  upon  concealed  as- 
sumptions. In  general,  those  researchers 
assumed  that  cancer  and  many  chronic  dis- 
eases had  the  same  etiology  and  that  the 
organisms  were  not  all  originally  derived 
from  cancer  but  were  also  obtained  from 
various  chronic  diseases,  and  from  the  blood 
of  normal  individuals.^  To  explain  the  differ 
ing  descriptions  they  further  assumed  that 
these  supposed  viruses,  fungi,  yeasts,  cocci, 
bacilli,  and  spores  were  all  different  stage? 
of  the  same  organism.  While  some  germs  may 
have  different  phases  of  growth  it  is  contrary 
to  reason  and  experience  that  such  wide 
differences  could  all  be  found  in  the  same 
organism.  Subsequently,  when  cancer  and 
various  chronic  diseases,  such  as  arthritis, 
were  claimed  to  be  due  to  the  same  germ,  this 
particular  theory  of  cancer  etiology  came  to 
be  viewed  with  extreme  skepticism. 

There  were  also  many  other  popular  theo- 
ries of  cancer  etiology,  such  as  the  hereditary 


for  August  1968 


63 


concept,  which  were  not  based  on  scientific 
reasoning  and  did  not  conform  to  known 
facts.  The  virus  theory  similarly  assumes  that 
genes,  nucleic  acid,  and  virus  are  biological 
equivalents.  It  supposes  that  the  body  does 
not  reject  the  virus  as  a foreign  material  but 
accepts  it  as  its  own,  and  reduplicates  it  by 
the  cells’  genetic  mechanism.  Again,  over  60 
years  of  virus  research  has  not  produced  a 
shred  of  evidence  that  any  form  of  human 
cancer  is  virus-caused. 

The  major  cause  of  the  present  predica- 
ment of  cancer  research  is  due  to  the  shifting 
of  control  from  doctors  of  medicine  to  those 


of  philosophy.  The  latter  do  not  regard  cancer 
as  a disease  but  only  as  a cell  change  due  to 
some  undetermined  factor  such  as  a mutation 
or  metabolic  disturbance,  with  the  result  that 
cancer  research  has  lost  its  way  hunting  for 
a non-existent  goal.^ 

Summary 

The  beliefs  of  scientists  influence  the  di- 
rection of  their  research.  Present-day  theories 
of  cancer  etiology  have  led  scientists  to  search 
for  something  that  is  nonexistent.  Investiga- 
tion should  be  directed  toward  finding  a spe- 
cific etiological  agent,  and  to  the  production 
of  a vaccine  for  prevention.  • 
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COMMISSION  ON  PROFESSIONAL  AND  HOSPITAL  ACTIVITIES 

Ann  Arbor,  Michigan 

On  Thursday,  September  5,  1968,  an  Institute,  “Introduction  to  the  Profession- 
al Activity  Study  and  the  Medical  Audit  Program,”  including  utilization  review 
and  medical  auditing,  will  be  held  at  Ann  Arbor,  Michigan. 

Registration  is  open  to  physicians,  hospital  administrators,  medical  record  li- 
brarians, and  other  interested  individuals.  The  registration  fee  is  $35  per  person. 

This  program  is  acceptable  for  seven  elective  credit  hours  by  the  American 
Academy  of  General  Practice. 
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The  Rubin  test:  therapeutic  aspects* 


John  C.  Donovan,  MD,  and  Charles  D.  McGee,  MD,  Rochester,  N.  Y. 


An  excellent  outline  of  the  uses  of  the 
Rubin  test,  the  technic  and  the  dangers. 

A PAPER  entitled  “The  non-operative  deter- 
mination of  patency  of  the  Fallopian  tubes 
by  means  of  intrauterine  inflation  with  O2 
and  the  production  of  an  artificial  pneumo- 
peritoneum” was  published  by  Rubin^  in 
1920.  The  test  which  today  bears  his  name 
has  established  itself  as  a valuable  diagnostic 
procedure  for  the  study  of  tubal  factors 
responsible  for  female  infertility,  although 
some  clinicians  also  appear  to  place  great 
reliance  upon  hysterosalpingography  and 
culdoscopy. 

Since  Rubin’s  original  paper,  an  occasional 
publication  has  attributed  therapeutic  value 
to  his  test.  However,  the  medical  hterature 
on  the  subject  of  tubal  occlusion  is  devoted 
largely  to  problems  and  results  of  surgical 
correction.  The  purpose  of  this  presentation 
is  to  call  attention  again  to  the  therapeutic 
effect  of  the  Rubin  procedure.  We  shall  also 
describe  a modification  and  present  evidence 
of  its  therapeutic  value  in  the  correction  of 
sterility  due  to  tubal  occlusion. 

Review  of  literature 

GreenhilP  in  1937  was  able  to  collect  only 
818  cases  of  tuboplastic  operations  that  had 
been  performed  by  American  gynecologists. 
Twenty  years  later  the  same  author^  was 
able  to  collect  2113  cases.  It  is  noted  also  that 
in  the  past  decade  there  have  been  numerous 
papers  by  distinguished  clinicians  devoted 
to  problems  or  results  of  tuboplastic  surgery. 
These  data  are  presented  to  support  the  im- 
pression that  a moderate  degree  of  surgical 
interest  in  tuboplastic  surgery  has  developed 

‘Presented  at  meeting  of  Wyoming  State  Medical 
Society  and  14th  Rocky  Mountain  Conference  August  31, 
1967.  From  the  Department  of  Obstetrics-Gynecology,  Uni- 
versity of  Rochester  School  of  Medicine  and  Dentistry, 
Rochester,  New  York. 


in  the  past  15  years.  The  interest  has  been 
fostered  by  the  availabihty  of  wide  spectrum 
antibiotics,  the  use  of  inert  splints  during  and 
after  reconstructive  surgery,  and  by  the  use 
of  corticosteroids  in  the  hope  of  reducing 
postoperative  inflammatory  reactions.  Never- 
theless, it  is  generally  acknowledged  that 
surgical  results  remain  poor. 

In  his  original  collected  series  of  818  cases, 
Greenhill  reported  a success  rate  of  only 
4 per  cent  when  success  was  judged  in  terms 
of  living  children  who  were  conceived  after 
a surgical  tuboplasty.  Twenty  years  later 
Greenhill  was  able  to  report  a pregnancy 
success  rate  of  15  per  cent.  This  corresponds 
closely  to  a pregnancy  success  rate  of  16  per 
cent  reported  in  1956  by  Siegler  and  Heilman^ 
in  another  collected  series  of  2285  cases.  It 
seems  likely  that  these  results  should  be 
further  discounted.  The  clinical  and  surgical 
details  in  collected  series  are  largely  un- 
known. One  suspects  that  collected  series 
may  include  patients  who  did  not  have  estab- 
lished sterility  and  in  whom  the  described 
tuboplasty  may  have  been  little  more  than 
a release  of  adhesions. 

In  their  original  series  that  described  the 
use  of  polyethylene  splints  as  an  aid  in  recon- 
structive surgery.  Mulligan,  Rock  and  Easter- 
day^  report  a conception  rate  of  only  10  per 
cent  in  a group  of  43  tuboplastic  procedures. 
An  interesting  study  was  published  by 
Buxton  and  Southern®  in  1955.  They  report 
two  groups  of  patients  with  established 
sterility  and  tubal  occlusion.  One  group  of 
35  patients  was  subjected  to  tuboplastic  sur- 
gery; only  5.6  per  cent  of  these  patients  con- 
ceived. A second  group  of  67  patients  was 
not  treated  surgically;  TV2  per  cent  conceived. 
The  authors  do  not  present  information  as 
to  time  relationships  between  conception  and 
surgery  or  between  conception  and  such 
diagnostic  procedures  as  hysterosalpingo- 
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graphy  and  gaseous  insufflation.  More  favor- 
able, but  still  dismal,  results  were  published 
1964  by  Hanton^  and  associates.  In  a report 
of  75  tuboplastic  cases  at  the  Mayo  Clinic, 
these  authors  record  a conception  rate  of  24 
per  cent;  however,  only  12  per  cent  of  their 
patients  conceived  an  intrauterine  pregnancy 
and  delivered  a living  child. 

Some  authors  have  attempted  to  collate 
surgical  results  with  the  type  of  tuboplastic 
operation  that  had  been  required.  The  futility 
of  this  is  well  illustrated  in  a technical  review 
of  43  tuboplastic  operations  by  Siegler  and 
Heilman®'  ®.  They  found  that  only  35  per  cent 
of  their  cases  could  be  classified  as  having 
had  a “pure”  operation;  i.e.,  a salpingostomy, 
a resection  and  end-to-end  anastomosis  or 
a resection  with  re-implantation.  Sixty-five 
per  cent  of  their  cases  had  had  combined 
operative  procedures.  In  both  the  “pure” 
and  combined  groups  the  pregnancy  success 
rates  were  only  7 per  cent,  closely  approxi- 
mating that  of  other  recent  authors. 

Further  review  of  the  surgical  literature 
would  add  little.  Publications  by  careful  clin- 
icians tend  to  report  a tubal  patency  rate 
of  20  to  50  per  cent  but  a pregnancy  success 
rate  of  only  5 to  16  per  cent  following  tubo- 
plastic repairs. 

Clinical  study 

This  report  consists  of  22  patients  in  whom 
the  diagnosis  of  sterility  due  to  bilateral 
tubal  occlusion  had  been  made  by  the  senior 
author.  The  patients  were  subjected  to  a 
total  of  23  therapeutic  insufflations.  The 
series  is  small  but  we  believe  that  the  results 
are  significant. 

In  each  case,  the  diagnosis  of  sterility  was 
supported  by  the  failure  of  conception  during 
one  or  more  years  of  marriage  without  con- 
traceptives. In  over  half  the  cases  there  had 
been  further  conception  failure  despite  sev- 
eral months  of  successfully  timed  coitus  as 
judged  by  basal  body  temperatures  and  coital 
records.  In  all  cases,  appropriate  sterility 
studies  had  reasonably  excluded  other  causes 
of  sterility  prior  to  insufflation  testing.  The 
series  is  not  otherwise  selected  and  repre- 
sents all  such  patients  seen  by  the  senior 
author  during  16  years  of  a small,  private 
gynecologic  practice. 


1.  Diagnostic  Aspect:  The  diagnosis  of  bi- 
lateral tubal  occlusion  was  based  upon  the 
failure  of  carbon  dioxide  to  pass  into  the 
peritoneal  cavity  at  a pressure  of  200  mm.  of 
mercury,  held  for  three  to  five  minutes  in  the 
fully  anesthetized  patient.  With  the  patient 
still  under  general  anesthesia,  the  procedure 
was  repeated  two  or  three  times  before  the 
diagnosis  of  tubal  occlusion  was  accepted.  No 
diagnostic  insufflation  was  performed  in 
patients  who  presented  a recent  history  sug- 
gestive of  acute  salpingitis  or  a history  sug- 
gestive of  genital  tuberculosis.  Similarly,  no 
insufflation  was  performed  in  a patient  who 
exhibited  intermenstrual  bleeding  or  palpa- 
ble tubal  masses.  A pelvic  examination  under 
anesthesia  was  performed  in  each  case  prior 
to  the  diagnostic  insufflation.  A dilatation 
and  curettage  was  done  after  all  insufflations, 
diagnostic  and  therapeutic,  had  been  com- 
pleted. 

The  judgment  that  gas  had  not  passed 
into  the  peritoneal  cavity  was  based  upon 
the  usual  criteria;  failure  of  a drop  in  intra- 
uterine pressure  as  revealed  by  the  ma- 
nometer record,  negative  auscultation  of  the 
abdomen  during  insufflation  and  failure  of 
the  patient  to  experience  shoulder  discomfort 
after  recovering  from  the  anesthetic. 

2.  Therapeutic  Aspect:  When  the  diagno- 
sis of  bilateral  tubal  occlusion  was  made  on 

Table  1 

THERAPEUTIC  INSUFFLATION  TEST: 

GASEOUS  PRESSURES  OBTAINED 


Pressure 
(mm  Hg) 

Number  of 
Insufflations 

200  - 250 

4 

250  - 350 

11* 

>350** 

3* 

* One  patient 
at  12  month 

(J.S.)  treated  twice 
interval . 

**  Estimated  at  350  - 450  mm.  Hg. 
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the  basis  of  the  criteria  presented,  a thera- 
peutic insufflation  was  attempted  while  the 
patient  was  still  anesthetized.  The  anterior 
and  posterior  lips  of  the  cervix  were  securely 
grasped  with  tenacula  so  as  to  produce  the 
necessary  counter-traction.  After  re-check- 
ing the  system  to  insure  its  patency,  the 
cannula  was  re-introduced  into  the  endo- 
metrial cavity.  The  vaginal  canal  was  then 
filled  with  saline  so  as  to  detect  any  back 
escape  of  gas  through  the  cervix.  Unless 
strong  counter-traction  is  made,  this  tends 
to  occur  when  the  intrauterine  pressure 
reaches  about  350  mm.  of  mercury.  Endo- 
cervical  escape  of  gas  also  tends  to  occur  at 
lower  pressures  in  multiparous  women  with 
acquired  sterility. 

Carbon  dioxide  was  allowed  to  flow  slow- 
ly into  the  uterine  cavity  with  the  rubber 
cone  of  the  cannula  firmly  opposed  to  the 
external  os.  The  flow  was  continued  until 
evidence  of  intraperitoneal  escape  was  ob- 
tained or  until  the  inevitable  endocervical 
escape  occurred  as  the  result  of  the  high 
intrauterine  pressure.  The  manometer  read- 
ing was  recorded  and  the  procedure  was 
repeated  two  or  three  times  with  the  patient 
still  anesthetized.  Table  1 reveals  the  intra- 
uterine pressures  we  have  obtained  during 
these  23  high  pressure  insufflations  on  22 
patients. 

In  addition  to  the  insufflation  data,  41  per 
cent  of  these  patients  presented  other  evi- 
dence of  tubal  pathology  (Table  2).  Four 
patients  presented  past  histories  suggestive 
of  acute  salpingitis  with  palpable  induration 

Table  2 

THERAPEUTIC  INSUFFLATION  TEST: 

ASSOCIATED  TUBAL  DISEASE  DEMONSTRATED 

Pathology  Humber  of  Patients 

Chronic  salpingitis:  Clinical  diagnosis  4 

Chronic  salpingitis:  Operative  and 

histologic  diagnosis  3 

Endometriosis:  Clinical  diagnosis  1 

Endometriosis:  Operative  and  histologic 

diagnosis  1 


TOTAL  9 

% of  series  41% 


in  the  tubal  areas.  Three  patients  presented 
the  same  clinical  findings  with  the  diagnosis 
further  established  by  histologic  sections  of 
a tube  that  had  been  removed  because  of  an 
ectopic  pregnancy.  One  patient  had  an  almost 
frozen  pelvis  with  widespread  endometriosis 
and  pelvic  adhesions  found  at  laparotomy 
and  established  histologically.  Another  pa- 
tient presented  clinical  evidence  of  endo- 
metriosis that  consisted  of  a characteristic 
history  with  acquired  dysmenorrhea  and 
sterility,  a palpable  and  tender  nodule  in  a 
uterosacral  ligament  and  bilateral  adnexal 
thickening  without  masses. 

Results 

In  nine  instances  we  secured  no  evidence 
of  intraperitoneal  passage  of  gas  during  the 
therapeutic  insufflation.  We  have  labeled 
this  group  as  negative  therapeutic  insuffla- 
tions. The  pressures  attained  and  the  follow- 
up results  are  presented  in  Table  3.  Most  of 
the  patients  became  discouraged  and  were 
lost  to  follow-up.  There  were  two  concep- 
tions. We  are  unable  to  explain  this  since  the 
conceptions  followed  ostensibly  negative 
therapeutic  insufflations.  One  conception  oc- 
curred 8 months  after  the  insufflation  and 
could  have  resulted  from  natural  recannul- 
ization  of  one  or  both  tubes.  The  other  con- 
ception occurred  less  than  2 months  follow- 
ing an  ostensibly  negative  insufflation  in  a 

Table  3 

NEGATIVE  THERAPEUTIC  INSUFFLATION  TESTS 


Pressure 
(mm  Hg) 

Number  of 
Patients 

Follow-Up 

200  - 2S0 

1 

Refused  further  study.  Childless 

15  years  later. 

250  - 350 

5 

1 conceived,  term  delivery, 

3 refused  further  study, 

2 lost  to  follow-up, 

1 childless  3 years  later, 

1 sterile  12  months  later.  Further 
treatment  accepted  (J.S.). 

>350 

3 

1 conceived  8 months  later,  term 
delivery. 

1 childless  5 years  later. 

1 sterile  12  months  later.  Further 
treatment  accepted  (B.S.). 

TOTAL 

9 

2 conceptions,  term  deliveries 
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patient  who  had  been  sterile  for  3 years.  It 
seems  possible  that  some  gas  passed  intra- 
peritoneally  but  that  its  passage  had  been 
unrecognized.  Another  patient  in  this  group 
presents  a particularly  instructive  case  his- 
tory. 

Case  1.  J.  S.  had  been  sterile  for  three  years. 
She  had  had  a salpingectomy  four  years  previously 
because  of  a ruptured  tubal  pregnancy.  She  re- 
mained sterile  for  one  year  following  negative 
insufflations  at  pressures  between  250  and  350 
mm.  of  mercury.  During  this  year  the  patient,  a 
registered  nurse,  was  able  to  correlate  coitus  with 
ovulation.  The  patient  then  requested  a second 
therapeutic  insufflation.  This  was  done.  It  was 
possible  on  this  second  attempt  to  achieve  an 
intrauterine  pressure  considerably  in  excess  of 
350  mm.  of  mercury.  At  these  higher  pressures 
there  was  clear  evidence  of  intraperitoneal  pas- 
sage of  gas.  The  patient  conceived  two  months 
later  and  delivered  a normal  child  at  term.  Subse- 
quent to  this  pregnancy  she  has  conceived  without 
difficulty  on  two  other  occasions,  each  with  a 
term  delivery. 

The  case  history  of  a second  patient  in 
this  group  is  also  particularly  instructive. 

Case  2.  B.  S.  remained  sterile  for  12  months 
following  a negative  insufflation  test  at  pressures 
in  excess  of  350  mm.  of  mercury.  The  patient  then 
requested  a second  therapeutic  insufflation  with 
a tuboplastic  operation  if  this  were  not  successful. 
There  was  no  history  to  suggest  pelvic  inflamma- 
tion and  the  pelvic  examination,  even  under  an- 
esthesia, was  not  remarkable.  No  evidence  of 
intraperitoneal  passage  of  gas  was  obtained  on 
the  second  insufflation  although  intrauterine  pres- 
sures in  excess  of  350  mm.  of  mercury  were  again 
reached.  Hysterosalpingography  was  done  in  this 
case  to  localize  the  tubal  obstruction  so  as  to 
provide  some  prognosis  for  surgical  relief.  X-rays 
revealed  bilaterally  occluded  tubes  near  the  fim- 
briated ends.  This  was  confirmed  at  laparotomy 
although  both  tubes  were  also  thickened  through- 
out their  extent.  A bilateral  salpingostomy  was 
performed.  Patency  of  both  tubes  was  demon- 
strated prior  to  abdominal  closure.  A Rubin’s  test 
performed  on  the  first  postoperative  day  revealed 
tubal  patency  at  normal  pressures.  This  was  re- 
peated on  several  occasions  during  her  postopera- 
tive hospital  course  with  equally  successful 
results.  When  last  seen  approximately  3 months 
following  surgery,  the  tubes  were  still  patent  but 
the  patient  has  remained  sterile  8 months  since 
her  reconstructive  operation. 

Clear  evidence  of  intraperitoneal  passage 
of  gas  at  high  intrauterine  pressures  was 
secured  in  14  of  these  22  cases.  We  have 
labeled  this  group  as  positive  therapeutic 
insufflations.  The  pressures  required  to  ef- 


fect intraperitoneal  passage  and  the  follow- 
up results  are  presented  in  Table  4.  Eleven 
patients  conceived  following  the  therapeutic 
insufflation.  Ten  of  the  subsequent  concep- 
tions were  intrauterine  and  terminated  in 
term  deliveries  of  living  children.  One  sub- 
sequent conception  was  tubal  and  terminated 
in  a rupture  that  required  salpingectomy. 
This  patient  also  presents  a case  history  that 
is  particularly  instructive. 

Case  3.  A.  S.  had  had  a previous  salpingectomy 
for  tubal  pregnancy  with  a diagnosis  of  chronic 
salpingitis  made  histologically.  She  was  told  that 
she  would  probably  never  conceive  and  had  re- 
mained sterile  for  4 years  between  her  first  sal- 
pingectomy and  the  therapeutic  insufflation.  We 
were  able  to  obtain  evidence  for  intraperitoneal 
passage  of  gas  at  pressures  in  excess  of  350  mm. 
of  mercury.  The  patient  conceived  her  tubal  gesta- 
tion less  than  2 months  later. 

Another  patient  in  this  group  also  ex- 
perienced an  ectopic  pregnancy.  It  is  not 
recorded  in  Table  4 because  in  this  case  the 
relationship  between  the  therapeutic  insuf- 
flation and  the  tubal  gestation  is  remote. 
However,  her  case  history  is  again  instruc- 
tive. 

Case  4.  D.  T.  had  had  a therapeutic  insufflation 
with  intraperintoneal  passage  of  gas  at  280  nrun. 
of  mercury.  She  conceived  an  intrauterine  preg- 
nancy two  months  following  insufflation  and  was 
delivered  at  term  by  cesarean  section  because 
of  primary  inertia  with  intrapartum  eclampsia. 
At  section  both  tubes  were  enlarged  and  revealed 
a definite  chronic  perisalpingitis  with  moderate 
kinking,  the  left  greater  than  the  right.  She  was 
able  to  conceive  the  second  time  without  difficulty 

Table  4 

POSITIVE  THERAPEUTIC  INSUFFLATION  TESTS 


Pressure 
(mm  Hg) 

Number  of 
Patients 

Follow-Up 

200  - 250 

3 

2 conceived  with  term  deliveries 

1 lost  to  follow-up 

250  - 350 

7 

6 conceived  with  term  deliveries 

1 lost  to  follow-up 

>350 

4 

2 conceived  with  term  deliveries 

1 tubal  pregnancy 

1 childless  for  8 months 

(then  lost  to  follow-up) 

TOTAL 

14 

10  conceptions,  term  deliveries 

1 tubal  pregnancy 
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but  did  so  in  the  fimbria  of  the  left  tube.  Histo- 
logic sections  following  the  left  salpingectomy  at 
the  time  of  tubal  rupture  revealed  a fibrous 
perisalpingitis  with  some  increased  lymphocytic 
infiltration  of  the  muscular  wall  with  minimal 
chronic  endosalpingitis.  Following  her  recovery, 
the  patient  was  again  able  to  conceive  easily,  this 
time  with  a second  intrauterine  pregnancy  which 
was  delivered  by  elective  cesarean  section  at  term. 

The  overall  pregnancy  success  following 
therapeutic  insufflation  in  this  series  of  23 
therapeutic  insufflations  consisted  of  12  con- 
ceptions that  terminated  in  term  deliveries 
of  living  children — a success  rate  of  52  per 
cent.  Four  of  the  patients  are  known  to  have 
delivered  still  other  children,  indicating  that 
the  relief  of  sterility  was  not  transient.  These 
results  are  several  times  better  than  the  rate 
of  pregnancy  success  following  surgery. 

Discussion 

One  might  question  the  absence  of  pre- 
insufflation hysterosalpingograms  in  this 
series  of  cases.  An  x-ray  that  ostensibly 
reveals  bilaterally  occluded  tubes  may  ap- 
pear to  be  quite  convincing.  However,  it  may 
also  be  quite  misleading.  Several  authors 
have  called  attention  to  false  negative  hys- 
terosalpingograms^®’  “ and  have  stressed  the 
need  to  use  at  least  10  cc.  of  dye  and  to 
secure  a 24-hour  film.  The  latter  further 
increases  gonadal  radiation  while  the  use  of 
this  amount  of  dye  is  thought  by  some  to  be 
therapeutic  in  itself.^®'  In  this  series  we 
wished  to  test  the  therapeutic  efficacy  of 
gas  alone.  The  observations  of  Siegler  and 
Heilman®  also  support  the  accuracy  of  gas- 
eous insufflation  in  the  diagnosis  of  tubal 
occlusion.  In  their  study,  they  include  a 
critical  correlation  of  preoperative  and  oper- 
ative findings  among  a group  of  patients 
undergoing  tuboplastic  surgery.  Their  data 
indicate  that  gas  insufflations,  when  per- 
formed with  careful  attention  to  detail,  were 
as  accurate  as  hysterosalpingography  in  the 
diagnosis  of  tubal  occlusion.  We  believe  that 
the  chief  advantage  of  radiologic  study  re- 
lates to  its  ability  to  reveal  the  location  of 
the  obstruction.  From  the  observations  of 
Siegler  and  Heilman  and  from  the  procedures 
and  data  presented,  we  believe  that  there 
is  strong  presumptive  evidence  that  these 
patients  did  indeed  suffer  from  bilateral 
tubal  occlusion  rather  than  so-called  tubal 


Table  5 

KNOWN  CONCEPTIONS  FOLLOWING 
THERAPEUTIC  INSUFFLATION 

Time  Intervals  Between  Test  and  Conception 


Pressure 

(imn  Hg)  ^3  mos . 3-6  mos . 6-8  mos«  >8  mos. 


200  - 250 

1 

0 

1 

0 

250  - 350 

3 

2 

2 

0 

=-350 

3 

0 

1 

0 

TOTALS 

% of  Total  Series 

7 

2 

4 

0 

(23  insufflations ) 

30% 

9% 

17% 

0% 

spasm.  Indeed,  it  is  most  difficult  to  imagine 
spasm  of  a degree  that  would  withstand  the 
pressures  we  have  recorded,  especially  when 
patients  are  fully  anesthetized. 

The  element  of  chance  operating  in  a 
statistically  small  group  of  patients  warrants 
consideration.  However,  as  is  shown  in  Table 
5,  all  of  the  known  conceptions  occurred 
within  8 months  of  the  therapeutic  insuffla- 
tion and  30  per  cent  of  the  pregnancies  con- 
ceived occurred  within  3 months  of  the 
insufflation.  We  beUeve  that  these  data, 
which  are  not  included  in  most  publications 
on  this  subject,  offer  strong  presumptive  evi- 
dence of  cause  and  effect  relationship. 

It  should  be  noted  next  that  a 52  per  cent 
pregnancy  success  may  not  be  as  surprising 
as  it  appears  at  first  glance.  In  a series  of  300 
women  who  were  sterile  with  bilaterally 
occluded  tubes.  Grant  and  Mackey^^'  ® have 
reported  a patency  success  rate  of  49  per 
cent  and  a pregnancy  success  rate  of  18  per 
cent  following  intrauterine  insufflation  with 
carbon  dioxide  or  iodized  oil.  Their  results 
are  equal  or  superior  to  any  reported  in  the 
surgical  literature.  That  our  results  are 
superior  still  may  be  explained  by  two  ob- 
servations. First,  Grant  and  Mackey  included 
patients  in  their  series  with  other  causes 
for  sterility  while  we  have  excluded  such 
patients.  Second,  Grant  and  Mackey  limited 
the  intrauterine  insufflations  to  300  mm.  of 
mercury.  About  half  of  our  successful  results 
were  associated  with  intrauterine  pressures 
higher  than  300  mm.  of  mercury. 


for  August  1968 


69 


You 

Can 

Order 


of  any  feature  article  or  adver- 
tisement appearing  in  Tlie  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable.  For  fur- 
ther information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 


Nevertheless,  it  must  be  emphasized  that 
our  series  is  too  small  to  permit  firm  conclu- 
sions as  to  the  rate  of  pregnancy  success  that 
one  might  expect  with  the  procedure  that  we 
have  described.  The  only  conclusion  which 
we  offer  at  this  time  is  that  intrauterine 
insufflations  at  high  pressure  can  be  as  valu- 
able a therapeutic  tool  in  unselected  patients 
with  occluded  tubes  as  can  surgical  tubo- 
plasty. 

It  would  be  inappropriate  to  conclude 
this  presentation  without  discussing  briefly 
the  risks  of  therapeutic  insufflations.  We 
have  encountered  two  cases  of  tubal  preg- 
nancy, an  incidence  of  about  9 per  cent. 
Grant  and  Mackey  report  a lower  incidence. 
While  the  risk  of  tubal  pregnancy  is  real,  it 
is  problematical  that  the  risk  is  any  greater 
than  that  which  follows  tuboplastic  surgery. 
Most  patients  are  willing  to  accept  this  risk. 

No  case  of  tubal  or  uterine  rupture  with 
intraperitoneal  hemorrhage  has  been  encoun- 
tered by  us  or  by  Grant  and  Mackey.  Never- 
theless, hemorrhage  remains  a potential  com- 
plication whose  danger  can  be  kept  minimal 
when  high  pressure  insufflations  are  per- 
formed under  anesthesia  with  blood  cross 
matched  and  all  facilities  ready  for  immedi- 
ate laparotomy.  As  an  added  precaution,  we 
have  hospitalized  our  patients  for  observa- 
tion during  the  first  48  hours  following  in- 
sufflation. 

We  have  encountered  no  cases  of  gas 
embolus  associated  with  therapeutic  insuffla- 
tion. Grant  and  Mackey  have  been  equally 
fortunate  in  their  much  larger  series.  It 
would  appear  that  the  danger  of  this  compli- 
cation is  no  where  near  as  great  as  one  might 
theorize.  Nevertheless,  we  have  encountered 
one  case  of  gas  embolus  in  a patient  under- 
going a diagnostic  insufflation.  Consequent- 
ly, we  believe  that  gas  embolus  remains  as 
a very  infrequent  but  serious  complication 
during  therapeutic  insufflation. 

Case  5.  The  patient  exhibiting  gas  embolus 
during  diagnostic  insufflation,  P.  M.,  had  been 
admitted  for  this  procedure  in  connection  with 
a sterility  work-up  whose  other  details  had  been 
negative.  We  anticipated  that  the  intrauterine 
pressure  would  be  carried  to  a therapeutic  level 
if  the  diagnostic  results  indicated  tubal  occlusion. 
Apart  from  the  unexplained  sterility,  there  was 
no  history  or  physical  finding  to  indicate  a pelvic 
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aonormality.  She  was  in  mid-cycle  and  there 
had  been  no  intermenstrual  bleeding.  Under  gen- 
eral anesthetic  the  cannula  was  introduced  into 
the  uterine  cavity  and  the  insufflation  of  carbon 
dioxide  commenced.  At  a pressure  of  less  than 
120  mm.  of  mercury  the  patient  suddenly  became 
deeply  cyanotic  and  respirations  ceased.  The 
peripheral  pulse  and  blood  pressure,  which  had 
been  previously  normal,  were  abruptly  lost  and 
no  precordial  or  carotid  pulse  could  be  obtained. 
The  diagnosis  of  gas  embolus  to  the  right  heart 
was  made  and  the  patient  was  immediately  placed 
in  deep  Trendelenburg  in  a left  lateral  position.i'' 
Her  color,  respirations  and  vital  signs  returned 
to  normal  in  less  than  30  seconds.  The  patient’s 
recovery  from  anesthesia  and  her  post-anesthetic 
course  were  entirely  benign.  A post-anesthetic 
EKG  was  read  as  normal. 

Some  months  and  several  menstrual  cycles 
later  we  secured  a hysterosalpingogram.  No  diffi- 
culty was  encountered.  The  main  finding  is  that 
the  hysterosalpingogram  is  in  effect  a parametrial 
venogram  (Fig.  1). 

Outline  of  parametrial  veins  is  associated 
with  hysterosalpingography  rather  infre- 
quently. Presumably  it  develops  by  virtue 
of  small  breaks  in  the  endometrial  surface 
with  the  diffusion  of  dye  into  the  small 
endometrial  venules.  A similar  anatomic  oc- 
currence under  high  therapeutic  pressure 
could  be  most  dangerous,  even  though  carbon 
dioxide  rather  than  oxygen  has  been  used. 
To  obviate  this  remote  possibility,  we  have 


Fig.  1.  Hysterosalpingogram  in  Case  5,  showing 
outline  of  parametrial  veins. 


ceased  using  carbon  dioxide  and  are  now 
employing  sterile  saline.  The  risk  of  intra- 
venous infusion  with  saline  is  zero. 

With  this  modification  — hydrotubation 
rather  than  gaseous  insufflation — we  are  con- 
vinced that  intrauterine  pressures  of  300  to 
500  mm.  of  mercury  are  obtainable  when 
the  solution  is  injected  by  syringe.  We  have 
every  reason  to  believe  that  this  is  a safe 
procedure  when  done  under  operating  room 
conditions,  and  we  believe  that  it  is  of  appre- 
ciable therapeutic  value  in  the  relief  of 
sterility  due  to  occluded  Fallopian  tubes.  • 
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Ampicillin: 

Transfer  into  fetus  and  amniotic  fluid* 


Ronald  J.  Bolognese,  MD,  Williams  Air  Force  Base,  Arizona 


The  management  of  prolonged  rupture  of  the 
membranes  with  the  hazard  of  intrauterine 
infection  remains  an  obstetrical  dilemma. 
Fetal  sepsis  has  been  reported  in  7 per  cent 
of  patients  with  membranes  ruptured  12  to 
15  hours  prior  to  delivery.^  The  use  of  chlor- 
amphenicol, streptomycin  and  tetracycline, 
either  as  prophylaxis  or  in  the  treatment  of 
amnionitis,  has  proven  disappointing  since 
fetal  levels  of  antibiotics  are  inadequate.^ 
Benzyl  penicillin,  the  one  exception,  readily 
traverses  the  placenta  and  accumulates  in 
the  amniotic  fluid;^'^  however,  its  spectrum 
of  activity  is  limited  to  gram  positive  organ- 
isms. 

Ampicillin,  a semisynthetic  penicillin,  has 
a wide  spectrum  of  in  vitro  antibacterial  in- 
hibition including  E.  coli  and  other  gram 
negative  organisms.^'  ® If  it  traverses  the  pla- 
centa, Ampicillin  could  be  of  value  in  the 
treatment  of  prolonged  rupture  of  the  mem- 
branes. 

The  purpose  of  this  study  was  to  evaluate 
the  level  and  rate  of  transfer  of  Ampicillin 
into  the  fetus  and  amniotic  fluid. 

Methods 

The  subjects  were  43  gravidas  ranging  in 
gestation  from  35  to  41  weeks.  Each  patient  re- 
ceived Ampicillin  as  an  intramuscular  dose  of  500 
mg.  With  the  exception  of  11  patients,  the  medi- 
cation was  administered  during  labor.  Samples  of 
blood  were  obtained  simultaneously  from  the 
mother  and  umbilical  cord  at  delivery.  The  time 
interval  from  drug  administration  to  collection  of 
specimens  varied  from  15  minutes  to  19  hours. 
Amniotic  fluid  was  obtained  by  amniocentesis  in 

*This  study  was  performed  in  the  Department  of  Obstetrics 
and  Gynecology,  Pennsylvania  Hospital,  Philadelphia, 
Pennsylvania.  Capt.  Bolognese  is  presently  at  Williams 
Air  Force  Base,  Arizona. 


the  remaining  11  gravidas  prior  to  labor.  The 
interval  between  drug  injection  and  amniocentesis 
ranged  from  1 to  TVz  hours. 

Ampicillin  levels  were  assayed  by  the  cup- 
and-plate  method  using  Sarcina  Lutea  ATC  9341 
as  the  test  organism.  Results  were  recorded  with 
a confidence  of  plus  or  minus  10  per  cent  margin 
of  error. 

Results 

Ampicillin  was  detected  in  the  umbilical  blood 
(fetal  serum)  at  % hour  and  as  late  as  19  hours 
following  drug  administration.  Peak  concentration 
occurred  between  1 and  iy4  hours  at  a level  of 
2.34  ug. 

In  the  maternal  serum  maximum  values  varied 
from  % to  1 hour  with  the  highest  level,  9.72  ug 
recorded  at  Vz  hour.  By  13  hours,  the  drug  was  not 
detectable  in  the  maternal  blood.  (See  Table  1.) 


TABLE  1 

Ampicillin  levels  in  maternal  serum 
following  500  mgm  intramuscular. 


Time 

(hours) 

No.  of 

Determinations 

Maternal  value 
(ug/ml) 

1/4 

1 

2.430 

1/2 

2 

9.72,  3.735 

1 

5 8.10, 7.83, 

4.59,  3.96,  2.09 

11/4 

2 

2.97,  2.43 

11/2 

1 

3.375 

2 

2 

3.24,  2.835 

21/4 

1 

2.07 

21/2 

1 

1.50 

3 

1 

0.975 

31/4 

1 

0.490 

4 

2 

1.05,  0.795 

41/2 

2 

0.75,  0.404 

5 

2 

0.71,  0.390 

5 ¥2 

1 

0.32 

6 

1 

0.17 

6 ¥2 

1 

0.114 

7 

1 

0.22 

8 

1 

0.30 

101/2 

1 

0.027 

72 


Rocky  Mountain  Medical  Journal 


The  levels  of  maternal  and  fetal  Ampicillin 
were  generally  parallel  although  the  maximum 
maternal  concentration  was  achieved  40  minutes 
earlier.  Amniotic  fluid  levels  of  the  antibiotic, 
however,  first  appeared  at  1 hour  and  gradually 
increased  with  the  highest  value  recorded  at  7^/2 
hours.  No  further  samples  were  obtained  beyond 
this  time  and  thus  it  was  not  possible  to  determine 
the  possibility  of  a suitable  peak  amniotic  fluid 
value  (Table  2). 

TABLE  2 


Ampicillin  levels  in  fetal  serum  and 
amniotic  fluid 


Time 

(hours) 

Fetal  serum 
(ug/ml) 

Amniotic  fluid 
(ug/ml) 

V4 

0.430 

V2 

1.32,  0.46,  0.290 

1 

1.89,  1.155, 
0.354,  0.22 

0.153 

11/4 

2.34,  1.86 

2 

1.32,  0.545 

0.87 

2y4 

1.32 

0.665 

2y2 

1.335 

3 

0.38 

1.38 

31/4 

0.44 

3y2 

1.08 

4 

1.08,  0.43 

2.34,  1.29,  1.23 

41/2 

0.26,  0.166 

5 

0.63 

51/4 

0.449 

5y2 

2.34 

6 

0.38,  0.28 

2.43 

6y2 

0.147 

7 

0.66,  0.108 

7y2 

2.88 

8 

0.225 

101/2 

0.0295 

13 

0.084 

19 

0.042 

Discussion 

The  ability  of  Ampicillin  to  readily  tra- 
verse the  placenta  as  demonstrated  in  this 
study  is  in  agreement  with  previous  re- 
ports.®® However,  several  questions  remain 
to  be  answered.  Is  Ampicillin  effective  against 
the  organisms  encountered  following  pro- 
longed rupture  of  the  membranes?  What 
body  or  fluid  levels  are  necessary  to  assure 
adequate  inhibition? 

McCallum  and  Govan^®  isolated  the  fecal 
organisms,  E.  coli  and  Streptococcus  fecalis 
predominantly,  most  commonly  in  patients 
with  premature  rupture  of  the  membranes 
and  prolonged  labor.  The  frequency  of  gram 


negative  coliform  bacteria  associated  with 
intrauterine  infection  also  has  been  reported 
by  Pryles  and  associates.^  Ampicillin  has  been 
shown  to  be  effective  against  the  majority  of 
E.  coli  strains  and  Streptococcus  fecalis.  At 
Pennsylvania  Hospital,  the  sensitivity  in  vitro 
of  E.  coli  to  Ampicillin  from  the  various  types 
of  infection  has  been  74  per  cent  over  a six- 
month  period. 

Robinson  and  Stevens^  have  reported  that 
concentration  of  Ampicillin  of  5 ug  per  ml 
is  required  to  inhibit  E.  coli  and  Streptococ- 
cus fecalis.  Hence,  this  critical  level  is  nec- 
essary for  effectiveness  in  prolonged  rupture 
of  membranes.  In  this  study,  only  three  grav- 
idas achieved  a 5 ug  level,  but  in  no  instance 
was  this  value  demonstrated  in  the  fetus  or 
amniotic  fluid,  a finding  in  agreement  with 
that  of  Still  and  Adamson.®  These  investi- 
gators increased  the  intramuscular  dosage  to 
750  mg  and  only  one  of  37  cord  blood  speci- 
mens was  recorded  above  the  5 ug  concentra- 
tion. 

Ampicillin  given  orally  in  various  doses 
during  labor  achieved  lower  values  than  re- 
corded by  intramuscular  administration.®- 
More  encouraging  results  have  been  reported 
using  the  antibiotic  intravenously.  In  two 
studies,  500  mg  of  Ampicillin  given  intra- 
venously achieved  fetal  levels  greater  than 
5 ug  per  ml  in  four  of  ten  and  one  of  seven 
instances,  respectively.®-  This  concentration 
occurred  within  the  first  hour  but  rapidly 
diminished  thereafter.  Thus,  the  intravenous 
use  of  Ampicillin  would  seem  to  be  the  meth- 
od of  choice  if  the  critical  level  could  be 
maintained  by  periodic  or  continuous  high 
dose  infusion. 

Another  answer  may  be  the  addition  of 
Probenecid  which  has  been  reported  to  delay 
the  excretion  of  Ampicillin  and  produce 
higher  and  prolonged  serum  values.^®  The 
fetal  effects  of  Probenecid  are  not  yet  known. 

The  gradual  increase  in  Ampicillin  con- 
centration of  the  amniotic  fluid,  while  fetal 
and  maternal  levels  are  falling,  has  been 
noted  by  other  investigators.®-  ® Whether 
this  represents  a maternal  contribution  or 
excretion  of  the  drug  via  the  fetal  urine 
remains  an  unsettled  issue;’’-  ® however,  the 
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amniotic  fluid  does  serve  as  a reservoir  with 
levels  of  almost  3 ug  in  the  present  study 
and  6 ug  when  the  drug  is  administered  intra- 
venously.® This  reservoir  effect  could  inhibit 
fetal  sepsis  if  it  is  preceded  by  chorioamni- 
onitis. 


Ampicillin  administered  intramuscularly 
at  a dose  of  500  mg  readily  traverses  the 
placenta;  however,  the  levels  attained  in 
fetal  serum  and  amniotic  fluid  are  not  ade- 
quate to  inhibit  the  E.  coli  and  Streptococcus 
fecalis.  The  critical  level  of  5 ug/ml  is 
achieved  for  several  hours  by  the  intravenous 
use  of  Ampicillin.  Additional  investigation 
is  needed  to  determine  if  continuous  high 
dose  infusion  or  the  use  of  Probenecid  to 
delay  excretion  will  maintain  inhibitory 
levels  of  Ampicillin  for  use  in  prevention  or 
treatment  of  fetal  sepsis.  • 


Summary 


It  may  be  concluded  that  the  use  of 
Ampicillin  by  oral  or  intramuscular  admin- 
istration is  of  little  value  in  the  prevention 
and/or  treatment  of  sepsis  following  pro- 
longed rupture  of  the  membranes.  The  addi- 
tion of  Probenecid  or  the  administration  of 
Ampicillin  intravenously  in  periodic  or  con- 
tinuous high  doses  may  yet  answer  a persist- 
ing obstetrical  problem.  Further  investigation 
is  necessary. 


The  author  expresses  his  appreciation  to  Wyeth  Labor- 
atories, Radnor,  Pennsylvania,  for  the  supplies  of  Ampi- 
cillin and  drug  assays. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride.  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  SinglefM 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company, 
Indianapolis 


I 


'Upper  respiratory  infection!  I thought  everything  was  a ‘virus’  these  days.’ 


when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  {6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y, 


ORGANIZATION 


Children’s  Hospital,  Denver 
Expanded  Out-Patient  Facilities 

In  the  past  five  years,  the  Denver  Children’s 
Hospital  has  been  extending  the  scope  of  its  am- 
bulatory services.  A new  building,  entirely  devoted 
to  OPD  function,  has  been  in  use  for  one  year,  and 
is  integrated  closely  with  the  laboratory,  radio- 
logical, and  other  vital  departments  of  the  hospital. 

Interested  physicians  should  be  aware  of  this 
aspect  of  Children’s  Hospital  service  to  the  medical 
community.  Currently  it  is  conducting  clinics  in 
the  following  spheres: 

Allergy  Clinic 

Audiology  and  Speech  Pathology 

Amputee  Clinic 

Cardiac  Chnic 

Cerebral  Palsy  Clinic 

Chest  Clinic 

Child  Guidance  Center 

Dental  Clinic 

Developmental  and  Evaluation  Clinic 
Ear,  Nose  and  Throat  Clinic 
Endocrine-Metabolic  Clinic 
Eye  Clinic 
Hematology  Clinic 
Neurology  Clinic 
Orthopedic  Clinic 
Psychology  Department 
Therapy 
Evaluations 
Parent  Conferences 
Spinal  Defects  Clinic 
Surgery  Clinic 
Tumor  Clinic 

The  chnics  are  available  on  a REFERRAL  BA- 
SIS to  physicians  in  Metropolitan  Denver  and 
surrounding  states  for  diagnostic  examination  and 
consultation,  follow-up  care  and  direction,  if  de- 
sired, and  most  rehabilitative  procedures. 

Pediatric  sub-specialty  consultation  is  avail- 
able in  the  fields  of: 

Adolescent  Medicine 
Cardiologj' 

Hematologj^ 

Gastroenterology 
Developmental  Problems 
Metabolic  Disease 
Endocrinology 
Neonatolog>' 

Psychology  and  Child  Guidance 
Hearing  and  Language  Disorders 


All  inquiries  regarding  eligibility  and  appoint- 
ment should  be  directed  to: 

Seymour  E.  Wheelock,  M.D. 

Director  of  Ambulatory  Services 

Children’s  Hospital 

Denver,  Colorado 

In  offering  the  resources  of  Children’s  Hospital 
beyond  the  limits  of  Metropolitan  Denver,  the  chil- 
dren of  this  area  will  be  able  to  avail  themselves 
more  fully  of  what  modern  ambulatory  pediatric 
medicine  has  to  offer  the  troubled  child  who  may 
not  need  hospitalization. 

Seymour  E.  Wheelock,  MD 
Director  of  Ambulatory  Services 
Frank  J.  Cozzetto,  MD 
Medical  Director 

American  Medical  Association  and 
Research  Foundation 

Since  1951,  more  than  $19  million  in  gifts  from 
American  physicians,  their  families  and  friends 
has  been  contributed  to  medical  education  through 
the  AMA-ERF  by  way  of  state  medical  societies. 
The  1968  contribution  to  the  CU  Medical  School  in 
eluded  $7,744.71  in  gifts  earmarked  for  the  school 
by  contributors  plus  $1,956.60  donated  to  each  four- 
year  medical  school  from  unearmarked  gifts. 


Dr.  Henry  H.  Zeigel  of  Collbran  (right),  president 
of  the  Colorado  Medical  Society,  presents  a check 
for  $9,701.31  from  the  American  Medical  Assn.  Edu- 
cation and  Research  Foundation  to  Dr.  John  J. 
Conger,  vice  president  for  medical  affairs  and  dean 
of  the  University  of  Colorado  School  of  Medicine. 
The  gift  represents  the  school’s  portion  of  $978,- 
907.95  in  support  the  AMA-ERF  is  distributing  this 
year  to  the  medical  schools  of  the  United  States 
and  Canada. 
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James  R.  Amend  of  Colorado 
Wins  ASMT’s  Corning  Award 

James  R.  Amend  of  Aurora,  Colo.,  was  named 
recipient  of  the  1968  Corning  Award  as  the  most 
outstanding  medical  technologist  of  the  year.  He 
is  a research  medical  technologist  in  the  Surgical 
Research  Laboratory  of  the  U.  S.  Veterans’  Ad- 
ministration Hospital  at  Denver. 

The  announcement  was  made  recently  at  the 
convention  of  the  American  Society  of  Medical 
Technologists  at  Houston,  Texas. 

The  Corning  Award,  the  most  coveted  honor 
among  the  nation’s  medical  technologists,  is  sym- 
bolized by  an  especially  engraved  vase  of  Steuben 
Glass  and  a $500  cash  award.  These  are  gifts  of 
the  Laboratory  Products  Department  of  Corning 
Glass  Works. 


Pacific  Northwest  Regional 
Health  Sciences  Library* 

Medical  library  service  will  be  available  to 
every  physician  in  Oregon,  Washington  and  Idaho, 
after  October  1.  The  Health  Sciences  Library  at 
the  University  of  Washington  School  of  Medicine 
has  been  designated  the  Pacific  Northwest  Region- 
al Health  Sciences  Library  to  serve  physicians, 
dentists,  nurses,  and  others  in  the  health  pro- 
fessions, in  Alaska,  Idaho,  Montana,  Oregon  and 
Washington.  Service  of  regional  libraries,  unlike 
regional  medical  programs,  will  not  go  beyond 
borders  of  the  designated  states. 

Mr.  Gerald  J.  Oppenheimer,  Director  of  the 
Health  Sciences  Library  at  the  University  of 
Washington,  has  been  planning  this  service  for 
several  years  and  is  now  expanding  his  staff  to 
meet  the  needs  of  the  region  to  be  served.  He  will 
improve  and  expand  both  the  interlibrary  loan 
service  and  the  reference  service.  Time  required 
for  meeting  interlibrary  loan  requests  will  be  cut 
to  one  day.  Requests  received  in  the  morning  will 
be  processed  and  the  requested  materials  shipped 
that  afternoon,  in  most  cases.  Full  range  of  refer- 
ence services  will  be  provided.  This  will  include 
compiling  of  bibliographies,  answering  requests 
for  information  or  for  bibliographic  citations,  or 
whatever  is  required.  Evaluative  service,  how- 
ever, will  not  be  available,  at  least  at  first.  This 
means  that  references  supplied  will  not  be  ranked 
in  order  of  value  by  the  library. 

Service  provided  will  depend  on  the  type  of  re- 
quest received.  If  there  is  a request  for  bibliog- 
raphy, a list  of  references  will  be  supplied.  If  ar- 
ticles on  a given  subject  are  requested,  photocopies 
of  one  or  more  articles  will  be  sent. 

♦Note  that  Montana  will  have  this  service  and  there  will 
be  no  overlap  of  library  regions. 


An  important  factor  in  developing  the  service 
will  be  the  feedback  from  those  using  it.  Aim  of 
the  library  is  to  provide  the  type  and  quality  of 
service  needed  by  physicians  in  the  region. 

Reference  librarians  have  difficulty  in  giving 
the  service  when  requests  are  vague  or  not  spe- 
cific. For  example,  a request  bearing  the  single 
word  arthritis  would  give  the  searcher  no  place 
to  start.  Mr.  Oppenheimer  will  have  a request 
form  prepared  that  will  facilitate  the  process  of 
supplying  useful  material. 

The  Library  will  use  the  most  rapid  means  of 
communication  available.  Installation  of  TWX 
equipment  has  been  ordered.  The  equipment  will 
tie  to  the  Medical  School  Library  at  the  University 
of  Oregon  Medical  School.  Interchange  of  informa- 
tion will  be  necessary  as  the  two  libraries  co- 
operate. Direct  contact  with  the  National  Library 
of  Medicine,  Washington,  D.  C.,  will  be  another  ad- 
vantage of  the  TWX  equipment.  Any  library  or 
hospital  in  the  region  installing  similar  equip- 
ment will  cut  the  time  required.  This  will  make 
the  Health  Sciences  Library  available  at  any  time. 

The  term  interlibrary  loan  means  more  than 
the  words  imply.  Service  is  not  necessarily  limited 
to  libraries.  Requests  from  institutions  are  honored, 
even  though  the  institution  may  not  have  a li- 
brary. Requests  from  physicians  will  also  be  hon- 
ored, and  the  service  will  be  called  an  interlihrary 
loan. 

Accession  lists  will  be  provided  on  a regular 
basis  and  announcements  of  services  and  other 
news  items  will  be  sent  out  from  the  Library  when 
necessary.  The  Health  Sciences  Library  will  not 
be  just  a resource  library,  but  will  become  the 
center  of  a library  network  in  the  region.  Others 
will  be  encouraged  to  establish  libraries  and  di- 
rectors of  existing  libraries  will  be  given  help  in 
expanding  the  services  they  render.  There  will  be 
short  term  training  opportunities  at  central  loca- 
tion, either  in  Seattle  or  elsewhere  and  a traveling 
representative  will  see  hospital  administrators  and 
librarians  to  discuss  ways  in  which  the  Health 
Sciences  Library  can  help  them.  Assistance  on  buy- 
ing, and  on  establishing  a good  journal  list  will 
be  one  of  the  services  to  be  offered. 

The  regional  library  program  was  designed  to 
give  quality  library  service  to  all  physicians.  In 
order  to  meet  that  criterion,  photocopies  of  articles 
will  be  provided,  without  charge,  to  physicians 
practicing  outside  the  greater  Seattle  area.  Such 
copies  will  not  be  provided  to  Seattle  physicians 
who,  of  course,  have  always  had  access  to  good 
library  service  and  may  use  the  Health  Sciences 
Library  in  normal  manner. 

Mr.  Oppenheimer  will  provide  full  informa- 
tion on  the  operation  of  the  library  service  to  all 
physicians  and  other  interested  persons  before  the 
effective  date  of  October  1. 
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A SERVICE  FOR  JOURNAL  SUBSCRIBERS 


DENVER  MEDICAL  SOCIETY  LIBRARY 


The  Denver  Medical  Society  Library'  is  ranked  among  the  ten  leading  society-owned  libraries  in  the 
country. 

It  is  maintained  and  operated  by  its  members  for  their  use  and,  by  reciprocal  agreement  with  the  Colo- 
rado Medical  Society,  for  the  use  of  physicians  whose  state  Associations  participate  in  the  publication  of 
the  Rocky  Mountain  Medical  Journal. 

The  collection  contains  approximately  50,000  volumes  and  receives  more  than  600  medical  journals 
monthly. 

The  Library  provides  medical  reference  service  (limited  to  a three-year  search  unless  otherwise  in- 
structed). Physicians  may  come  by,  write,  telephone  or  telegraph  their  requests  for  material.  Items  will  be 
mailed  on  the  day  requested,  if  at  all  possible.  Cost:  Postal  rates  for  “Educational  Material,”  presently 
10c  first  pound  and  5c  each  additional  pound  or  fraction.  Photocopies  of  articles  can  be  supplied  at  10c 
per  page. 

Denver  Medical  Society  Library,  1601  East  19th  Avenue,  Denver,  Colorado  80218 

Phone:  222*5817  (Area  Code  303) 
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Montana-Wyoming  Chapter  of  the  American 
College  of  Surgeons 

Northern  Hotel,  Billings,  Montana 
August  23-24,  1968 

The  guest  speakers  are  Dr.  Deward  O.  Ferris,  De- 
partment of  Surgery,  Mayo  Clinic,  and  Dr.  Jaime 
Paris  of  the  Department  of  Medicine,  Mayo  Clinic, 
Piochester,  Minnesota.  In  addition,  papers  will  be 
presented  by  various  physicians  from  Montana 
and  Wyoming. 

20th  Annual  Cancer  Seminar 

Broadmoor  Hotel 
November  2,  1968 

Tumors  of  the  Mediastinum  and  Lung 

Manuel  Viamonte,  Jr.,  M.D.,  guest  Roentgenologist; 
A.  Liebow,  M.D.,  guest  Pathologist.  No  fee.  The 
seminar  is  open  to  all  Radiologists,  Pathologists, 
Thoracic  Surgeons  and  Residents-in-Training. 


Sixth  National  Cancer  Conference 
Sponsored  by  the  American  Cancer  Society  and 
the  National  Cancer  Institute 

Denver  Hilton  Hotel 
Denver,  Colorado 
September  18-20,  1968 

All  members  of  the  medical  and  related  profes- 
sions, research  investigators  and  medical  students 
are  invited  to  attend  this  conference.  There  is  no 
registration  fee.  Preregistration  is  requested  but 
not  required. 

for  further  information  write; 

Roald  N.  Grant,  M.D.,  Coordinator,  Sixth  National 
Cancer  Conference,  c/o  American  Cancer  Society, 
219  East  42nd  Street,  New  York,  New  York  10017. 

Intensive  Coronary  Care — 

A Symposium  for  Physicians 

University  of  Montana,  Missoula 
October  7-10,  1968 
February  3-6,  1969 

The  Nurse  and  Intensive  Coronary  Care 
St.  Patrick  Hospital  and  the 

University  of  Montana,  Missoula 

November  4-15,  1968 
February  17-28,  1969 


Rocky  Mountain  Medical  Journal 


Pediatric  Challenges 

Denver  Children’s  Hospital  and  Department  of 
Pediatrics,  University  of  New  Mexico 

Taos,  New  Mexico 
September  28-29,  1968 

Morning  only  seminars  on  scientific  and  social 
subjects  will  be  led  by  Frank  Cozzetto,  M.D.,  Den- 
ver Children’s  Hospital;  Henry  Barnett,  M.D.,  Al- 
bert Einstein  Medical  Center;  Norman  Kretchmer, 
M.D.,  Stanford  University  Medical  Center  and  Ed- 
ward Mortimer,  Jr.,  M.D.,  University  of  New 
Mexico. 

Registration  limited — $40  fee 

Write  Joseph  Butterfield,  M.D.,  Children’s  Hos- 
pital, 19th  at  Downing,  Denver,  Colorado  80218 

The  Children’s  Hospital  of  Denver 
Department  of  Neonatology 

Perinatal  Cardiac  & Respiratory  Emergencies 
November  15-16,  1968 
Denver  Children’s  Hospital 
Denver 

Western  Society  for  Pediatric  Research 

November  25-26,  1968 

Denver 

Aspen  Conference  on  The  Newborn 

February  10-11,  1969 

Aspen 

Pediatric  Orthopedics 
March  20-21,  1969 
Denver 

21  St  Annual  Summer  Clinics 

June,  1969 

Vail 


Lectures  In  Clinical  Nutrition — 

Sponsored  by  American  Medical  Association 

The  Effects  of  Iron  Deficiency  and  Iron  Excess 

Dr.  Ernest  Beutler,  Chairman  of  the  Division  of 
Medicine  at  the  City  of  Hope  Medical  Center, 
Duarte,  Calif. 

Eastern  New  Mexico  University,  Portales 
(10/15/68) 

Adaptation  of  Man  to  Nutritional  Stress:  Response 
to  Maximum  and  Minimum  Protein  Intake 
Dr.  Sheldon  Margen,  Professor  of  Human  Nutri- 
tion, Department  of  Nutritional  Sciences,  Uni- 
versity of  California. 

Montana  State  University,  Bozeman  (11/6/68) 
University  of  Montana,  Missoula  (11/7/68) 
Brigham  Young  University,  Provo,  Utah  (11/20/68) 
Utah  State  University,  Logan  (11/21/68) 

Nutrition  and  Growth:  Energy  Needs  and  Effects 
of  Disease 

Dr.  Malcolm  Holliday,  Professor  of  Pediatrics,  Uni- 
versity of  California  School  of  Medicine. 

Colorado  State  University,  Fort  Collins  (11/21/68) 
Colorado  State  College,  Greeley  (11/22/68) 

The  following  schools  will  also  be  participating  in 
the  program: 

Western  State  College,  Gunnison,  Colorado 
New  Mexico  Highlands  University,  Las  Vegas, 
New  Mexico 

New  Mexico  State  University,  Las  Cruces,  New 
Mexico 

For  further  information  concerning  these  lectures, 
contact: 

Theresa  Mondeika,  Assistant  Director,  Section  on 
Nutrition  Information,  American  Medical  Associa- 
tion, 535  No.  Dearborn  St.,  Chicago,  111.  60610. 


j NOTICE 

i WATCH  FOR  THE  ROCKY  MOUNTAIN  MEDICAL  DIRECTORY  j 

I RETURN  POST  CARD  which  will  be  in  the  NOVEMBER  1968  issue  of  f 

: ? 

I our  journal.  I 

? i 

I If  your  1968  Directory  listing  is  inaccurate,  or  if  you  are  not  listed,  this  t 

i card  MUST  BE  RETURNED  so  that  your  1969  Directory  listing  may  be  r 

I included  correctly.  I 
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Serpasil  - bsidrix 

#2  Tablets 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

# 1 Tablets 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


Cl  BA  Pharmaceutical  Company,  Summit,  N:.J. 


C I B A 


Montana 

Armon  M.  Meis,  M.D.,  Hamilton,  Montana,  died 
on  May  31,  1968.  Doctor  Meis  was  born  on  De- 
cember 14,  1910,  in  Enid,  Oklahoma.  He  received 
his  A.B.  degree  in  1938  from  Phillips  University 
and  his  M.D.  degree  in  1943  from  the  University  of 
Oklahoma  School  of  Medicine.  Doctor  Meis  was  li- 
censed to  practice  in  Montana  during  1947  when  he 
located  in  Hamilton  for  the  general  practice  of 
medicine. 

Harry  Joseph  McGregor,  M.D.,  Great  Falls,  died 
on  June  7,  1968,  after  a lengthy  illness.  Doctor 
McGregor  was  born  in  Davenport,  Iowa,  on  De- 
cember 3,  1889.  He  received  his  M.D.  degree  from 
the  University  of  Iowa  College  of  Medicine  in  1910. 
After  practicing  for  a short  time  in  Nevada,  he 
moved  to  Choteau,  Montana,  in  1911.  He  remained 
in  Choteau  until  1927  when  he  moved  to  Great 
Falls.  He  continued  the  active  practice  of  medi- 
cine in  Great  Falls  until  1962  when  he  retired. 
Doctor  McGregor  was  especially  active  in  the  de- 
velopment of  the  Central  Montana  highways  and 
for  over  twenty  years  was  president  of  the  Cen- 
tral Montana  Highway  Association.  In  1935,  Doctor 
McGregor  was  appointed  a member  of  the  Mon- 
tana Highway  Commission  and  served  as  its  chair- 
man for  several  years.  During  his  term  of  office  as 
chairman  of  this  commission,  he  initiated  the  Mon- 
tana Highway  Patrol.  He  also  served  as  a captain 
in  the  Montana  National  Guard  and  was  called  to 
active  duty  on  several  occasions. 

Colorado 

Dr.  Robert  W.  Truscott,  a Denver  specialist  in 
internal  medicine,  died  June  9,  1968  after  suffer- 
ing a heart  attack  at  the  family  cabin  near  Alien- 
spark,  Colo. 

He  was  born  on  Nov.  20,  1917,  in  Salida,  Colo., 
and  attended  public  schools  there.  He  was  grad- 
uated from  the  University  of  Colorado  in  1938  and 
received  his  medical  degree  from  the  CU  School 
of  Medicine  in  1942.  He  had  practiced  in  Denver 
since  1945. 

During  World  War  II,  Dr.  Truscott  was  a Navy 
medical  officer  with  the  3rd  Marine  Division. 

Dr.  Truscott  married  the  former  Isabelle  Dav- 
enport in  1945. 

Survivors,  in  addition  to  his  widow,  include  a 
son,  Hayden  Truscott,  who  lives  at  home. 


• You 
Can 
Order 

REPRINTS 

of  any  feature  article  or  adver- 
tisement appearing  in  The  Rocky 
Mountain  Medical  Journal. 

Orders  must  be  placed  with- 
in 15  days  after  date  of  pub- 
lication. Minimum  charge 
applies  for  100  copies  or 
less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1809  East  18th  Avenue 
Denver,  Colorado  80218 
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^eard 

Wishes  to  express  appreciation  to  all  physicians,  your  nurses  and  office  personnel 
for  your  friendly  reception,  for  your  acceptance  of  our  products  and  your  prescribing 
of  them  through  both  your  retail  and  hospital  pharmacies.  If  we  can  be  of  further 
service  to  you  please  write  or  call  us.  Again,  we  say  thank  you. 

Glynn  A.  Beard 

PHARMACEUTICAL  SPECIALTIES 

3064  So.  Ash,  Denver,  Colo.  80222  Phone  756-6536 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 


Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 

Saif  Lake  City,  Utah 
21  Kensingfon  Street,  485-8262 


Medical  X-Ray  Equipment 
Accessories  & Film 


Albuquerque,  New  Mexico  Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288  Nuclear  Instrumentation 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASIVflN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE^>^  Applicator  with  the  Blue  Handle 
Precautions — Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  ui  write  Medical  Advisory  Dept.. 
Lederle  Laboratories.  Pearl  River,  New  York  10965  406-8 
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Protect  your  family  now  with  low-cost 
Disability  Income  Protection  from  CMS 


Sickness  and  accidents  can  strike 
any  time,  anywhere!  That's  why 
you  need  to  protect  your  family 
now  with  the  Colorado  Medicol 
Society's  low-cost  disability  income 
plan. 

PAYS  up  to  $800.00  a month 
when  you're  sick  or  hurt  ond  can't 
work. 

For  full  details,  complete  ond  mail 
the  coupon  below  today. 


Save  time,  save  money  with 
MEDIPHONE! 

Mediphone  is  Mutual  of  Omaha's 
new  service  for  doctors  that  con 
save  you  time  and  money.  Now,  to 
furnish  Mutual  of  Omaha  the  in- 
formation necessary  to  qualify  an 
applicant  for  insurance,  you  simply 
dictate  the  information  requested 
into  your  telephone,  relieving  you 


and  your  staff  of  burdensome, 
time-consuming  work.  To  use 
Mediphone,  call  402  — 342-7530 
collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered 
how  helpful  Mediphone  con  be  in 
cutting  down  on  paper  work.  Find 
out  how  Mediphone  can  help  you. 
Send  for  a free  pamphlet  describ- 
ing Mediphone  today. 


Mutuol 


The  Oompang  that  pags 

1 my  free 

1 

Life  Insurance  Affiliate;  United  of  Omaha 

1 Name.... 

1 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

HOME  OFFICE;  OMAHA,  NEBRASKA 

■ Address.. 

B 

1 

1168-269 

! City 

Vincent  Anderson  Agency 

Mutual  of  Omaho 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colo.  80202 

Please  rush  me  full  details  on  the  Society's  Disability  Income  Plan  plus 


.Z,p. 


PREMIUM 

QUALITY 

AT  ITS  BEST... 

Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 

HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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He  knows  best  what’s  best 
for  a profitable  practice 


He  should  . . . He’s  your  local  representative 
from  Professional  Management  Midwest.  He  has 
at  his  disposal  over  22  years  accumulation  of 
sound  solutions  to  practice  management  problems. 

He’s  had  extensive  training  which  prepares  him 
to  provide  you  with  profitable  counsel  in  all  phases 
of  practice  management  and  personal  financial 
planning. 

Your  PMM  representative  has  only  one  reason 
to  be  in  business  ...  to  help  you.  Ask  him  how 
he  can  help  you  make  your  practice  more  enjoy- 
able and  profitable.  Schedule  a get-acquainted 
conference  with  your  PMM  representative  . . . 
call  him  today. 


PROFESSIONAL  MANAGEMENT  MIDWEST 

13701  Braun  Drive 

Phone:  623-3053 

Golden,  Colorado  80401  2-5-8-68 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4<8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 


CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McQellan.  M.D. 
James  E.  Edwards,  M.D. 
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Colorado  Medical  Society 

OFFICERS  1967-6* — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969);  Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Witham,  Craig,  Dirc.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vico  Speaker,  Bouse  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate:  W.  Bernard  Yegge,  Denver. 

Historian:  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings 
President-Elect:  Mark  B.  Listerud,  Wolf  Point 
Vice-President:  Oscar  A.  Swenson,  Sidney 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  BiUings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Alfred  M.  Fulton,  Chairman,  Billings; 
Herbert  T.  Caraway,  Billings;  Paul  J.  Gans,  Lewistown; 
William  S.  Harper.  Helena;  Mark  B.  Listerud,  Wolf  Point; 
John  A.  Newman,  Butte;  Oscar  A.  Swenson,  Sidney;  Robert 
W.  Thometz,  Butte;  A.  L.  Vadheim,  Bozeman 
Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr..  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L. 
Russell  Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  Billings  59103.  Office  Telephone  259-2585 

Nevada  State  Medical  Association 

OFFICERS — 1967-6* — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor.  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  Earl  B.  Flanagan,  Carlsbad 
President-Elect:  Hugh  B.  Woodward,  Albuqueixiue 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque 
Immediate  Past-President:  Emmit  M.  Jennings,  Roswell 
Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albuquerque 
Vice  Speaker,  House  of  Delegates:  William  J.  Hossley,  Deming 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1, 
1967  to  December  31,  1970 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albu- 
querque, January  1,  1967  to  December  31,  1968 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Assistant  Scientific  Editor  for  New  Mexico:  William  S.  Cur- 
ran, Albuquerque. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 


Utah  State  Medical  Association 

OFFICERS  1967-6* — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  Box  Elder  County  Medical  Society.  W.  R. 
Merrell,  Brigham  City,  1969;  Cache  Valley  Medical  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society. 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1^9;  Salt  Lake  County 
Medical  Society,  RusseU  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton, 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1%8;  Weber  County  Medical  Society,  L.  D.  Nelson. 
Ogden,  1970. 

Immediate  Past  President;  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates;  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 
Horald  Bowrman,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 
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WANT  ADS 


OPHTHALMOLOGIST,  55,  Board  Qualified,  desires  relocation. 

Association  with  older  physician  or  purchase  of  established 
practice.  Available  January  1969.  Colorado  or  Nevada.  Reply 
to  Box  768-9-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  768-9-3B 


M.D.  WANTED.  Partnership  dissolving.  Senior  member  retiring. 

Small  town  in  the  beautiful  San  Luis  Valley  in  Colorado. 
Ideal  fishing  and  hunting.  Newly  completed  addition  to 
excellent  50-bed  hospital  used  regularly  by  6 M.D.’s  including 
radiologist.  Propose  salary  for  3-6  months  then  work  into 
full  partnership.  WiU  exchange  references.  Contact  H.  W.  Roth, 
M.D.,  or  C.  A.  Cassidy,  M.D.,  604  Third  Ave.,  Monte  Vista, 
Colorado  81144,  852-3552  268-5-TF 


GENERAL  SURGEON ; Board  certified  or  eligible  for  group 
in  central  Wyoming.  Prefer  young  man  with  military  obli- 
gation completed;  salary  leading  to  early  partnership.  Well 
equipped  facilities  include  a 65  bed  J.C.H.A.  accredited  county 
hospital.  Progressive  community,  new  Jr.  college,  area  popu- 
lation 20,000;  unlimited  outdoor  recreational  opportunities. 
Send  resume  and  references  to  Medical  Director,  Wind  River 
Medical  Group,  1202  East  Jackson,  Riverton,  Wyoming  82501. 

768-5-2B 


WANTED:  Old  used  ophthalmological  instruments  and  equip- 
ment regardless  of  state  of  repair.  I want  these  as  a gift 
to  tranship  to  an  old  South  American  University  where  they 
are  desperately  needed.  Send  them  either  directly  to  the 
hospital  or  to  me.  Dr.  Morris  Kaplan,  3705  E.  Colfax,  Denver, 
Colorado  802o6.  (303)  333-9191.  768-3-2 


OGALLALA,  NEBRASKA  ALL  AMERICAN  CITY  of  5,000 
has  fully  equipped  clinic  for  two  general  practitioners. 
Proven  income  potential.  Colorado  climate.  Located  on  inter- 
section of  4 highways  including  Interstate  80.  Hunting,  fish- 
ing and  golf.  Up  to  date  schools.  Hospital  capacity  being 
doubled  to  84  beds,  Box  627,  Ogallala,  Nebraska  69153.  768-4-3B 


WANTED:  Specialists  of  various  types  to  donate  their  old 
journals  to  the  Doctor  to  Doctor  Program.  Dr.  Morris 
Kaplan,  3705  E.  Colfax,  Denver,  Colorado  8o206.  (303)  333-9191. 

768-2-2 


FOR  SALE— 1964  G.  E.  X-Ray  200  MAS  with  all  x-ray  equip- 
ment. Phone  421-4212.  (Denver).  868-1-1 


OFFICE  EQUIPMENT  FOR  SALE;  Including  Aloe  Century 
examining  table  (like  new),  Castle  operating  light,  desks, 
small  surgical  instruments,  adult  and  pediatric  scales,  oto- 
scopes, hand  aneroids,  etc.  Also  30MA  X-ray  unit,  Mayo  stands, 
St.  Joseph’s  Hospital,  Denver,  Colorado  80218.  768-1-2 


OPPORTUNITY:  General  Practitioner,  General  Surgeon, 

Pediatrician  and  Internist,  weil  established  group,  six 
doctors  with  rapidly  expanding  practice.  Modern  clinic,  com- 
plete X-ray  and  Laboratory  facilities,  immediate  access  to 
accredited  hospitai.  Located  in  rapid  growth  area.  Southern 
Nevada,  11  miles  from  Las  Vegas.  Generous  salary,  fringe 
benefits  including  study  leave,  acceptance  into  partnership  in 
2 years.  Contact  Perry  Williams,  Henderson  Clinic,  67  Lake 
Mead  Drive,  Henderson,  Nevada  89015.  Area  Code  702,  tele- 
phone 565-8701.  668-2-3B 


NEED  LOCUM  TENENS  for  period  September  9th  through 
28th.  Family  type  internal  medicine  practice  in  Littleton, 
Colorado.  Phone  798-2436.  888-8-2 


OFFICE  EQUIPMENT  FOR  SALE:  30MA  X-ray  unit,  Burdick 
ECG,  surgical  instruments,  adult  scales  and  file  cabinets. 
Contact  G.  W.  Eklund,  M.D.,  377-4089  evenings.  Denver.  868-10-1 


FOR  SALE — Scales,  sygmometer,  instruments,  clamps,  specular, 
mirror,  B&L  microscope.  Call  RA  2-5069  for  appointment. 
Dr.  A.  W.  Metcalf.  868-9-1 


FOR  LEASE:  The  exclusive  hunting  and  fishing  rights  on 
more  than  15,000  acres  of  land  to  a group  of  up  to  30.  River, 
creeks,  reservoirs — lots  of  big  game.  Located  in  the  Walden, 
area.  Also,  summer  home  sites  for  sale.  Meyring  Livestock, 
Walden,  Colorado  (303  ) 723-4547  . 868-4-3B 


PHYSICIAN  AS  A PARTNER.  $60,000  gross  income  from  busi- 
ness. Bonus  at  end  of  year.  New  medical  building,  fully 
equipped.  Near  Medical  Center  of  Omaha,  Nebraska.  Call  col- 
lect (402  ) 426-4131  or  contact  Walter  E.  Goehring,  M.  D., 
1454  Colfax  Street,  Blair,  Nebraska.  868-2-lB 
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For  the  raedlcal  and.  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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RADIOLOGIST — Age  40;  Board  certified.  University  trained, 
7 years  experience;  desires  radiology  practice  or  association 
in  Colorado  or  adjacent  Rocky  Mountain  state.  Write  Box 
868-3-2B,  Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave., 
Denver,  Colorado  80218.  868-3-2B 


WONDERFUL  OPPORTUNITY  for  General  Practitioner  and 
General  Surgeon  in  small  New  Mexico  town.  Only  two  Doc- 
tors in  our  county.  Well  equipped  hospital  available.  Potential 
unlimited.  C.  P.  Austin,  M.D.,  201  South  Main,  Lordsburg,  New 
Mexico  88045.  868-5-1 


BOARD  CERTIFIED  OB-GYN  MAN  . . . weary  of  being  in  solo 
practice  for  twelve  years  . . . seeking  association.  Please 
reply  to  Box  868-6-1,  Rocky  Mountain  Medical  Journal,  1809 
E.  18th  Avenue,  Denver,  Colorado  80218  . 868-6-1 


FOR  SALE;  Completely  equipped  office  and  lucrative  practice 
in  Colorado.  Ideal  for  general  practice  and  obstetrics.  Near 
fabulous  skiing,  fishing  and  recreational  areas.  Please  reply 
to  Rocky  Mountaiiv  Medical  Journal,  Box  868-7-1,  1809  E.  18th 
Avenue,  Denver.  Colorado  80218.  868-7-1 
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Doctor? 
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Parafon  Forte  helps  to  relieve  pain, 

! restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, ^-2  yet  unlikely  to  produce  the  irritation  to  the 
; gastric  mucosa  so  often  associated  with  salicylate 
, therapy^ 

■ and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
' 6-hour  span  of  action^... to  retain  effectiveness  even 
ij  on  continued  administration^... but  not  likely  to  have 
! the  central  effects  of  tranquilizing  compounds.^ 

I Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 

Ipain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^TABiETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  Zi:316, 
1955.  2.  Goodman,  L.- S.,  and  Gilman,  A.,  ed.;  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  ai.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.-  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Thcr.  5:871, 

1964.  «U.S.  PATENT  NO.  2.e»S,877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  ’A  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine— to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen'  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2Vj  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  suifate,  0.031  mg.;  Codeine  Phosphate,  V*  gr.  (No.  2),  Vj  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re* 
iief  in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications;  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A IJ  ni^DIRIC 
RICHMOND,  VA.  23220  /I  11  l/UDI  1^  J 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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New 


Tegretol* 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  corona^  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  drug 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  treat- 
ment with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonom- 
etry, are  recommended  for  patients  being  treated  with  this  drug  since 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  with 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosis, 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  in 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre- 
quency, acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urine, 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome, 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythems 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema- 
tosus, gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexia, 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo- 
tension, syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effects 
are  drug-related  is  not  known.  However,  some  of  these  complications  have 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  be 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  meals, 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dose 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  hours 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  and 
1 200  mg.  per  24  hours  may  be  necessary.  1 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should  be 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820.A 

For  complete  details,  please  see  Prescribing  Information. 
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She  isn’t  burdened 
by  her  hypertension 
OT  her  therapy... 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
sedative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure^ ...  at  times  below  the  levels 
, attained  with  previous  therapy^;  (2)  “striking”  im- 
Iprovement  in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness^;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”^ 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings; 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide — Uzy  induce  electrolyte  imbalance;  when  used  with 
digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
ciency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
i produces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — for  signs  or  symptoms 

of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
' Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  ffe/?era/— Exercise  caution  in  coronary  artery  disease.  Ad- 
verse Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia. 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  BUTiserpazide®-25  or  Butiserpazide®-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  1.  Johnson,  H.  I.,  Jr.: 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide^25 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide^SO 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning;  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
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McNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bi>  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropr 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adeqt 
vitamin  Bi:  therapy  may  result  in  hematologic  remission  but  t 
rological  progression.  Adequate  doses  of  vitamin  Bi?  (parent! 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon*  [hemal 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  hall 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resists 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potei 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If  re! 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-ca 
massive  doses  of  vitamin  Bn,  may  be  necessary.  No  single  r 
men  fits  all  cases,  and  the  status  of  the  patient  observe^ 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Peri< 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


lical  and  laboratory  studies  are  considered  essential  and  are 
iji  lOmmended. 

rerse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
it  'duces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
ili  'ion.  Reducing  the  dose  and  administering  it  with  meals  will 
n*  'limize  these  effects. 

n*  'i  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
111  bwed  oral  administration  of  liver-stomach  material.  Instances 
apparent  allergic  sensitization  have  also  been  reported  after 
isO  'I  administration  of  folic  acid. 

jiage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
^ jidard  response  in  the  average  uncomplicated  case  of  perni- 
|js  anemia.) 

ifi  ' ^ 

ivd  IV  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
lefjinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [osaeea] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

r O (xhioridazine  HQ) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  Tht 
following  is  a brief  precautionary  statement. 
Contraindications : Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings ; Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reactioi 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions : There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  thi 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms ; nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticaria 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significan 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellarir 

(Thioridazine  HQ) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


SAKDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

tetracycline  phosphate 
connplex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic. 

(4)  those  on  long-term  tetracycline  therapy. 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complele  information 
consult  Official  Package  Circular.  Iiidicaiion.s:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Conlraindi- 
calions:  The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Hdrnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinfte  for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin, '5  ml..  60  ml.  bottles. 

i BRISTOL  LABORATORIES 

BRISTOL  I Division  of  Bristol-Myers  Company 

! Syracuse,  New  York  1 3201 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ . 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus— which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  I teaapoonful  (5  cc.)  ql2h. 

Children  {6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 


...but  his  other  symptoms: 
functional  somatic  complainte,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE™ 

MMintimuNE  HaiHSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

^ MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

VS/HERE  today’s  THEORY  IS  TOMORROVYS  THERAPY 


solved  by 

Mylanta 

aluminum  and  K!  magnesium  hydroxides  p/us  simethicone 

"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


Tn0  ulcer: 

antacid 


The  prolonged  acceptance  of  Myianta  was  recently 
confirmed  in  87.5%  of  104  patients — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindicatioit:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  tOi  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  ijierapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight;  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  tiieth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN^  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Only 

' ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
It's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  \way. 

Tubex  offers  these  unit  dose  ad  vantages: 


• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 

• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity  — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 

• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 

• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 


sterile  cartridge-needle  unit  ® 

Wyeth  Laboratories  Philadelphia,  Pa. 
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the  spasm 
reactors 
your  practice 
deserve 


each  tablet,  capsule  or 
5 cc.  of  elixir  (23%  alcohol) 


oscyamine  sulfate  0.1037  mg. 
ropine  sulfate  0.0194  mg. 

oscine  hydrobromide  0.0065  mg. 
enobarbital  (14  gr.)  16.2  mg. 
Earning ; may  be  habit  forming) 


each  Donnatal  each 
No.  2 Extentab® 

0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  “30”  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost.  Also  the  economy  size 
of  100.  Available  at  pharmacies  on  your  prescription  or 
recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220. 
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A simplified  approach 
to  the  practice  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic  i 
building  block  for  mild  hypertensives  i 


Excellent  day-long  output, 
yet  easy  on  the 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases.  i 


Once  a day,  every  day 

ENDURON 

IIHVCIOIHI/IZIOE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 


When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


i Once  a day,  every  day 

llENDURONYL 


METIIYHIAZIDE5nig.with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0,5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


P«yilNEHyDROCHLOIIID[25mg. 

withlTHyCLOTHIAZIDESmg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  801094 


ENDURON 

MEIHKIOIHIAZIDE 


ENDURONYi: 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  trig, 
with  Methyclothiazide  5 mg. 


/rrd/caf/ons— Moderate  to  severe  hypertension. 
Confra/nd/caf/ons— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic  drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors: methyidopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

IVarn/ngs— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5:  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  Is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precauf/ons— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis):  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication:  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide;  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced):  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TRADEMARK 


mSmkiBhrnoreM each  teaspoon 


New...V-Cillin  K*,  Pediatric,  250  mg 


Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  fndianapoiis,  Indiana  46206, 
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In  1967-68  the  Rocky  Mountain  states  pro- 
duced only  about  2.6  per  cent  of  the  more 
than  9,000  students  who  entered  medical 
school.  By  contrast  ten  other  states  in  the 
country  supplied  56  per  cent.  Our  state  popu- 
lations are  small  com- 
pared to  the  great  ur- 
ban areas;  but  the  un- 
happy fact  remains 
that  New  Mexico  for 
example,  has  a doctor- 
patient  ratio  which  lags  33  per  cent  behind 
the  national  average. 

The  University  of  New  Mexico  School  of 
Medicine  admitted  its  first  small  class  of  24 
students  in  1964.  Its  interdepartmental  cur- 
riculum and  such  innovations  as  patient  con- 
tact from  the  first  week  of  the  first  year  has 
attracted  considerable  attention  from  both 
educators  and  applicants.  With  ten  other  new 
schools  underway  by  this  fall  it  is  important 
to  study  the  effect  of  the  school  on  regional 
applications  to  see  how  soon  we  can  hope 
for  improvement  in  medical  manpower. 

The  effects  in  New  Mexico  itself  are  al- 
ready apparent.  In  1959,  representative  of 
the  last  few  years  before  the  school  started, 
the  state  sent  21  students  to  medical  school. 
By  1967  the  number  had  increased  to  32  and 
this  fall  should  be  close  to  40.  Since  there 
has  not  been  any  great  change  in  population 
during  this  time,  a stimulating  effect  on  the 
young  people  of  this  state  considering  a 
career  in  medicine  is  almost  certain.  New 
Mexico  is  confident  that  it  can  find  enough 
good  applicants  to  proceed  with  its  planned 
increase  in  freshman  enrollment  to  48.  Fur- 
thermore, the  Medical  School  has  had  an 
almost  immediate  effect  on  medical  resources 
as  many  of  its  University  hospital  trained 
interns  and  residents  stay  on  to  practice  in 
the  state. 


A new  school  must  be  vitally  interested 
in  attracting  good  premedical  students  from 
other  states,  especially  those  in  this  region. 
In  this  regard  it  is  disquieting  to  find  that 
until  very  recently  there  has  been  no  ap- 
parent increase  in  the  number  of  medical 
students  coming  from  the  Rocky  Mountain 
states  without  schools  of  their  own.  Mon- 
tana, Nevada,  and  Wyoming  produced  the 
same  number  of  freshmen  students  in  1959 
and  1967;  50  from  the  three  states  combined. 
Colorado  with  its  larger  population  and  well- 
established  school  did  not  improve  its  out- 
put; 85  in  1959  and  85  in  1967.  Utah  demon- 
strated an  increase  from  53  to  71,  but  this 
was  during  a period  of  school  expansion. 

In  its  first  few  years,  then,  the  University 
of  New  Mexico’s  main  impact  has  been  on 
applicants  from  its  own  state.  However,  there 
have  been  small  but  encouraging  increases  in 
qualified  applicants  from  the  Rocky  Moun- 
tain area  during  the  past  year  or  two.  Fur- 
ther gains  could  be  made  if  coordinated  ef- 
forts by  the  various  states  were  made  to 
improve  the  quality  of  undergraduate  pre- 
medical programs  and  communication  with 
all  the  regional  medical  schools.  Financial 
assistance  for  students  through  the  Western 
Interstate  Commission  for  Higher  Educa- 
tion (WICHE)  is,  of  course,  available  for  the 
states  without  medical  schools.  With  at  least 
four  of  the  other  ten  new  schools  in  reason- 
able geographic  proximity  (Arizona,  San  An- 
tonio, and  California  at  Davis  and  San  Diego) , 
the  Rocky  Mountain  states  have  a real  oppor- 
tunity to  catch  up  with  the  rest  of  the  country 
in  production  of  physicians. 

William  S.  Curran,  M.D.*^ 

Albuquerque,  N.  M. 

* Assistant  Scientific  Editor  for  New  Mexico. 
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N June  7,  the  19  seniors  at  University  of 
New  Mexico  School  of  Medicine  became  the 
first  doctors  to  be  graduated  in  the  state. 

Who  are  these  students?  Where  have  they 
come  from,  where  will  they  be  going,  and 

what  do  they  think  of 
the  education  they’ve 
received? 

A majority  of  the 
seniors  say  they  want 
to  practice  “someplace  in  the  Great  South- 
west.” All  but  two  want  to  be  “people  doc- 
tors” instead  of  going  into  research  or  teach- 
ing. And  they  all  have  high  praise  for  the 
school’s  young  enthusiastic  faculty  and  the 
unusual  way  in  which  the  curriculum  is 
arranged. 


Dfew  Mexico 
T rained 
Physicians* 


Above  all,  they  believe  that  because  they 
have  seen  patients  almost  daily  since  the 
first  week  as  freshmen,  they  will  continue 
to  view  their  future  patients  as  “whole  indi- 
viduals” instead  of  just  “a  broken  arm.” 

“Our  close  contact  with  patients  through- 
out medical  school  has  lent  reality  to  the  mass 
of  facts  we  were  cramming  into  our  heads, 
month  after  month,”  said  one  of  the  seniors, 
Jon  Wang,  son  of  Dr.  and  Mrs.  B.  L.  Wang 
of  Grants.  Wang,  who  received  his  bachelor’s 
degree  at  Princeton,  is  interested  in  surgery 
and  will  intern  next  year  at  Roosevelt  Hos- 
pital in  New  York.  He  spent  10  weeks  this 
year  working  in  a mission  hospital  on  the 
steamy  coastline  of  Nicaragua. 

More  than  half  the  graduating  class  has 
broadened  their  medical  experience  by  work- 
ing in  hospitals  outside  New  Mexico  this  year. 

This  is  possible  because  of  a flexible  pro- 
gram during  the  fourth  year  which  encour- 
ages the  future  doctors  to  branch  out  and 
gain  as  much  additional  experience  as  pos- 
sible. 

Peter  Carter,  son  of  the  Albert  Carters  of 
Carlsbad,  studied  in  Edinburg,  Scotland — as 
did  Carol  E.  Zimmermann,  daughter  of  Mr. 
and  Mrs.  Karl  H.  Zimmermann,  Albuquerque. 
Carter  will  intern  at  Parkland  Memorial  Hos- 
pital, Dallas,  and  Miss  Zimmermann  will  be 
at  Mary  Fletcher  Hospital,  Burlington,  Vt. 


M.  Don  Whorton,  son  of  Mr.  and  Mrs. 
Romayne  Harry  Whorton,  Las  Vegas,  N.  M. 
studied  in  Tel  Aviv,  Israel,  and  will  intern 
at  Boston  City  Hospital. 

Studying  general  medicine  in  Dublin,  Ire- 
land, just  before  Christmas  was  A1  Maher, 
son  of  Mrs.  Julia  C.  Maher,  Reno,  Nev.  He 
will  intern  next  year  at  Orange  County  Hos- 
pital in  Los  Angeles. 

Another  UNM  student  studying  surgery 
this  year  in  Tel  Aviv  was  Ed  Ernst,  son  of 
Mrs.  Dorothy  Ernst  of  Lincolnwood,  111.  He 
believes  UNM’s  “integrated  system  approach” 
to  teaching  is  a high  point  in  the  new  look 
of  medical  education.  UNM  students,  instead 
of  studying  pathology,  anatomy,  etc.  as  sep- 
arate classes,  study  a combined  two-year  unit 
dealing  first  with  the  normal  and  then  with 
the  abnormal  state  of  the  patient.  Ernst  will 
intern  at  Boston  VA  Hospital. 

Bruce  P.  Lovett,  son  of  Mr.  and  Mrs. 
Austin  D.  Lovett  of  Belen  has  been  impressed 
by  the  smallness  of  this  first  class,  resulting 
in  a great  deal  of  individual  instruction  not 
possible  at  larger  schools.  He  will  intern  at 
St.  Louis  City  Hospital. 

Two  of  the  seniors  have  worked  at  Fort 
Defiance  Hospital  near  Gallup  this  year: 
Richard  S.  Shoberg,  Jr.,  son  of  Mr.  and  Mrs. 
Richard  Shoberg,  Albuquerque,  and  Michael 
Spence,  son  of  Mr.  and  Mrs.  H.  L.  Spence, 
Farmington. 

Shoberg’s  primary  interest  is  internal 
medicine,  and  he  will  intern  at  Bernalillo 
County  Medical  Center  (formerly  Bernalillo 
County  Indian  Hospital) , one  of  two  primary 
teaching  hospitals  in  Albuquerque  used  by 
the  Medical  School.  Spence  will  intern  at 
the  Public  Health  Service  Hospital  in  the 
Canal  Zone. 

Another  senior,  Michael  McGonigle,  son 
of  Dr.  and  Mrs.  James  McGonigle  of  Tucson, 
has  studied  eye  disease  in  Iowa  and  plastic 
surgery  at  UCLA  this  year.  He  will  intern  in 
surgery  at  Stanford  Medical  Center. 

Jon  Buscemi  has  spent  time  during  two 
summers  working  at  William  Beaumont  Hos- 
pital, El  Paso,  where  he  willintern  next  year. 
He  is  the  son  of  Dr.  and  Mrs.  Michael  D. 
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Buscemi,  Setauket,  N.  Y.  Buscemi  said  he’s 
found,  in  working  at  Beaumont  Hospital  with 
students  from  other  medical  schools,  that 
“UNM  medical  students  don’t  have  to  hang 
our  heads  in  shame!  Others  I met  were  very 
favorably  impressed  with  what  we’ve  been 
taught,  and  how.” 

Two  of  the  graduating  women  are  mar- 
ried: Mrs.  Effie  Medford  comes  from  Pawnee, 
Okla.  and  will  be  interning  at  Bernalillo 
County  Medical  Center,  as  will  Mrs.  Margot 
Green,  from  Vero  Beach,  Fla. 

Miss  Kathleen  Kagan  is  the  daughter  of 
Dr.  and  Mrs.  Martin  Kagan,  Albuquerque. 
A naval  officer,  she  will  be  interning  at 
Chapel  Hill,  N.  C.  with  a special  interest  in 
neuropathology. 

Two  Albuquerque  residents  graduating 
will  be  Stewart  Chalamidas,  son  of  Mrs. 
Catherine  Fisher,  and  Don  Rodgers,  son  of 
Mrs.  Catherine  Warwick.  Chalamidas  is  in- 
terested in  dermatology,  and  will  intern  next 
year  at  San  Diego  Naval  Hospital.  Rodgers, 
interested  in  ophthalmology,  also  will  intern 
at  San  Diego. 

David  Byrne,  son  of  Mr.  and  Mrs.  Kenneth 
Waggoner,  Norman,  Ind.,  will  intern  next 
year  at  Colorado  General  Hospital  in  Den- 
ver. He  believes  the  actual  working  experi- 
ence he  has  received  with  neurosurgeons  at 
Bernalillo  County  Medical  Center  this  year 
“can’t  begin  to  be  compared  with  the  class- 
room work  obtained  in  other  medical  schools.” 

Two  other  students  are  the  sons  of  New 
Mexico  doctors.  Hunt  Peacock  is  the  son  of 
Dr.  and  Mrs.  Wendell  Hunt  Peacock,  Farm- 
ington, and  George  P.  Bunch  is  the  son  of 
Dr.  and  Mrs.  C.  P.  Bunch  of  Artesia. 

Peacock  primarily  is  interested  in  the  field 
of  surgery,  and  will  intern  at  Lackland  AF 
Base  next  year.  He  thinks  one  advantage  of 
attending  the  new  Medical  School  is  that  its 
atmosphere  is  like  New  Mexico’s  general 
atmosphere:  much  more  relaxed  and  friendly 
than  that  foumd  in  other  parts  of  the  country. 

Bunch  worked  as  an  “extern,”  or  pre-intern 
with  the  staff  at  Artes  a General  Hospital. 
He  will  intern  at  the  Cleveland  Hospital  next 
year,  and  plans  to  work  in  the  specific  fields 
of  medicine  and  pediatrics. 

* From  the  Newsletter  of  the  New  Mexico  Medical  Society. 
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NY  FIGURE  OVER  ONE  Can  be  Subjected  to 
analysis.  Hence  it  seems  logical  to  utilize 
the  five  New  Mexico  issues  of  the  Rocky 
Mountain  Medical  Journal  in  the  last  four 
years  as  appropriate  grist  for  our  latent  sta- 
tistical instincts.  The 
New  Mexico  members 
of  the  editorial  board 
have  been  responsible 
for  procuring  the  cov- 
ers and  major  contents  of  these  issues,  and 
these  efforts  have  been  successful.  They 
were  also  supposed  to  bring  in  some  adver- 
tising revenue,  but  they  have  shown  little 
aptitude  in  that  direction. 


New  Mexico 
Issues 


There  have  been  15  editorials  written. 
Five  of  these  proffered  greetings  and  salu- 
tations, three  expressed  feelings  of  optimism, 
four  pessimism,  two  mingled  emotions,  and 
one  was  inconclusive.  The  latter  is  refresh- 
ing to  the  editorialist  who  only  occasionally 
can  retreat  from  his  professional  attitude  of 
viewing-with-alarm.  Four  presidents  of  New 
Mexico  Medical  Society  contributed  to  these 
efforts,  four  editorials  were  written  by  mem- 
bers of  the  Society,  and  the  remainder  by 
members  of  the  editorial  board. 


Seventy-eight  authors  contributed  their 
talents  to  produce  55  articles,  of  which  four 
dealt  with  philosophy  or  history,  nine  were 
features,  and  the  remaining  42  scientific. 
Twenty-eight  writers  were  in  private  prac- 
tice and  contributed  25  articles;  50  were  in 
institutional  practice  and  contributed  30 
articles.  Twelve  papers  came  from  the  Uni- 
versity of  New  Mexico  and  the  Veteran’s 
Hospital,  10  from  Lovelace  Clinic,  three  each 
from  the  New  Mexico  State  Health  Depart- 
ment and  the  New  Mexico  State  Hospital  and 
Highlands  University,  and  one  each  from  the 
ATSF  Hospital  and  the  University  of  Texas 
Southwestern  Medical  School.  There  were 
no  contributions  from  one  of  the  largest  medi- 
cal suppliers  in  New  Mexico,  the  Indian 
health  services,  or  from  the  atomic  city,  Los 
Alamos. 
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The  contributions  originated  from  Albu- 
querque (30),  Santa  Fe  (10),  Las  Cruces  (4), 
Roswell  (3) , Las  Vegas  (3)  and  the  re- 
mainder from  Carlsbad,  Portales  and  Taos. 
Seven  of  the  authors  were  general  practi- 
tioners and  59  specialists  (including  two  resi- 
dents). The  nature  of  the  practice  of  two 
physicians  in  the  armed  forces  could  not  be 
determined.  Fifteen  specialists  were  intern- 
ists, seven  surgeons,  and  the  remainder  rep- 
resented other  specialty  fields  except  anes- 
thesiology and  urologic  and  plastic  surgery. 
Ten  of  the  writers  were  not  physicians  but 
in  allied  biologic  fields,  affiliated  with  state 
institutions.  Sixteen  articles  had  multiple 
authors  (two  to  four) . 


Prompt,  professional  service  24  hours 
a day,  every  day!  A complete  line  of 
hospital  beds,  wheelchairs,  traction 
equipment,  oxygen,  crutches,  walkers, 
commodes,  lamps,  whirlpools-every- 
thing  to  help  patients  get  well  faster. 

We  Process  MEDICARE 
Equipment  Claims 


On  the  basis  of  our  compiled  data,  we  can 
now  elaborate  a few  profound  conclusions. 
Obviously,  in  New  Mexico,  specialists  in  in- 
stitutions in  big  cities  write  more  than  gen- 
eral practitioners  in  private  practice  in  small- 
er cities.  More  articles  have  a single  author. 
Multiple  authorship  is  more  characteristic 
of  institutional  papers.  There  are  more  sci- 
entists than  historians  or  philosophers  in  the 
medical  and  allied  fields.  Doctors  in  the 
Indian  health  services  and  in  Los  Alamos 
do  not  write  articles  for  the  Rocky  Mountain 
Medical  Journal.  Finally,  a regional  journal, 
such  as  ours,  does  seem  to  provide  a needed 
facility  for  the  doctors  of  this  state. 

Marcus  J.  Smith,  MD 

Santa  Fe,  N.  M. 
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DENVER 

733-5521 

350  Broadway 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(H istoplasmosis — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE^M  Applicator  with  the  Blue  Handle 
Precautions — Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation.  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comoo'  • 's). 


Ask  your  representative  for  details  ur  write  Medical  Advisory  Dept, 
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Preoperative  water  deficits 
at  4,945  teet  above  sea  level* 

J.  M.  Wang,  AB,  R.  Whang,  MD,  and  D.  E.  Smith,  MD,  Albuquerque,  N.M.** 


Daily  insensible  water  losses  may 
assume  significant  proportions. 


Estimates  of  daily  insensible  losses  vary 
greatly^®  and  range  from  400  milliliters  to 
1500  milliliters  per  24  hours.  Because  of  this 
uncertainty,  coupled  with  the  fact  that  Albu- 
querque, New  Mexico  is  situated  at  4,945  feet 
above  sea  level,  another  variable,  it  appeared 
to  be  of  practical  importance  to  assess  the 
magnitude  of  water  losses  sustained  by  the 
hydropenic,  preoperative  patient  in  this  lo- 
cale. 

Methods 

During  the  months  of  October  and  No- 
vember, 1967,  seven  patients  admitted  to  the 
Veterans  Administration  Hospital  for  elec- 
tive surgery  and  two  normal  control  subjects 
were  studied.  All  were  afebrile  and  ambula- 
tory at  the  time  of  study.  Pertinent  clinical 
and  laboratory  data  are  summarized  in  Table 
1.  No  abnormalities  in  cardiopulmonary  or 
renal  systems  were  observed  either  clinically 
or  by  hematological  survey,  urinalysis  or 
electrolyte  determination.  No  effort  was 
made  to  rigidly  control  environmental  condi- 
tions since  the  purpose  of  this  study  was  to 
investigate  patients  under  the  ambient  cir- 

"From the  Departments  of  Medicine  and  Surgery,  Univer- 
sity of  New  Mexico  School  of  Medicine  and  the  Veterans 
Administration  Hospital,  Albuquerque,  New  Mexico.  Sup- 
ported in  part  by  U.  S.  Public  Health  Service  Grant  5 ROl 
HE  08673. 

**  Mr.  Wang  is  a Senior  Student,  University  of  New 
Mexico  School  of  Medicine.  Dr.  Whang  is  Assistant  Pro- 
fessor of  Medicine,  University  of  New  Mexico  School  of 
Medicine,  and  Chief,  Metabolic  Disease  Section,  VA  Hos- 
pital. Dr.  Smith  is  Assistant  Professor  of  Surgery,  Uni- 
versity of  New  Mexico  School  of  Medicine,  and  Chief, 
Surgical  Service,  VA  Hospital,  Albuquerque,  New  Mexico. 


cumstances  present  on  a general  surgical 
ward. 

The  protocol  for  the  study  was  as  follows: 
All  subjects  were  weighed  at  9 p.m.  the 
night  prior  to  surgery  (Wt.  #1).  No  food  or 
fluid  was  permitted  during  the  subsequent 
10  hours  of  sleep.  Urine  losses  were  collected 
and  measured  at  the  end  of  the  10-hour  study 
period.  Fecal  losses  were  nil.  At  7 a.m.,  ten 
hours  after  the  initial  weighing,  the  subjects 
were  reweighed  (Wt.  #2).  Care  was  exer- 
cised to  insure  that  the  same  clothing  was 
worn  at  both  weighings.  Water  deficits  in- 
curred during  the  10-hour  study  period  were 
calculated  as  the  difference  in  weight  (Wt. 
#1— Wt.  #2)  giving  the  net  loss  in  weight 
(Awt.)  from  which  was  subtracted  the  uri- 
nary volume.  These  data  are  summarized  in 
Table  2.  All  patients  were  studied  once,  while 
the  control  subjects  were  studied  on  two 
separate  occasions.  Weighing  of  subjects  was 
performed  on  the  In-Bed  Scale,  Model  #SR2, 
manufactured  by  the  Acme  Scale  Company. 

Results 

Water  losses  during  the  10-hour  study 
period  in  preoperative  patients  averaged  641 
milliliters  and  495  milliliters  in  control  sub- 
jects. Based  on  these  measured  losses,  the 
estimated  24-hour  water  deficits  approximat- 
ed 1539  ml  and  1188  ml,  respectively.  It  is 
recognized  that  these  deficits  of  water  en- 
compass both  insensible  as  well  as  sensible 
losses,  primarily  perspiration.  However,  these 
latter  losses  were  minimized  since  none  of 
the  subjects  was  febrile  and  all  were  asleep 
during  the  10-hour  interval  between  weigh- 
ings. It  would  appear,  then,  that  the  major 
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TABLE  1 

Summary  of  Preoperative  Clinical  and  Laboratory  Data 


CBC 


Urinalysis 


Serum  Electrolytes 


Patient  Age  Sex  Operation  Hct  Hb  WBC  pH  Prot.  Glue.  Sv.Gr.  Sed.  Na  K Cl  CO.,  BUN 

1.  A.G.  45  M Colectomy  for 

carcinoma  of 

colon  44  14.4  17,000  5 Trace  Neg  1.021  Neg  144  5.2  103  21  15 

2.  C.A.  59  M Pancreaticodu- 

odenectomy for 
carcinoma  of  the 

ampulla  of  vater  46.5  15.6  9,700  7 Trace  Neg  1.010  Neg  143  5.0  102  24  15 

3.  D.B.  60  M Anterior  resec- 

tion of  sigmoid 
colon  for 

diverticulitis  53  18  11,800  6 Neg  Neg  1.016  Neg  155  4.5  116  28  17 

4.  P.M.  75  M Cholecystectomy 

for  chronic 

cholecystitis  43  14  15,700  7 Neg  Neg  1.007  Neg  140  3.8  111  22  15 

5.  E.M.  54  M Vagotomy  and 

partial  gastrec- 
tomy for  pyloric 
obstruction  and 
chronic  duodenal 

ulcer  35  12.2  8,800  6 Neg  Neg  1.006  Neg  145  4.3  105  32  27 

6.  B.C.  74  M Cholecystectomy 

for  chronic 

cholecystitis  46  15.2  8,600  5 Neg  Neg  1.009  Neg  147  105  28  21 

7.  S.V.  57  M Resection  of 

lower  esophagus 
and  fundus  of 
stomach  for 
carcinoma  of 

esophagus  44.5  15.0  8,000  5 Neg  Neg  1.022  Neg  138  3.9  106  21 


source  of  water  loss  incurred  in  this  series 
was  insensible.  Although  this  latter  point 
cannot  be  assessed  with  precision  since  the 
protocol  did  not  allow  for  partitioning  be- 
tween sensible  and  insensible  losses,  none- 
theless, these  observations  serve  to  empha- 
size the  magnitude  of  water  deficits  which 
can  accrue  in  this  geographical  area  under 
the  hydropenic  conditions  which  obtain  in 
the  preoperative  patient.  Estimates  for  endo- 
genous production  of  water  vary  from  200 
mP  to  339  ml®  per  day.  The  mean  of  270  ml 
was  selected  arbitrarily  to  take  into  account 
this  source  of  endogenous  water  in  our  pa- 
tients (see  Table  2).  The  final  derived  esti- 
mation of  24-hour  insensible  losses  is  found 
in  the  last  column. 
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Discussion 

Based  on  data  from  the  literature  Hayes, 
et  al.,®  calculated  that  daily  insensible  losses 
in  patients  subjected  to  average  major  sur- 
gical procedures  approximate  743  ml  per 
square  meter  of  body  surface  area,  or  1,285 
ml  per  24  hours.  In  their  own  study  of  16 
subjects,  8 normals  and  8 postoperative  pa- 
tients,  this  group  observed  that  when  lightly 
covered  with  the  usual  hospital  gown  and  .j 
sheet  there  was  virtually  no  difference  in  '1; 
insensible  losses  between  the  two  groups  ! 
studied.  Furthermore,  there  was  a relatively  ■ 
constant  rate  of  weight  loss  in  both  groups 
when  humidity  was  varied  from  20  to  60  per  - 
cent  at  a constant  temperature  of  22°  C as  ' 
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Some  U.R.I.  patients  are  more 
miserable  than  others, 

That's  why  we  make  Novahistine' 
tablets  in  two  different  formulations, 

And  let  you  control  the  dosage, 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride.  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride.  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 
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With  Novahistine  LP  tablets  and  Novahistine  SinglefM 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company, 
Indianapolis 


^‘Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 


TABLE  2 

Preoperative  Water  Deficits 


Estimated  Derived 
Measured  Estimated  endogenous  24  hr.  in- 


Wt.  #1 

Wt.  #2 

loss/ 

loss/ 

water 

sensible 

(9  p.m.) 

(7  a.m.) 

A Wt. 

Urine  loss 

10  hr. 

24  hr. 

production 

losses 

Patient 

Kg 

Kg 

Kg 

ml 

ml 

ml 

ml 

ml 

1.  A.G. 

85.810 

84.770 

-1.040 

270 

770 

1848 

-270 

1578 

2.  C.A. 

81.950 

80.180 

-1.770 

1050 

720 

1728 

-270 

1460 

3.  D.B. 

66.300 

65.400 

- .900 

390 

510 

1224 

-270 

954 

4.  P.M. 

54.700 

53.800 

- .900 

390 

510 

1224 

-270 

954 

5.  E.M. 

53.400 

52.500 

- .900 

420 

480 

1152 

-270 

882 

6.  B.C. 

66.000 

64.800 

-1.200 

600 

600 

1440 

-270 

1170 

7.  S.V. 

68.100 

67.000 

-1.100 

200 

900 

2160 

-270 

1890 

Mean 

68.030 

66.920 

-1.160 

474 

641 

1539 

-270 

1269 

+ 1 S.D. 

±12.300 

±12.100 

±0.300 

±283 

±159 

±382 

±382 

1.  Control 

68.900 

68.200 

-0.700 

175 

525 

1260 

-270 

990 

R.W. 

69.400 

68.400 

-1.000 

565 

435 

1044 

-270 

774 

2.  Control 

69.400 

68.200 

-1.200 

700 

500 

1200 

-270 

930 

J.B.W. 

70.800 

70.200 

-0.600 

80 

520 

1248 

-270 

978 

Mean 

69.630 

68.750 

-0.870 

381 

495 

1188 

-270 

918 

±1  S.D. 

±0.800 

±0.900 

±0.270 

-^297 

41 

99 

± 93 

well  as  when  the  temperature  ranged  be- 
tween 20°  C and  25°  C with  humidity  at  a 
constant  20  per  cent.  This  study  indicated 
that  under  these  conditions,  in  an  afebrile, 
lightly  covered  subject,  the  rate  of  insensible 
loss  was  40.9  ±5.1  grams  per  square  meter 
of  body  surface  area  per  hour.  Thus,  allowing 
for  197  ml  per  square  meter  per  24  hours 
produced  by  endogenous  metabolism,  an 
adult  with  a body  surface  area  of  1.73  square 
meters  would  require  replacement  of  1,362 
ml  per  24  hours,  which  compares  favorably 
with  the  estimated  1,269  ml  derived  from  the 
present  study  (Table  2). 

Although  not  directly  related  to  the  pres- 
ent discussion  of  preoperative  water  deficits, 
the  pertinent  observations  made  by  Randall 
and  Papper  should  be  mentioned  to  empha- 
size the  point  relevant  to  postoperative  defi- 
cits of  “effective”  extracellular  fluid  volume.'^ 
These  investigators  assessed  the  postopera- 
tive response  to  a test  infusion  of  saline  and 
found  that  the  natriuretic  response  was  di- 
minished. Only  with  prior  extracellular  ex- 
pansion with  saline  infusion  was  a natriuretic 
response  approximating  control  levels  ob- 
served. Randall  and  Papper  interpreted  these 
results  as  being  consistent  with  the  view  that 


This  couffh's 
really  ffot  me. 
Artd  takinff  a 
couffh  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer^”  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Rohitussin-DM*:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 
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postoperative  limitation  in  sodium  excretion 
may  be  the  consequence  of  contraction  of  the 
“effective”  extracellular  fluid  volume.  Thus, 
on  the  basis  of  the  previous  studies  alluded 
to  above,  as  well  as  the  present  investigation, 
it  is  evident  that  preoperative  deficits  of 
water  as  well  as  postoperative  deficits  of 
“effective”  extracellular  fluid  volume  may 
assume  significant  proportions. 

Summary  and  conclusion 

Observations  of  preoperative  water  defi- 
cits were  made  in  Albuquerque,  New  Mexico 
situated  at  4,945  feet  above  sea  level.  On  the 
basis  of  the  present  studies,  two  points  merit 
emphasis:  (1)  the  mean  preoperative  deficits 
in  seven  patients  were  found  to  be  641  ml. 
measured  over  a 10-hour  study  period.  (2) 
From  this  observation  it  is  estimated  that  in 
this  locale  net  24-hour  insensible  losses  ap- 
proximate 1269  ml.  • 
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Apocrine  carcinoma  of  male  breast* 


with  case  report. 


Stanley  Weitzner,  MD,  and  William  Hentel,  MD,  Albuquerque,  N.  M. 


A case  report  of  a rare 
histologic  form  of  breast  cancer 
occurring  in  a male. 


In  the  United  States  during  the  period  1945- 
1965,  there  were  454,680  deaths  attributed  to 
malignant  breast  neoplasms,  of  which  4,837 
(1.06  per  cent)  occurred  in  males.^  During 
this  same  period  in  New  Mexico,  there  were 
1,032  deaths  from  breast  cancer.^  Five  (0.048 
per  cent)  of  the  latter  were  males,  a percent- 
age slightly  less  than  one-half  of  the  overall 
national  average. 

Carcinoma  of  the  male  breast  usually  oc- 
curs in  the  older  age  group  and  is  most 
commonly  situated  in  the  region  of  the  aerola. 
Its  clinical  features,  histopathological  types, 
pattern  of  dissemination,  and  therapy  are 
basically  similar  to  those  of  female  breast 
carcinoma.  However,  the  prognosis  of  mam- 
mary carcinomas  in  the  male  is  less  favorable 
than  in  the  female.® 

The  apocrine  type  of  breast  carcinoma 
represents  approximately  1 per  cent  of  all 
breast  carcinomata.^  Although  its  gross  ap- 
pearance is  indistinguishable  from  the  other 
types,  apocrine  carcinoma  of  the  breast  has 
a characteristic  histologic  pattern  and  is  com- 
posed of  large  cells  with  an  acidophilic  cyto- 
plasm that  closely  resemble  cells  in  the  mam- 
mary ducts  which  have  imdergone  apocrine 
metaplasia.  In  Treves’  and  Holleb’s®  series  of 
144  cases  of  male  breast  carcinoma,  two  had 
areas  suggestive  of  the  apocrine  type.  How- 
ever, no  case  of  apocrine  carcinoma  of  the 
male  breast  was  noted  by  Haagensen,®  Moss® 
or  Corwin’’. 

♦From  the  Department  of  Pathology,  V.A.  Hospital  and 
The  University  of  New  Mexico  School  of  Medicine,  Albu- 
querque, New  Mexico. 


A case  of  an  apocrine  carcinoma  of  the 
breast  in  an  elderly  male  who  survived  three 
years  without  recurrence  or  metastases  is 
presented. 

Case  report 

This  71 -year-old  Caucasian  man  was  admitted 
for  a painless,  firm,  slowly-enlarging  nodule  in 
the  right  breast  of  4-5  months  duration.  Physical 
examination  disclosed  a firm  2x3  cm.  nodule  in 
the  upper  portion  of  the  areola  of  the  right  breast. 
The  overlying  skin  was  not  remarkable.  There 
were  no  palpable  right  axillary  lymph  nodes. 
Additional  physical  findings  were  a blood  pressure 
of  170/100,  hemorrhoids,  a moderately  enlarged, 
non-nodular  prostate,  and  varicosities  of  both  legs. 
The  clinical  impression  of  the  right  breast  nodule 
was  gynecomastia,  and  it  was  excised. 


Fig.  1.  Sheets,  islands  and  an  occasional  acinar 
structure  composed  of  malignant  cells.  (H  & E x 
51.2). 


Pathology:  The  right  breast  specimen  consisted 
of  an  irregular  ovoid  portion  of  adipose  tissue 
measuring  3.5  x 2.0  x 1.5  cm.  Towards  its  center, 
there  was  a 2.0  cm.,  firm,  gray-white  and  focally 
cystic  nodule.  Microscopically,  the  lesion  was  com- 
posed of  irregular  sheets,  islands  and  occasional 
acinar  forms  of  malignant  cells  within  little 
stroma.  Many  of  the  malignant  cells  were  large 
with  an  abundance  of  eosinophilic  cytoplasms 
(Figs.  1 and  2)  resembling  cells  in  breast  ducts 
which  have  undergone  apocrine  metaplasia.  The 
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small,  empty  cystic  area  was  lined  in  places  with 
tumor  cells.  The  neoplasm  appeared  to  be  ade- 
quately excised. 


Fig.  2.  Higher  power  showing  abundant  cytoplasm 
in  most  malignant  cells.  (H  & E x 128). 


Diagnosis:  Apocrine  carcinoma  of  right  breast. 

A right  radical  mastectomy  was  performed  and 
found  to  be  free  of  any  residual  or  metastatic 
tumor.  The  postoperative  course  was  uneventful. 

Followup:  For  the  remaining  three  years  of 
life,  the  patient  had  no  clinical  evidence  of  recur- 
rence or  metastases.  He  was  last  admitted  for 
congestive  heart  failure  and  died  shortly  there- 
after. Postmortem  examination  disclosed  an  ex- 
tensive cerebellar  hemorrhage.  There  was  no  re- 
current or  metastatic  breast  carcinoma. 

Comments 

The  prognosis  of  male  breast  carcinoma 
depends  upon  the  presence  or  absence  of 
axillary  lymph  node  metastases.  Treves  and 
Holleb®  and  Moss^  found  the  5-year  survival 
to  be  75  and  59  per  cent  respectively  when 
the  malignancy  was  confined  to  the  breast, 
but  only  30  and  39  per  cent  respectively  for 
those  cases  with  metastatic  involvement  of 


the  axillary  lymph  nodes.  The  effect  of  the 
apocrine  type  of  breast  carcinoma  on  prog- 
nosis in  the  male  has  not  been  determined 
due  to  the  scarcity  of  cases,  but  Haagensen® 
suggests  that  in  the  female,  it  has  a favorable 
prognosis.  Treves  and  Holleb®  propose  that 
the  papillary  type  of  breast  carcinoma  in  the 
male  offers  an  excellent  prognosis  since  their 
six  patients  with  this  type  of  neoplasm  sur- 
vived five  years  without  recurrence  or  me- 
tastases. In  addition,  the  scanty  amount  of 
breast  tissue  in  the  male  plays  a vital  role 
in  prognosis  of  breast  carcinoma  since  it  pre- 
disposes to  early  invasion  of  the  thoracic 
wall,  infiltration  of  the  skin  and  dissemina- 
tion. This,  too,  is  probably  responsible  for 
the  less  favorable  prognosis  of  mammary  car- 
cinoma in  the  male  than  in  the  female. 

It  is  therefore  equally  important  that  any 
breast  nodule  in  the  male  be  recognized  early 
by  the  patient  or  the  physician  and  treated 
accordingly  in  order  to  assure  the  best  pos- 
sible prognosis. 

Summary 

A case  of  apocrine  carcinoma  of  the  breast 
in  an  elderly  male  who  survived  three  years 
and  clinically  and  at  autopsy  had  no  recur- 
rence or  metastases  is  presented.  Note  is 
made  of  the  relationship  of  prognosis  of  male 
breast  carcinoma  to  the  presence  or  absence 
of  axillary  lymph  node  metastases,  the  histo- 
pathology  of  the  neoplasm  and  the  small 
amount  of  tissue  in  the  male  breast.  The 
necessity  of  early  recognition  and  therapy  for 
a good  prognosis  is  emphasized.  • 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  low^er  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  maculopapular  and 

erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— hnlging  fontanels  in  young  infants. 
Tee?/!- yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Influence  of  dietary  carbohydrate 

on  serum  lipids* 

Part  1 : Response  of  469  Spanish-  and  Anglo-American  men 


Lora  Mangum  Shields,  PhD;  Thomas  H.  Rosenquist,  MS; 
David  Connor,  MS,  and  Orhan  M.  Sansoy,  MD,  Las  Vegas,  N.  M. 


Carbohydrate  and  fat  each  complements  the 
other  as  a constant  fuel  source.*  A reciprocal 
relation  between  lipid  and  carbohydrate 
metabolism  supports  carbohydrate  intake  as 
a primary  influence  on  serum  lipid  concentra- 
tions. The  effect  upon  serum  lipids  of  a 
single  excess  glucose  load  preceding  a test 
breakfast  was  observed  in  223  Spanish-  and 
246  Anglo-American  males.  One  hundred  and 
five  of  the  test  population  were  university 
summer  students,  most  between  age  20  and 
39  years,  and  364  were  hospitalized  mental 
or  geriatric  patients,  age  20  through  79  (Table 
1).  Data  for  each  population  were  fraction- 
ated by  decade.** 


TABLE  1 

Ethnic  origin  and  sociologic  environment  of 
test  populations 


Ethnic  group 

No. 

Non-insti- 
tutionalized 
( students ) 

Hospitalized 
(mental  and 
geriatric 
patients) 

Anglo-American 

246 

78 

168 

Spanish-American 

223 

27 

196 

469 

105 

364 

‘This  study  was  supported  by  National  Institutes  of  Health, 
grants  He-06942  -02  and  -03.  From  the  Department  of 
Biology,  New  Mexico  Highlands  University,  Las  Vegas. 
Dr.  Sansoy  is  Medical  Consultant,  New  Mexico  State 
Hospital,  Las  Vegas. 

“John  W.  Procter,  National  Science  Foundation  under- 
graduate research  colleague.  Grant  2638,  assisted  with  the 
preparation  of  graphs  for  this  paper. 


Each  of  two  test  breakfasts,  which  were 
separated  by  two  days,  consisted  of  two  eggs 
scrambled  with  29  gm.  of  butter  and  60  ml. 
of  thick  whipping  cream.  The  pre-meal  serum 
for  each  individual  served  as  a control.  Post- 
prandial serum  was  obtained  three  hours 
after  each  test  meal.  Before  the  second  break- 
fast, the  subject  ingested  120  gm.  of  glucose 
dissolved  in  dilute  lemon  juice.  The  glucose 
was  taken  in  two  equal  portions  30  minutes 
apart.  One-half  hour  after  the  second  glucose 
sample  was  ingested,  the  subject  ate  the 
second  test  meal.  Serum  fatty  acids,  tri- 
glycerides and  phospholipid  phosphorus  were 
determined  by  Albrink’s  methods.^  Choles- 
terol levels  were  obtained  by  Technicon  an- 
alysis.^ 

A related  study  has  shown  that  in  non- 
institutionalized  males,  serum  lipid  compo- 
nents reach  peak  concentrations  10  to  30 
years  earlier  in  Spanish-  than  in  Anglo-Amer- 
ican men.^  Except  during  decades  in  which 
a peak  occurs  for  one  or  the  other,  however, 
serum  lipids  are  not  significantly  different 
for  the  two.  The  peaks  appear  at  a later  and 
possibly  more  susceptible  time  of  life  in 
Anglo  males.  Between  the  ages  of  40  and 
70  years,  the  incidence  of  cardiovascular 
deaths  in  New  Mexico  is  one-third  greater 
in  Anglo  than  in  Spanish  men.®  Serum  lipids, 
other  than  phospholipids,  are  in  higher  con- 
centrations in  non-institutionalized  than  in 
hospitalized  men  who  normally  are  restricted 
to  a standard  institutional  diet. 
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NON -INSTITUTIONALIZED 
MEN 


FASTING 


ANGLO  -O  , SPANISH  -A* 


3-HOUR  POST 
FAT  MEAL 


20-29  30-39  40-49  50-59 


Fig.  1. 


A-  FASTING 

HOSPITALIZED  MEN  -O  - 3-HOUR  POST 

FAT  MEAL 


20-29  30-39  40-49  50-59  60-69  70-79 

Fig.  3. 


hospitalized  men  FASTING 


Fig.  4. 


FASTING 

— O-,--Zy-3-H0UR  POST 

HOSPITALIZED  MEN  FAT  MEAL 


20-29  30-39  40-49  50-59  60-69  70-79 

o 


Fig.  5 


Fig.  6 


Figs.  1~6.  Comparison  of  means  for  concentrations  of  serum  lipid  components  in  overnight  fasting  serum, 
in  the  three-hour  postprandial  sample  following  a high-fat  test  meal  and  in  the  comparable  postprandial 
sample  following  the  high-fat  test  meal  preceded  by  the  ingestion  of  120  gm.  of  glucose.  Data  are  shown 
for  Spanish-  and  Anglo-American  males  in  an  environment  typical  for  the  ethnic  group  (Figs.  1,  2)  and 
in  the  institutional  environment  of  a state  hospital  for  mental  or  geriatric  patients  (Figs.  3-6).  Figs.  1 
and  2 show  means  for  serum  fatty  acids  (Fig.  1 ) and  triglycerides  (Fig.  2)  in  non-institutionalized  Spanish- 
and  Anglo-American  males.  Figs.  3-6  give  means  for  serum  fatty  acids  (Fig.  3),  triglycerides  (Fig.  4), 
phospholipids  (Fig.  5)  and  cholesterol  (Fig.  6)  in  hospitalized  Spanish-  and  Anglo-American  mental  oi 
geriatric  patients.  The  number  of  individuals  represented  by  decade  is  shown  by  the  figure  nearest  each 
symbol  in  the  postprandial  series  following  glucose. 
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Results 

1.  Three-hour  postprandial  serum  follow- 
ing a high-fat  test  meal:  In  young  non-insti- 
tutionalized  men,  postprandial  concentrations 
of  serum  lipid  components  tend  to  parallel 
the  fasting  values  at  levels  higher  by  approxi- 
mately 20  to  40  per  cent  for  fatty  acids,  60  to 
100  per  cent  for  triglycerides  and  10  to  20 
per  cent  for  phospholipids.  No  ethnic  differ- 
ences are  evident  within  the  20-  through  29- 
year  age  range  compared  in  this  study. 

In  hospitalized  men,  the  first  postprandial 
increment  in  fatty  acids  and  triglycerides 
during  most  decades  amounts  to  approxi- 
mately half  that  of  the  equivalent  non-institu- 
tionalized  population.  Ethnic  differences  in 
postprandial  serum  lipids  of  hospitalized  men 
are  not  significant  except  for  the  higher  con- 
centrations in  the  Spanish  of  fatty  acidst  and 
cholesterol!  during  the  sixties,  triglycerides! 
during  the  twenties  and  phospholipids!  dur- 
ing the  thirties  (Figs.  3-6) . 

2.  Postprandial  serum  following  ingestion 
of  a high-fat  meal  preceded  by  glucose:  In 
non-institutionalized  Spanish  and  Anglo 
males,  age  20  through  39,  glucose  preceding 
the  test  meal  reduces  the  3-hour  postprandial 
fatty  acids  and  triglycerides  to  approximately 
the  fasting  level. 

After  glucose  ingestion  by  hospitalized 
men,  the  3-hour  postprandial  fatty  acids  of 
both  ethnic  groups  during  all  decades  range 
from  less  than  the  fasting  concentration  to 
12  per  cent  higher.  Glucose  eliminates  the 
peak  in  fatty  acids  during  the  sixties  with 
a decrease  of  6.2  mEq./l.  compared  to  the  first 
postprandial  concentration.  Postprandial  tri- 
glyceride means  after  glucose  ingestion  range 
from  less  than  the  fasting  levels  to  around 
25  per  cent  greater,  but  to  50  per  cent  higher 
in  Spanish-Americans  during  the  thirties. 
Glucose  eliminates  the  pronounced  first  post- 
prandial triglyceride  peak  in  Anglos  during 
the  fifties  and  the  lesser  peak  in  the  Spanish 
during  the  forties.  Except  in  the  Spanish 
during  the  forties,  phospholipids  are  reduced 
to  levels  as  low  or  less  than  the  fasting  con- 
centrations. While  glucose  has  not  been  dem- 

tSignificant  at  the  95  per  cent  level  (t  test), 
t Significant  at  the  90  per  cent  level. 


onstrated  previously  to  affect  serum  choles- 
terol, the  cholesterol  peak  in  Spanish  men 
during  the  sixties  is  also  eliminated.  With 
this  one  exception,  cholesterol  concentrations 
do  not  alter  significantly  in  any  population 
after  either  test  meal. 

For  both  non-institutionalized  and  hos- 
pitalized men,  ethnic  differences  in  serum 
lipid  components  following  glucose  ingestion 
approach  significance  only  in  the  higher  tri- 
glycerides in  Spanish  men  during  the  thirties 
and  higher  phospholipids  during  the  forties. 

A high-fat  test  meal  alone  does  not  alter 
3-hour  postprandial  serum  glucose  concentra- 
tions compared  to  the  fasting  levels.  Serum 
glucose  varies  little  with  ethnic  group  or  age. 
Except  during  three  decades,  however,  serum 
glucose  decreases  to  below  the  fasting  value 
after  the  ingestion  of  glucose  preceding  the 
test  meal.  In  general,  the  decrease  is  greater 
in  Spanish  than  in  Anglo  men. 

Discussion 

The  present  study  illustrates  decreases  in 
concentrations  of  serum  fatty  acids,  triglycer- 
ides and  phospholipids  following  a test  meal 
preceded  by  glucose.  The  immediate  and 
long-range  effects  of  dietary  carbohydrate  on 
serum  triglycerides  at  first  appear  diametri- 
cally opposed.®  A single  glucose  load  facili- 
tates the  removal  of  triglycerides  from  serum, 
followed  by  storage  in  fat  depots.^-®  Such  fat 
is  imavailable  for  immediate  use  as  fuel  by 
peripheral  tissues.  A diet  high  in  carbohy- 
drates over  a period  of  days,  however,  accel- 
erates the  long-range  synthesis  of  fat,  particu- 
larly triglycerides.  The  reciprocal  relation- 
ship of  fat  and  carbohydrate  metabolism  can 
be  interpreted  in  terms  of  (1)  the  fat  sparing 
action  of  carbohydrate  and  (2)  the  synthesis 
of  fatty  acids  and  cholesterol  from  glucose, 
which  supplies  both  the  2-carbon  fragments 
and  the  necessary  energy.®  Also,  the  storage 
of  fatty  acids  as  triglycerides  depends  upon 
the  presence  of  phosphoglycerol  which  is  de- 
rived during  glucose  metabolism.’^  The  oxida- 
tion of  all  fatty  acids  of  the  even  series  from 
octanoic  to  palmitic  is  spared  by  carbohy- 
drate.® The  longer  this  fatty  acid  chain,  the 
more  pronounced  the  sparing  action. 
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Summary 

The  effects  of  a single  glucose  load  and 
a high-fat  breakfast  on  four  serum  lipid  com- 
ponents was  observed  in  223  Spanish-  and 
246  Anglo-American  men.  Of  the  test  popula- 
tion, 105  were  university  summer  students, 
most  between  age  20  and  39  years,  and  364 
were  hospitalized  mental  or  geriatric  patients, 
age  20  through  79. 

During  each  decade  in  all  populations, 
glucose  ingested  before  the  test  meal  tends 


to  eliminate  the  3-hour  postprandial  increases 
and  peaks  otherwise  characteristic  of  fatty 
acids,  triglycerides  and  phospholipids.  With 
few  exceptions,  the  3-hour  postprandial  con- 
centrations are  reduced  to  near  the  fasting 
levels.  Responses  to  dietary  supplements  of 
both  fat  and  glucose  are  somewhat  more  pro- 
nounced in  Spanish  than  in  Anglo  men. 

The  present  study  supplements  existing 
evidence  on  the  interdependence  of  carbohy- 
drate and  fat  metabolism.  • 
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Influence  of  dietary  carbohydrate  on 

serum  lipids  and  glucose* 

Part  2:  Response  of  148  Spanish-  and  Anglo-American  university  students 


Lora  Mangum  Shields,  PhD;t  John  Yu-Sheng  Chao,  MS ; 
James  C.  Schneck,  MS,t  and  Orhan  M.  Sansoy,  MD,t  Las  Vegas,  N.M. 


The  EFFECTS  of  dietary  carbohydrate  and  fat 
on  serum  lipids  and  glucose  were  observed 
in  56  Spanish-  and  92  Anglo-Americans,  age 
17  through  27  years  (Spanish:  37  males,  19 
females;  Anglo:  70  males,  22  females).  For 
each,  serum  glucose,  fatty  acid,  triglyceride, 
phospholipid  phosphorus  and  cholesterol  con- 
centrations were  measured  in  serum  taken 
(a)  after  two  over-night  fasting  periods,  (b) 
three  hours  following  a high-fat  test  break- 
fast, and  (c)  30  minutes,  two  hours  and  three 

* This  study  was  supported  by  National  Institutes  of  Health, 

grants  He-()6942  -02  and  -03. 

t Department  of  Biology,  New  Mexico  Highlands  Univer- 
sity, Las  Vegas. 

t Dr.  Sansoy  is  Medical  Consultant,  New  Mexico  State 
Hospital,  Las  Vegas. 


hours  after  an  identical  breakfast  preceded 
by  the  ingestion  of  120  gm.  of  glucose.  The 
glucose,  in  dilute  lemon  juice,  was  taken  in 
two  equal  portions,  one  an  hour  before  and 
one  30  minutes  before  the  test  meal.  The 
meal  consisted  of  two  eggs  cooked  with  29 
gm.  of  butter  and  60  ml.  of  thick  whipping 
cream.  Serum  fatty  acids,  triglycerides  and 
phospholipid  phosphorus  were  determined  by 
Albrink’s  methods.^  CholesteroF  and  glucose 
concentrations^  were  obtained  by  Technicon 
analysis. 

In  a related  study,  significantly  higher 
fatty  acids  were  observed  in  Spanish  than  in 
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Anglo  men  during  the  30-  through  39-year 
decade  and  in  Anglo  men  from  60  through 
69  years  of  age.^  These  differences  appear  to 
relate  to  the  ethnic  incidence  of  cardiovascu- 
lar deaths  in  New  Mexico.®  Significant  ethnic 
differences  were  not  anticipated  in  serum 
lipids  of  the  present  populations  ranging  in 
age  from  17  through  27  years. 

Results 

1.  Serum  glucose:  The  high -fat  meal  and 
the  associated  increments  in  serum  lipids  do 
not  alter  3-hour  postprandial  serum  glucose 
concentrations  significantly  compared  to  the 
fasting  level  (±  5 mg.  per  cent)  (Fig.  1,  ^ 
After  the  ingestion  of  glucose,  blood 
was  not  drawn  soon  enough  to  demonstrate 
the  transient  pronounced  increment  in  serum 
glucose  except  possibly  in  a few  atypical  in- 
dividuals. In  the  30-minute  postprandial 
serum  (D) , glucose  exceeded  130  mg.  per  cent 
in  11  males  and  in  three  females.  The  mean 
concentration  increased  over  fasting  sample 
^except  in  Spanish  women. 

As  a result  of  the  apparent  insulin  release 
triggered  by  the  glucose  supplement,  how- 
ever, serum  glucose  dropped  during  the  sec- 
ond hour  after  the  meal  (E)  to  from  73  to 
84  per  cent  of  the  fasting  level.  Between  the 
30-minute  and  two-hour  postprandial  inter- 
vals, serum  glucose  decreased  in  83  individ- 
uals and  increased  in  15.  As  glucose  means 
returned  to  normal  three  hours  after  the 
meal,  the  concentration  increased  in  76  per- 
sons and  decreased  in  21.  Significant  differ- 
ences by  sex  and  ethnic  group  were  observed 
in  the  higher  glucose  concentrations  for  Anglo 
males  than  females  in  fasting  serum  (A)t 
and  in  the  3-hour  postprandial  sample  after 
glucose  ingestion  as  well  as  in  lower 

glucose  concentrations  in  Spanish  women 
than  in  other  populationst  from  the  first  fast- 
ing sample  (A)  through  the  30-minute  post- 
prandial serum  (D).  Glucose  and  lipid  con- 
centrations alter  in  the  same  direction  only 
during  the  increase  between  two  hours  (E) 
and  three  hours  (F)  after  the  test  meal  pre- 
ceded by  glucose. 

**John  W.  Procter,  National  Science  Foundation  under- 
graduate research  colleague,  Grant  2638,  assisted  with  the 
preparation  of  graphs  for  this  paper. 
tSignificant  at  the  95  per  cent  level  or  above  (t  test). 


2.  Fasting  and  postprandial  serum  lipids: 

(a)  Serum  fatty  acids:  Fatty  acids  repre- 
sent a summation  of  all  serum  lipids.  Three 
hours  after  a high-fat  meal,  serum  fatty  acids 
increased  from  27  per  cent  (Anglo  males)  to 
44  per  cent  (Anglo  females)  over  the  fasting 
level  to  values  ranging  from  15.4  mEq./l. 
(Anglo  males)  to  16.3  (Spanish  males)  (Fig. 
2,  A,  ^).  The  effect  of  glucose  is  to  divert 
fatty  acids  and  triglycerides  from  serum  to 
the  storage  depots.  The  ingestion  of  the  glu- 
cose supplement  maintained  fatty  acid  con- 
centrations for  two  hours  at  and  below  the 
fasting  levels  of  11.0  (Anglo  women)  to  12.3 
mEq./l.  (Spanish  males)  (D,  ^).  In  the  three - 
hour  serum  the  increase  over  the  fasting  con- 
centration amounted  to  only  1 to  9 per  cent 
(F).  After  the  meal  supplemented  by  glucose, 
fatty  acids  were  significantly  highert  in 
serum  of  Anglo  and  Spanish  males  than  fe- 
males at  all  time  intervals.  Fatty  acid  con- 
centrations do  not  differ  significantly  with 
ethnic  origin,  however,  in  Spanish-  and 
Anglo-Americans  of  either  sex.  The  higher 
fasting  fatty  acids  in  Spanish  than  in  Anglo 
women  follow  the  trend  observed  for  two 
comparable  female  populations,  age  20 
through  29  years. 

(b)  Serum  triglycerides:  The  increase  in 
triglycerides  three  hours  after  a high-fat 
meal  (Fig.  3,  A,  B)  by  from  74  per  cent  (Anglo 
males)  to  115  per  cent  (Anglo  females)  over 
the  fasting  concentrations  was  eliminated  by 
the  prior  ingestion  of  glucose.  Triglycerides 
were  reduced  to  below  the  fasting  level  30 
minutes  after  the  meal  (D)  and  after  three 
hours  increased  to  only  17  to  22  per  cent  (_F^ 
over  the  fasting  means.  Triglyceride  concen- 
trations were  significantly  highert  in  Anglo 
and  Spanish  males  than  in  females  in  all 
samples  from  the  second  fasting  serum  (_^) 
through  the  serum  obtained  three  hours  fol- 
lowing the  meal  supplemented  by  glucose. 

(c)  Serum  phospholipid  phosphorus:  Se- 
rum phospholipid  phosphorus  concentrations 
three  hours  after  the  high-fat  meal  increased 
by  6 to  13  per  cent  over  the  fasting  levels  of 
7.2  (Spanish  men)  to  7.8  mg.  per  cent  (Anglo 
men)  (Fig.  4,  A,  B).  A glucose  supplement 
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preceding  the  meal  cancelled  out  this  eleva- 
tion. In  the  30-minute  sample  (^),  the  phos- 
pholipid means  in  all  populations  were  re- 
duced to  below  the  fasting  concentration. 
The  most  pronounced  decrease  occurred  in 
Spanish  males.  Three  hours  after  the  meal 
(F),  phospholipids  remained  at  or  below  the 
fasting  values.  Phospholipids  were  signifi- 


cantly higher  in  Anglot  than  in  Spanish  males 
in  fasting  (A,  C)  and  30-minute  postprandial 
serum  (D). 

(d)  Serum  cholesterol:  Serum  cholesterol 
concentrations  were  not  significantly  altered 
by  either  a single  high-fat  meal  or  a single 
glucose  load. 

t Significant  at  the  95  per  cent  level  or  above  (t  test). 


MALES  FEMALES 


Fig.  1. 


Fig.  2. 


Fig.  3. 


Fig.  4. 


Figs.  1,2,3  and  4.  Means  for  fasting  and  postprandial  concentrations  of  serum  glucose,  fatty  acids,  tri- 
glycerides and  phospholipid  phosphorus  for  37  Spanish-  and  70  Anglo-American  males  and  19  Spanish 
and  22  Anglo  females,  age  17  through  27  years.  Samples  A and  C represent  values  for  overnight  fasting 
serum  obtained  48  hours  apart.  Sample  B was  obtained  three  hours  after  the  high-fat  test  meal  which 
followed  sample  A.  After  fasting  sample  C,  the  subject  ingested  two  60-gm.  portions  of  glucose  in 
lemon-flavored  water,  one  an  hour  before  and  one  30  minutes  before  the  high-fat  test  meal.  Sample  D 
was  obtained  30  minutes  after  this  test  meal;  sample  E,  two  hours  after;  and  F,  three  hours  after  the 
meal.  The  figure  nearest  each  symbol  for  fasting  sample  A designates  the  number  of  individuals  in 
that  population  series. 
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Summary 

Analyses  for  serum  glucose,  fatty  acids, 
triglycerides  and  phospholipids  30  minutes 
and  two  hours  after  a high-fat  test  meal  pre- 
ceded by  a glucose  supplement  demonstrate 
decreases  of  much  greater  magnitude  than 
can  be  observed  in  the  three-hour  postpran- 


dial serum.  Serum  glucose,  fatty  acids  and 
triglycerides  are  higher  in  general  in  37 
Spanish-  and  70  Anglo-American  males  than 
in  19  Spanish  and  22  Anglo  females,  age  17 
through  27  years.  Ethnic  differences  in  con- 
centrations of  serum  glucose  and  of  lipid 
components  are  neither  consistent  nor  pro- 
nounced within  this  age  range.  • 
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Blessed  event? 


Not  entirely^  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract,*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 


•As  shown  by  in  vitro  stucMes. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Photo  professionally  posed 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels-orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G;  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections:  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings;  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


oHAupEN.VEE  K 

(potassium  phenoxymethyl  penicillin)^^^ 


Chromosome  evaluation  in 
familial  polyposis  of  the  colon* 

Thomas  S.  McConnell,  MD,  and 
Livingston  Parsons,  Jr.,  MD,  Albuquerque,  New  Mexico 


Four  members  of  one  family  with 
familial  polyposis  of  the  colon  were 
studied  by  means  of  chromosome  evaluation. 
No  numerical  or  structural  abnormalities 
were  detected. 


Familial  polyposis  of  the  colon  is  a dis- 
ease which,  though  uncommon,  has  evoked 
the  interest  of  surgeons  and  geneticists.  This 
disease  has  been  extensively  studied  during 
the  past  forty  years  with  the  result  that  there 
are  now  treatment  methods  of  proven  effec- 
tiveness. Menzel,  in  1721,  was  the  first  to  re- 
port a case  of  intestinal  polyposis  and  several 
cases  were  reported  after  that  time  by  Wag- 
ner, Rokitansky,  Lebert  and  Luschka.'  In 
1863,  Virchow  described  the  microscopic  find- 
ings in  a pertinent  case  and  called  this  entity 
colitis  polyposa  cystica.^  Cripps,^  in  1882,  was 
the  first  to  recognize  the  familial  nature  of  the 
disease,  but  its  manner  of  genetic  transmis- 
sion and  the  surgical  treatment  of  familial 
polyposis  were  not  worked  out  until  the  now 
classical  studies  in  the  1930’s  of  Lockhart- 
Mummery^’^  and  Dukes®  at  St.  Mark’s  Hos- 
pital in  London. 

Familial  polyposis  is  now  considered  one 
of  a group  of  diseases  with  the  manifestation 
of  polypoid  growth  of  the  intestinal  epi- 
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thelium.  McKusick'  has  included  six  entities 
in  this  group:  (1)  multiple  endocrine  adeno- 
matosis, including  the  Zollinger-Ellison  syn- 
drome; (2)  Turcot  syndrome  of  multiple 
colonic  polyps  and  brain  tumor;  (3)  Garden- 
er’s syndrome  of  multiple  colonic  polyps, 
multiple  osteomata,  and  multiple  soft  tissue 
tumors  (usually  epidermoid  cysts,  fibromas 
or  sebaceous  cysts) ; (4)  Peutz-Jeghers  syn- 
drome of  generalized  intestinal  polyposis 
(from  stomach  to  rectum)  associated  with 
areas  of  melanin  pigmentation  in  the  buccal 
mucosa,  lips  and  digits;  (5)  occasional  dis- 
crete polyps  of  the  colon  and  rectum;  and 
(6)  familial  polyposis  of  the  colon. 

All  these  diseases  are  infrequent,  partic- 
ularly the  first  three  mentioned,  and  in  all 
an  hereditary  mode  of  transmission  has  been 
established.  It  has  been  estimated  that  these 
aberrations  occur  in  one  of  every  8,300  births. 
Familial  polyposis  is  the  most  common  of  this 
rare  group.  The  disease  is  presumably  a result 
of  spontaneous  gene  mutation.  The  trait  is  an 
autosomal  dominant — a non-sex-linked  trait 
which  is  expressed  phenotypically  in  the 
heterozygous  state.  The  fact  that  the  gene  is 
not  carried  on  the  sex  chromosomes  accounts 
for  its  transmission  to  offspring  by  either  sex, 
and  this  fact  plus  its  dominance  would  re- 
sult in  an  expectation  of  appearance  of  the 
disease  in  half  of  the  offspring  of  any  mar- 
riage involving  an  individual  with  the  dis- 
ease. Children  cannot  inherit  familial  poly- 
posis from  parents  who  do  not  have  it;  the 
occasional  cases  of  skipped  generations  may 
be  explained  by  the  onset  of  polyp  formation 
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Fig.  1.  Portion  of  surgical  specimen  demonstrating 
multiple  polyps  and  annular  carcinoma  of  the  sig- 
moid colon.  Patient  J.  A. 

late  in  life  with  the  death  of  affected  in- 
dividuals occuring  before  such  time  as  the 
clinical  features  of  the  disease  become  mani- 
fest. 

Clinical  features  and  mangement 

The  pathologic  feature  of  familial  poly- 
posis is  the  presence  of  multiple  polyps 
throughout  the  colon  and  rectum  (Fig.  1). 
These  polyps  may  be  sessile  or  pedunculated, 
and  can  become  so  closely  packed  as  to  form 
a carpet  of  contiguous  polyps  from  cecum  to 
anus.  Microscopically,  in  addition  to  the  typi- 
cal appearance  of  adenomatous  colonic  polyps, 
there  may  be  evidence  of  mild  chronic  in- 
flammation. The  initial  development  of  the 
polyps  usually  occurs  in  the  twenties  or  late 
teens.  Almost  all  individuals  with  multiple 
polyposis  can  be  expected  to  develop  carci- 
noma of  the  colon,  or  even  multiple  foci  of 
adenocarcinoma,  without  prophylactic  surgi- 
cal treatment.  The  length  of  time  before  the 
onset  of  carcinoma  is  usually  ten  to  fifteen 
years  from  the  first  appearance  of  polyps^®'"; 
when  polyps  appear  in  later  life,  the  “incuba- 
tion period”  for  carcinogenesis  tends  to  be 
longer.  Cases  have  occurred  where  carcinoma 
has  not  developed’**,  but  this  course  is  so  un- 
usual as  to  be  an  unwarranted  gamble  for 
either  patient  or  doctor. 

Symptoms,  when  present,  consist  of  loose 
or  frequent  stools  with  the  passage  of  blood 
or  excess  mucus.  These  symptoms  are  often 
mild  and  seldom  accompanied  by  evidence  of 
other  than  good  health  early  in  the  course  of 
the  disease.  Cramps,  weakness,  anemia  and 


weight  loss  may  occur,  but  more  often  than 
not  there  are  no  symptoms  until  carcinoma 
appears. 

Once  diagnosis  has  been  established,  surgi- 
cal removal  of  all,  or  all  but  the  most  distal 
portion,  of  the  colon,  must  be  accomplished 
to  eliminate  or  drastically  reduce  the  high 
risk  of  colo-rectal  carcinoma.  Treatment  con- 
sists of  either  total  colectomy  with  forma- 
tion of  a permanent  ileostomy,  or  subtotal 
colectomy  and  ileoproctostomy  with  preser- 
vation of  the  anal  sphincter  mechanism.  Se- 
lection of  one  of  these  procedures  depends  on 
the  individual  situation,  and  there  is  hazard 
in  dogmatically  limiting  surgical  treatment  to 
either  one.  Certainly,  the  risk  of  carcinoma 
can  be  obviated  only  by  total  colectomy,  be- 
cause subtotal  colectomy  and  ileoproctos- 
tomy, even  when  the  rectal  stump  is  regular- 
ly inspected  and  polyps  destroyed  as  they 
appear,  does  not  prevent  carcinoma  occurring 
in  the  remaining  rectum.’®’’^ 

Chromosome  evaluation 

If  a method  could  be  developed  whereby 
those  individuals  in  a family  carrying  this 
dominant,  autosomal  gene  could  be  found  at 
birth  or  early  in  life,  diagnostic  efforts  could 
be  concentrated  on  those  individuals  and 
early  treatment  instituted.  It  was  with  these 
thoughts  in  mind  that  attention  was  turned 
to  a recently  available  genetic  test. 

The  procedure  used  was  a modification  of 
the  technic  of  Moorehead,  et  al.^®  The  cc.  of 
venous  blood  is  drawn  into  a heparinized 
syringe  and  transferred  to  a culture  tube. 
This  is  slowly  centrifuged  and  the  supemate, 
containing  most  of  the  white  cells  plus  3-4 
cc.  of  serum,  withdrawn.  Tissue  culture 
media  and  phytohemagglutinin  are  added  to 
the  serum  and  the  material  incubated  for 
approximately  70  hours.  Colchicine  is  then 
added,  and  the  material  reincubated  for  three 
hours.  The  cells  are  harvested  by  centrifuga- 
tion, washing,  treatment  with  an  hypotonic 
solution,  fixation,  further  washing  and  then 
application  to  glass  microslides  (so  that  the 
cells  containing  the  chromosomes  burst,  al- 
lowing the  chromosomes  to  spread  and  fall 
flat  on  the  slide) . The  slides  are  then  stained 
with  Giemsa  stain,  allowed  to  dry,  and  cover- 
slipped. 
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Fig.  2.  Genetic  chart  of  family  with  Familial  Poly- 
posis of  the  Colon.  Generations  are  indicated  hy 
the  Roman  numerals.  In  generation  III  many  mem- 
bers are  children  and  may  develop  the  disease  at 
a later  date.  Dot  indicates  individual  whose 
chromosomes  were  studied. 

The  metaphase  spreads  are  searched  for 
and  the  better  ^reads  counted  and  marked. 
The  number  of  chromosomes  in  each  counted 
spread  is  then  recorded  in  tabular  form.  Typ- 
ical spreads  are  photographed,  enlarged  and 
karyotyped.  The  karyotype  and  a copy  of  the 
photograph  of  its  metaphase  is  included  with 
the  report.  The  entire  process  takes  a mini- 
mum of  two  weeks  to  complete,  and  may 


take  three  times  that.  The  usual  cost  far  ex- 
ceeds the  charge,  which  is  $100  in  our  labora- 
tory. 

The  possibility  of  predicting  by  chromo- 
some evaluation  which  member  of  the  family 
herein  described  might  ultimately  manifest 
intestinal  polyposis  led  us  to  study  four  mem- 
bers of  the  family,  three  of  whom  had  diag- 
noses of  polyposis  (one  had  had  a colectomy 
and  a microscopic  diagnosis  of  adenocarci- 
noma) and  one  who  was  without  disease  at 
14  years  of  age  (Fig.  2).  In  all  cases  studied, 
the  chromosomes  were  normal  numerically 
and  structurally. 

Summary 

The  history,  method  of  transmission,  clin- 
ical features,  and  surgical  treatment  of 
familial  polyposis  of  the  colon  are  reviewed. 
Study  of  chromosome  morphology  in  patients 
with  familial  polyposis  coli  failed  to  provide 
a method  of  identifying  affected  individuals 
before  appearance  of  the  polyps.  A brief  re- 
view of  the  laboratory  technics  in  chromo- 
some analysis  is  presented.  • 
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Bladder  carcinoma  in  the  young 


Thorough  urological  evaluation  of 
hematuria  is  necessary  as  this  case  report  of 
bladder  carcinoma  in  a 16-year-old 
indicates. 


Bladder  carcinoma  in  the  young  is  ex- 
ceedingly rare.  Jewett^  reports  an  adjusted 
age  incidence  rate  for  bladder  cancer  per 
100,000  population  of  18.6  for  males  and  8.0 
for  females.  Fitch  and  Rubenstone-  noted 
that  up  to  1962  only  ten  cases  of  papillary 
carcinoma  or  papilloma  of  the  bladder  in 
young  people  had  been  reported.  Johnson 
and  Taylor®  added  another  case.  Rossi,  Wol- 
gator  and  Spatz*  in  1967  reported  an  addi- 
tional case  described  as  a “papillary  transi- 
tional cell  tumor”  in  a five-year-old  boy.  This 
semantic  dispute  as  to  whether  to  classify  a 
tumor  as  a papilloma  or  a Grade  1 transi- 
tional cell  carcinoma  is  relatively  unim- 
portant to  the  clinician.  Willis®  in  his  Pathol- 
ogy of  Tumors  states  that  it  is  impossible  to 
make  any  real  pathological  distinction  be- 
tween benign  papillomas  and  carcinomas  of 
the  urinary  tract  epithelium.  Saphir”  in  his 
Text  on  Systemic  Pathology  quotes  the  Amer- 
ican Registry  of  Pathology  in  1964:  “since 
it  is  impossible  by  histologic  methods  to  dif- 
ferentiate papillomas  from  those  that  recur 
and/or  metastasize,  the  former  should  be 
classified  as  carcinomas,  so  that  neither  the 
clinician  nor  the  patient  will  look  on  these  as 
completely  harmless.”  Regardless  of  the 
nomenclature  used  to  designate  these  tumors 
they  apparently  do  not  recur  in  children,  in 
contrast  to  the  frequency  of  recurrence  of 
similar  lesions  in  adult  patients.^’®''* 

Since  true  papilloma  and  well-differen- 
tiated carcinoma  are  histologically  indistin- 
guishable from  a practical  and  clinical  stand- 
point, every  papilloma  should  be  considered 
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to  be  well-differentiated  carcinoma.  How- 
ever, epithelial  tumors  of  the  bladder  in  the 
first  two  decades  apparently  differ  markedly 
from  their  malignant  counterparts  in  older 
patients.  In  the  young  these  are  benign  and 
no  recurrences  have  been  reported. 

The  etiology  of  these  neoplasms  of  the 
urothelium  is  obscure,  and  no  one  has  been 
able  to  state  with  certainty  that  the  true 
cause  of  bladder  neoplasia  has  been  re- 
vealed.^ 

CASE  REPORT 

A 16-year-old  white  male  youth  was  admitted 
with  a one  month  history  of  five  episodes  of  gross 
total  hematuria  varying  from  bright  to  dark  red. 
One  transitory  episode  of  hematuria  four  months 
previously  had  not  been  revealed  to  his  parents. 
He  had  occasional  frequency  but  no  dysuria,  ur- 
gency, trauma,  backache,  or  prior  history  of  bleed- 
ing. There  was  occasional  pain  in  the  left  lower 
quadrant.  The  past  history,  systems  review,  and 
family  history  were  unremarkable.  Physical  ex- 
amination revealed  a well-developed,  well-nour- 
ished youth  in  no  apparent  distress.  Examination 
was  unremarkable  other  than  a palpable  left 
colon  due  to  constipation.  Bimanual  recto-ab- 
dominal examination  revealed  no  induration  or 
fixation  of  the  bladder.  Hemoglobin,  hematocrit, 
white  count,  differential  count  and  BUN  were 
unremarkable.  Urine  culture  revealed  a Proteus 
Vulgaris  infection.  Intravenous  pyelograms  and 
chest  x-rays  were  unremarkable.  Cystocopy  re- 
vealed a 2 to  3 cm.  solid  papillary  tumor  with  a 
Vz  cm.  pedicle  in  the  mid  posterior  wall  of  the 
bladder  several  centimeters  above  the  junction 
with  the  floor.  The  bladder  musoca  revealed  in- 
creased vascularity  in  the  surrounding  area.  Trans- 
urethral electro-resection  of  the  neoplasm  was 
carried  out  and  the  base  was  deeply  fulgurated. 

Pathological  examination  (J.  F.  Haynes) 
revealed  “pink-gray  papillary  and  polypoid  frag- 
ments of  soft  rubbery  tissue  weighing  together 
5 grams  and  measuring  up  to  2 cm.  in  greatest 
diameter.  Microscopic  sections  (Figs.  1 and  2)  dis- 
close papillary  masses  supported  by  finely  branch- 
ing vascular  stroma.  The  papillae  are  covered  by 
varying  thickness  of  transitional  type  epithelium 
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Fig.  1.  (xlOO)  Low  power  view  of  papillary  neo- 
plasm. 


Fig.  2.  (x450)  High  power  view  showing  well  dif- 
ferentiated transitional  epithelial  neoplasm. 


in  which  individual  cells  are  relatively  uniform 
and  show  no  mitotic  activity.  There  is  enlarge- 
ment of  nuclei  which  are  somewhat  vesicular  with 
slightly  wrinkled  membranes  and  tendency  to 
loss  of  polarity.  There  is  plentiful  pale  eosino- 
philic cytoplasm.  Diagnosis:  Transitional  Cell 
Carcinoma  (Grade  1)  of  Urinary  Bladder.”  Post- 
operative course  was  uneventful.  The  Proteus 
infection  was  treated  with  an  antibiotic  of  choice, 
and  the  patient  was  discharged  to  home  on  the 
4th  postop  day.  Interval  follow-up  cystoscopy 
will  be  carried  out  indefinitely.  Cystoscopy  2 
months  following  surgery  revealed  no  recurrence. 

Discussion 

Some  authors^’^-'*  feel  that  papillary  neo- 
plasms of  the  urothelium  in  the  young  are 
clinically  and  morphologically  benign. 
Others®'®  feel  that  it  is  impossible  to  make 
any  histologic  distinction  between  benign 
papilloma  and  transitional  cell  carcinoma 
Grade  1.  Of  less  interest  to  the  urologist  is 
the  semantic  dispute  over  morphological 
terminology.  We  would  stress  however  the 


need  for  complete  urological  investigation  of 
hematuria  occurring  in  the  young,  as  well 
as  in  the  more  commonly  thought  of  “cancer 
age  group”  of  forty  and  beyond. 

This  case  of  transitional  cell  carcinoma  of 
the  bladder  might  have  been  overlooked  had 
the  infection  alone  been  treated  with  remis- 
sion of  hematuria.  Had  the  neoplasm  been 
overlooked  until  the  next  episode  of  hema- 
turia, would  we  have  had  a more  invasive 
and/or  malignant  cancer? 

Summary 

A case  of  papillary  transitional  cell  car- 
cinoma Grade  1,  of  the  bladder,  in  a 16-year- 
old  male  is  presented.  The  morphologic  and 
clinical  characteristics  of  these  tumors  is 
discussed.  The  need  for  thorough  urological 
evaluation  of  the  causes  of  hematuria  in  the 
first  two  decades  is  stressed.  • 
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Serotonin  in  pelvic  autonomic 
dysfunction 


Howard  L.  Smith,  MD,  Roswell,  New  Mexico 


Many  symptoms  are  interwoven  in 
the  ^^PAD”  syndrome,  a source  of  great 
distress  to  many  women.  The  author 
presents  his  thoughts  on  the  pathogenesis 
of  the  syndrome  and  its  management. 

The  purpose  of  this  paper  is  to  propose  a 
possible  etiology  for  a disease  or  group  of 
diseases  and  to  advance  a novel  course  of 
treatment.  For  convenience  I shall  refer  to 
this  condition  as  “The  Pelvic  Autonomic  Dys- 
function Syndrome”  (PAD). 

The  gynecologic  patient  presenting  with 
the  symptoms  reported  in  this  paper  has  been 
variously  diagnosed  as  suffering  from  “pelvic 
congestion,”  “congestive  fibrosis  syndrome,” 
“chronic  parametritis,”  “subinvolution  and 
congestion  of  the  urterus,”  and  “broad  liga- 
ment neuritis.”  Similar  designations  in  the 
French  and  German  literature  expand  the 
list.  These  various  syndromes  with  parallel 
and  often  overlapping  symptoms  have  been 
described  in  the  literature  for  well  over  100 
years.  Taylor^’  who  has  written  extensively 
on  this  subject,  presented  an  excellent  and 
thorough  study  of  the  disease  in  1949.  For 
historic  background  I refer  you  to  that  work. 

Observations  I have  made  in  my  practice 
of  obstetrics  and  gynecology  have  led  me  to 
formulate  certain  clinical  opinions  and  phi- 
losophies. These  observations,  made  during 
careful  physical  examination  and  conversa- 
tion with  the  patient,  began  to  form  a pattern. 
This  paper  presents  these  observations  and 
also  draws  upon  the  laboratory  findings  of 
others  in  order  to  clarify  the  more  basic 
physiology  and  pharmacology  of  the  Pelvic 
Autonomic  Dysfunction  Syndrome. 


Diagnosis 

The  patient  with  pelvic  pain  may  have 
neither  grossly  visible  nor  laboratory  abnor- 
malities. However,  the  physician  can  recog- 
nize by  her  demeanor,  soulful  expression  and 
generalized  complaints  that  this  is  a patient 
with  primarily  psychosomatic  problems.  Too 
often  she  is  labeled  a “crock,”  someone  to 
be  pitied  but  not  taken  too  seriously.  She 
is  given  reassurance,  a palliative  prescription 
and  another  appointment. 

Careful  questioning  of  the  patient  reveals 
a multiplicity  of  complaints:  pelvic  pressure 
and  heaviness  or  the  feeling  that  everything 
is  falhng  out;  irregular  menses;  dysmenor- 
rhea; urinary  frequency;  heavy  leukorrhea 
and  low  back  pain.  There  may  also  be  a his- 
tory of  torticollis,  flushing,  vertigo,  headache 
(usually  unilateral  and  throbbing),  long 
standing  palpitation,  extrasystoles,  bloating, 
upper  abdominal  pain,  lower  abdominal  pain, 
excessive  mucus  in  the  stool,  and  cramping, 
drawing  and  aching  of  the  legs  and  feet. 
Many  others  have  vascular  headache  and 
thick  speech,  incoordination  of  movements 
(resulting  in  stumbling  and  falling),  photo- 
phobia and  hyperacusia.  These  patients  are 
also  lethargic,  insomnic,  have  decreased  libido 
and  may  or  may  not  be  anorectic. 

Physical  findings  can  include:  coldness  of 
the  extremities;  goose  pimples;  flushing; 
rash;  neurodermatitis;  tight,  tender  utero- 
sacral  ligaments;  and  usually  a tender,  dilated 
colon. 

All  too  often  we  are  dealing  with  a rather 
hostile  individual  who  has  been  given  con- 
flicting advice  and  diagnoses.  As  a result  she 
has  lost  faith  in  the  medical  profession.  These 
patients  are  very  often  apprehensive,  irrita- 
ble and,  as  might  be  expected,  variously 
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depressed.  The  depression,  I feel,  stems  large- 
ly from  the  long  duration  of  the  illness  with- 
out obvious  physical  findings.  The  depression 
may  well  be  classed  as  part  of  the  syndrome. 

The  total  effect  is  disabling  to  the  patient 
and  disturbing  to  those  in  her  immediate 
environment.  These  patients  may  be  in  need 
of  psychiatric  evaluation  and  therapy.  Some 
have  had  the  benefit  of  this  approach,  but 
it  is  my  considered  opinion  that  psychother- 
apy alone  is  not  adequate. 

Etiology 

These  symptoms  are  signs  of  autonomic 
nervous  system  (ANS)  dysfunction,  since 
primarily  smooth  muscle  and  glandular  struc- 
tures are  involved.  The  ANS  has  been  pre- 
viously implicated  in  this  syndrome  by 
others. The  exact  role  of  the  ANS  is  diffi- 
cult to  define,  as  there  are  no  purely  autono- 
mic centers  of  integration  in  the  brain  and 
extensive  overlapping  occurs.  The  hypothal- 
amus, however,  is  the  principal  locus  of  inte- 
gration of  the  entire  ANS  and  is  concerned 
in  the  regulation  of  body  temperature,  blood 
pressure,  blood  sugar,  water  balance,  carbo- 
hydrate and  fat  metabolism,  emotions,  sleep, 
and  sexual  reflexes.  Studies  have  shown  that 
the  hypothalamus  has  a high  content  of  sero- 
tonin (5-hydroxytryptamine  or  5-HT).®’® 

Serotonin’s  role  in  the  physiologic  control 
of  bodily  functions  has  not  been  completely 
elucidated.  I believe  that  serotonin  is  a prime 
factor  in  the  Pelvic  Autonomic  Dysfunction 
Syndrome.  It  has  been  well  established  that 
serotonin  stimulates  a variety  of  smooth 
muscles  and  nerves.  Its  actions  evoke  a wide 
spectrum  of  responses  involving  especially, 
but  not  exclusively,  the  cardiovascular,  res- 
piratory and  GI  systems. 

Serotonin  (5-HT),  whose  structure  is 
shown  in  Figure  1,  is  secreted  by  the  entero- 
chromaffin  cell  (EC)  system.  The  EC  are 
located  mainly  in  the  GI  mucosa,  but  also 
occur  in  biliary  ducts,  pancreas,  prostate, 
urethra  and  pineal  gland.®  Argentaffin  car- 
cinoids, made  up  of  typical  EC,  contain  large 
amounts  of  S-HT.®’®-'^ 

It  is  doubtful  that  serotonin  elaborated 
outside  the  central  nervous  system  (CNS)  is 
able  to  cross  the  blood-brain  barrier.  How- 


Serotonin  (5-Hydroxyvryptamine) 

Fig.  1 


ever,  enzymes  within  the  brain  do  have  the 
ability  to  act  on  a precursor  such  as  trypto- 
phan or  5-hydroxytryptophan.®  The  enzyme 
L-tryptophan-5-hydroxylase  converts  exo- 
genous tryptophan  to  5-hydroxytryptophan 
(5-HTP),  the  5-HTP  is  then  decarboxylated 
by  the  ubiquitous  5-HTP  decarboxylase, 
which  also  decarboxylates  DOPA.  The  sero- 
tonin thus  formed  in  the  neural  elements  of 
the  CNS  is  stored  in  granules  located  in  nerve 
endings  and  upon  ultracentrifugation  has 
been  found  concentrated  in  the  mitochondrial 
fraction.®  Fig.  2 presents  a diagrammatic  il- 
lustration of  this. 


TRYPTOPHAN 


Schematic  Illustration  of  Serotonin  (5-HT)  Synthesis  in  a Nerve  Cell 

1 L-iryp(ophan-5-hydroxlase 
2.  S-HTP  decarboxylase 
AT  Active  Transoort 

Fig.  2 

Wooley“'^®  has  suggested  that  deranged 
serotonin  metabolism  might  be  the  underly- 
ing cause  of  some  naturally  occurring  mental 
disorders.  Abnormal  serotonin  metabolism 
has  been  reported  in  several  types  of  mental 
deficiency  and  cerebral  palsy. 

I do  not  know  the  nature  of  the  disturb- 
ance in  serotonin  metabolism  in  this  syn- 
drome. It  may  be  a disturbance  in  the  rate 
of  production  or  the  rate  of  destruction.  If 
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this  hypothesis  is  correct,  serotonin  metabo- 
lism, as  measured  by  the  amount  of  5-hy- 
droxyindoleacetic  acid  (5-HIAA)  in  the  urine, 
would  theoretically  be  altered.  The  results 
of  this  test  have  been  inconsistent  and  this 
author  is  in  agreement  with  Degkwitz^^  who 
found  that  practically  no  conclusions  could 
be  drawn  from  this  assay  as  a measure  of 
serotonin  metabolism. 

T reatment 

Despite  inconclusive  results  in  the  mea- 
surement of  serotonin  metabolism,  the  value 
of  serotonin  antagonists  in  the  treatment  of 
these  patients  should  be  further  investigated. 
The  lack  of  more  direct  evidence  linking 
serotonin  and  pelvic  autonomic  dysfunction 
is  outweighed  by  the  fact  that  serotonin  has 
been  identified  in  structures  concerned  with 
autonomic  functions,  such  as  neural  elements 
of  the  hypothalamus,  spinal  cord,  and  vesicles 
of  nerve  endings.®'^® 

Friedman  and  Losin^®  have  successfully 
used  a serotonin  antagonist  in  the  treatment 
of  vascular  or  cluster  headache.  Sensory 
fibers  in  the  brain  are  carried  on  the  blood 
vessels  and  changes  in  the  walls  of  these 
vessels  stimulate  the  sensory  nerve  fibers. 
Vascular  smooth  muscle  is  under  the  control 
of  the  ANS  and  serotonin  is  intimately  con- 
cerned with  the  ANS  and  its  known  trans- 
mitters, acetylcholine,  norephinephrine  and 
epinephrine.”'^® 

If  a serotonin  antagonist  is  effective  in 
the  control  of  vascular  smooth  muscle,  would 
this  same  agent  act  on  other  smooth  muscle 
or  glandular  tissue?  With  this  thought  in 
mind,  I prescribed  a serotonin  antagonist  to 
selected  patients  with  the  PAD  syndrome 
over  a period  of  five  years. 

The  patients  treated  ranged  in  age  from 
15  to  75  years  (average  34  years) . Six  patients 
were  under  20  years  old,  69  were  20-29,  61 
were  30-39,  38  were  40-49,  12  were  50-59  and 
2 were  past  70  years  old.  Most  (130)  of  these 
women  were  in  their  third  and  fourth  dec- 
ades. This  age  distribution  is  in  agreement 
with  the  findings  of  Duncan  and  Taylor^®. 

The  duration  of  the  symptoms,  described 
earlier,  ranged  from  one  week  to  30  years. 


The  majority  of  these  women  (189)  had  been 
suffering  for  more  than  one  year  and  66  of 
these  for  more  than  five  years. 

The  serotonin  antagonists  used  were; 
cyproheptadine*  and  methysergide  maleate**. 
The  latter  has  ergot-like  side  effects  and 
long  term  use  presents  problems;  adverse 
reactions  which  may  occur  include  retroperi- 
toneal fibrosis.  Cyproheptadine,  an  antihista- 
mine as  well  as  an  antiserotonin,  has  the  dis- 
advantage of  an  initial  soporific  effect.  Also, 
long  term  use  of  cyproheptadine  has  given 
rise  to  nervous  irritability  and  weight  gain 
in  some  patients.  I believe  the  latter  is  due 
to  normalization  of  the  GI  tract’s  efficiency, 
which  indirectly  confirms  the  efficacy  of 
cyproheptadine.  The  undesirable  side  effects 
of  methysergide  and  the  lower  cost  of  cypro- 
heptadine have  made  the  latter  the  drug  of 
choice  in  my  practice.  The  initial  dosage  of 
cyproheptadine  I have  used  is  one  tablet  (4 
mg.)  t.i.d.,  for  one  week.  The  dosage  is  then 
reduced  to  one  tablet,  h.s.,  but  may  be  in- 
creased at  times  of  stress  or  anxiety.  The  un- 
desirable soporific  effect  is  avoided  when  the 
medication  is  taken  before  retiring.  Patients 
have  reported  that  taking  half  of  the  tablet 
in  the  morning  and  the  other  half  in  the  eve- 
ning obviates  this  untoward  effect  without 
impairing  the  drug’s  effectiveness. 

These  patients  have  been  using  cyprohep- 
tadine for  from  one  week  to  almost  five 
years.  A chronological  breakdown  revealed 
that  19  patients  have  been  on  this  therapy 
for  less  than  one  month,  80  for  up  to  six 
months,  19  for  up  to  one  year,  45  for  up  to 
three  years  and  10  for  more  than  four  years. 
Fifteen  patients  have  been  lost  to  follow  up. 

The  patient  may  adhere  to  the  dosage 
schedule  for  a month  or  so,  but  when  she  has 
obtained  some  degree  of  relief  may  cease 
taking  the  medication  only  to  have  the  symp- 
toms recur.  When  she  returns  to  the  office, 
she  is  advised  to  continue  the  cyproheptadine. 
The  medication  must  be  resumed  at  the  orig- 
inal dosage  of  one  tablet  (4  mg.)  t.i.d.  I have 
found  that  one  tablet  daily  is  usually  a suffi- 
cient maintenance  dosage. 

‘Periactin — Merck  Sharp  & Dohme,  West  Point,  Pennsyl- 
vania. 

**Sansert — Sandoz  Pharmaceuticals,  Hanover,  New  Jersey. 
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Results 

The  results  of  cyproheptadine  therapy 
have  been  encouraging.  Response  was:  Ex- 
cellent, 94  patients;  good,  47;  fair,  12;  no 
improvement,  22;  and  lost-to-follow-up,  13. 
The  difference  in  the  lost-to-follow-up  figures 
was  caused  by  patients  who  reported  results 
of  the  medication  for  a time  but  did  not 
continue  to  visit  the  office.  Therefore,  the 
total  treatment  period  is  unknown. 

Several  colleagues  have  reported  excellent 
results  with  the  use  of  cyproheptadine  as  a 
serotonin  antagonist.^^ 

Comments 

The  doctor-patient  relationship  is  very 
important  to  successful  therapy.  Some  pa- 
tients have  developed  misgivings  about  the 
medical  profession.  Frequently  I have  been 
able  to  allay  these  doubts  by  the  following 
approach:  Once  the  patient  is  diagnosed,  an 
interview  is  arranged.  The  patient’s  com- 
plaints are  reviewed  and  explained  on  the 
basis  of  physiology  and  anatomy.  The  ANS 
and  its  very  extensive,  involuntary  and 
subtle,  control  of  the  various  systems  or 
organs  is  explained  briefly  in  simple  terms. 
The  patient  is  made  to  understand  that  al- 
though visible  physical  findings  may  be 
absent  or  obscure,  there  is,  in  fact,  a physical 
basis  for  her  illness.  The  diagram  in  Figure  3 
has  been  helpful  in  visualizing  the  principal 
factors  involved  and  their  relationships  with- 
in the  cycle  illustrated. 

Therapy  is  designed  to  break  the  cycle  at 
one  or  more  points.  It  is  important  to  relieve 
the  stress  and  anxiety,  which  is  often  diffi- 
cult as  they  are  usually  caused  by  the  home 
environment.  An  interview  with  the  husband 
can  be  most  helpful.  The  situation  is  ex- 
plained to  him  and  family  cooperation  is 
enlisted. 

Several  visits  are  necessary  and  setbacks 
are  to  be  expected.  The  patient’s  general 
well-being  is  improved  by  this  approach,  but 
judicious  use  of  tranquilizers  or  antidepres- 
sants which  act  on  the  CNS  is  also  of  value. 

The  imbalance  in  the  ANS  can  be  treated 
with  a serotonin  antagonist,  anticholinergic, 
or  sympathomimetic.  These  drugs  probably 


act  principally  on  the  peripheral  nerves,  at 
or  near  the  organ  innervated. 

A frequent  finding  in  these  patients  has 
been  candidiasis  (moniliasis) , which  has  been 
associated  with  abnormal  physiology  for 
some  time.^®  The  conventional  approach  of 
local  treatment  has  been  employed  but  not 
always  successfully.  Patients  suffering  from 
recurrent  candidiasis  may,  simply  by  adher- 
ing to  a low  carbohydrate  diet,  clear  both 
the  infection  and  the  accompanying  pruritis. 

At  times  I have  prescribed  an  oral  hypo- 
glycemic agent  in  conjunction  with  the  low 
carbohydrate  diet,  if  the  diet  alone  proved 
ineffective  in  controlling  the  infection.  Re- 
sults of  this  combined  therapy  have  been 
good.  Cyproheptadine  has  proven  to  be  bene- 
ficial in  relieving  the  pruritis  that  accom- 
panies the  active  stage  of  the  infection. 

Recurrent  candidiasis,  glycosuria  and  dia- 
betes have  been  associated  by  others.^® Glu- 
cose tolerance  tests  (GTT)  have  been  carried 
out  in  a number  of  the  patients  reported  on 
here.  There  has  been  no  indication  that  they 
are  frank  diabetics;  the  GTT  curves  are 
usually  flat  or  indicate  functional  hyper- 
insulinism. 

A pessary  is  used  to  improve  support  and 
circulation.  The  initial  installation  is  made 
by  the  phyiscian  and  checked  by  him  one 
week  later.  The  patient  can  insert  and  remove 
the  pessary  on  a p.r.n.  basis  with  ease.  I have 
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Factors  in  the  Poor  Miserable  Female  Syndrome 

Fig.  3 
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found  the  round  Milex  pessary  to  be  best 
suited  for  this,  as  it  has  not  caused  irritation 
or  infection  and  remains  well  placed.  The 
patient  who  benefits  from  the  pessary  and 
whose  complaints  return  after  its  removal 
may  be  a candidate  for  surgery.  I am  not  an 
advocate  of  surgery  as  a cure-all,  but  I have 
found  that  this  particular  type  of  patient 
experiences  dramatic  relief  following  hyster- 
ectomy. Taylor’s  one  certain  cure  is  reported 
as  following  hysterectomy.^ 

Other  treatments  employed  have  included 
vesical  dilation  and  silver  nitrate  instillation, 
and  calcium  gluconate  for  leg  cramps.  The 
use  of  calcium  I.V.  has  been  most  helpful. 
Serotonin  has  been  implicated  in  calcium 
transport  promoting  the  influx  of  calcium 
across  the  cell  membranes.  • 

Summary 

The  Pelvic  Autonomic  Dysfunction  Syn- 
drome has  been  described  and  a course  of 
treatment  presented.  The  symptoms,  which 
cover  a wide  range  and  include  almost  every 


system  of  the  body,  have  a common  factor, 
the  ANS.  Certain  areas  of  the  CNS  concerned 
with  integration  of  autonomic  functions  have 
been  described  as  containing  large  amounts 
of  serotonin,  a possible  neurohumor  of  the 
ANS. 

Attempts  to  correlate  levels  of  urinary 
5-HIAA  (a  metabolite  of  serotonin)  with  the 
autonomic  dysfunction  have  been  notably 
unsuccessful.  Other  metabolic  products  of 
serotonin,  as  yet  undetermined,  may  be  in- 
volved in  these  variations. 

In  spite  of  the  lack  of  direct  evidence 
linking  serotonin  with  the  PAD  syndrome, 
a serotonin  antagonist  (cyproheptadine)  has 
been  used  with  a high  degree  of  success  in 
treating  these  patients.  Concomitant  medica- 
tion has  included  antidepressants,  a pressor 
agent,  anticholinergics,  ataraxics  and  calcium 
gluconate.  An  important  facet  of  the  treat- 
ment is  the  doctor-patient  relationship  cen- 
tered on  the  doctor  defining,  as  clearly  as 
possible,  the  patient’s  illness  and  the  pro- 
posed treatment.  • 
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Discoid  lateral  meniscus 


Norman  F.  Moon,  MD,*  Albuquerque,  New  Mexico 


Three  crises  of  this  uncommon  anatomic 
variation  are  reported^  with  a discussion 
of  etiopathology,  diagnosis  and  management. 


A DISCOID-SHAPED  MENISCUS  is  an  occasion- 
al finding  at  the  time  of  knee  arthrotomies. 
Approximately  200  cases  have  been  men- 
tioned in  the  medical  literature.  In  1889, 
Youngs®  first  described  this  anatomic  varia- 
tion following  its  discovery  on  cadaver  dis- 
section. Smillie^^  reported  29  discoid  menisci 
in  1,300  meniscectomies  (2.2  per  cent)  per- 
formed during  a seven-year  period.  The  inci- 
dence was  2.4  per  cent  of  meniscectomies  at 
the  Massachusetts  General  Hospital.®  At 
several  specialty  hospitals,  however,  the  in- 
cidence has  been  considerably  higher.  At  the 
New  York  Orthopedic  Hospital  between  1934- 
1949,  there  was  one  discoid  medial  meniscus 
in  580  medial  meniscectomies  (0.17  per  cent) 
and  20  discoid  lateral  menisci  in  129  lateral 
meniscectomies  (15.5  per  cent).®  Of  the  17 
arthrotomies  performed  in  20  years  at  the 
Hospital  for  Sick  Children  in  Toronto,  five 
children  had  discoid  lateral  menisci  and  one 
patient  had  bilateral  discoid  menisci.^®  Three 
cases  of  discoid  lateral  meniscus  have  prompt- 
ed a study  of  this  orthopedic  problem. 

Data 

During  the  period  1955-1966,  214  meniscec- 
tomy procedures  were  performed  upon  206 
patients  at  the  Bataan  Memorial-Methodist 
Hospital  in  Albuquerque.  A total  of  231 
menisci  were  excised  by  eleven  orthopaedists. 
Frequently  the  meniscectomy  was  combined 
with  a cruciate  or  collateral  ligament  repair 
because  of  varying  amounts  of  knee  trauma 
sustained  by  the  patients.  Chondromalacia 
of  the  patella  or  femoral  condyle  was  a fre- 


*  From  the  Lovelace  Clinic.  Department  of  Orthopedic 
Surgery,  Albuquerque,  New  Mexico. 


quent  concomitant  finding,  and  partial  chon- 
drectomies  were  performed  to  correct  this 
problem.  Rarely  was  arthrotomy  performed 
for  an  arthritic  knee;  in  these  cases,  the 
meniscectomy  was  often  combined  with  patel- 
lectomy or  excision  of  loose  bodies. 

Considering  the  high  percentage  of  trau- 
matic knee  derangements  usually  associated 
in  males,  it  was  somewhat  surprising  that 
39  of  the  206  patients  (19  per  cent)  were  fe- 
males. Seventeen  patients  had  both  medial 
and  lateral  menisci  excised  at  the  same  time. 
There  was  a total  of  162  medial  meniscec- 
tomies and  69  lateral  meniscectomies.  The 
arthrotomies  were  performed  upon  110  right 
and  104  left  knees. 

Three  discoid  menisci  (1.3  per  cent)  were 
found  and  excised.  The  anatomic  variation 
was  found  with  the  lateral  meniscus  in  each 
case.  In  none  of  these  three  cases  has  it 
been  necessary  to  perform  an  arthrotomy 
upon  the  other  knee. 

CASE  REPORTS 

Case  1:  A 13-year -old  Caucasian  girl  was  first 
seen  in  March,  1964.  She  complained  of  inter- 
mittent pains  on  the  lateral  aspect  of  the  right 
knee  for  “a  long  time.”  She  recalled  injurying 
the  right  knee  while  tumbling  one  month  earlier. 
Soreness  and  swelling  developed  on  the  lateral- 
aspect  of  the  knee  following  the  injury.  The  pa- 
tient also  complained  of  pain  with  motion  and 
instability  of  the  knee.  There  was  no  history  of 
locking  or  blocking.  On  examination,  there  was 
a one-inch  enlargement  anterior  to  the  fibular 
collateral  ligament  of  the  right  knee.  It  was  ap- 
proximately 0.5  cm.  in  thickness.  Tenderness  was 
present  on  palpation  of  the  lateral  aspect  of  the 
knee  joint.  McMurray  test  increased  the  pain 
in  this  region.  There  was  no  effusion,  and  a click 
could  not  be  produced.  Roentgenograms  of  the 
right  knee  demonstrated  a swelling  in  the  lateral 
compartment  of  the  knee  joint.  Arthrotomy  was 
performed  on  22  June  1964.  At  operation,  a dis- 
coid lateral  meniscus  was  found  and  excised.  The 
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posterior  horn  was  found  to  be  torn.  Postopera- 
tive recovery  was  uneventful,  and  when  last  seen 
nine  weeks  following  surgery,  the  patient  was 
asymptomatic,  ambulating  well,  and  had  full  range 
of  motion  of  the  right  knee. 

Case  2:  A 13-year-old  Caucasian  girl,  was  first 
seen  in  May,  1964.  About  two  weeks  earlier  her 
mother  noticed  the  left  lower  extremity  to  be 
somewhat  smaller  than  the  right.  Although  the 
patient  had  not  previously  complained  of  symp- 
toms, she  had  noticed  pain  and  a click  in  the 
posterior  aspect  of  the  left  knee  while  running. 
The  duration  of  symptoms  was  unknown.  She 
also  noticed  some  instability  of  the  knee  and 
described  an  abnormal  lateral  motion  of  the  leg 
in  relation  to  the  thigh.  There  was  no  history  of 
knee  effusion.  On  examination,  knee  circumfer- 
ences were  equal,  and  no  effusion  was  present. 
There  was  tenderness  to  palpation  of  the  lateral 
femoral  condyle  posteriorly.  McMurray  test  was 
positive  for  a deranged  lateral  meniscus.  A defi- 
nite click  was  not  obtained.  A pneumoarthrogram 
of  the  left  knee  (Fig.  1)  demonstrated  a “torn 
lateral  meniscus.”  An  arthrotomy  was  performed 
on  6 July  1964.  At  operation,  a complete  discoid 
meniscus  (Fig.  2)  was  found  and  excised.  A 
large  posterior  tear  was  visualized.  The  postoper- 
ative recovery  was  uneventful,  and  she  was  last 
seen  on  9 December  1964.  At  that  time,  the  left 
knee  was  completely  normal  except  for  residual 
minimal  atrophy  of  the  quadriceps. 


Fig.  1.  Case  2.  Pneumoarthrogram  of  the  left  knee 
allows  air  contrast  to  outline  a discoid  meniscus 
in  the  lateral  compartment. 


Fig.  2.  Case  2.  The  surgical  specimen  demon- 
strates a completely  discoid  lateral  meniscus. 

Case  3:  A 14-year-old  Spanish- American  boy 
was  first  seen  in  August,  1966.  He  recalled  having 
fallen  off  a scooter  four  years  previously.  He 
landed  upon  both  knees,  and  aches  began  to  de- 
velop in  both  knees,  worse  on  the  right.  Later  he 
began  to  experience  pains  in  the  anterior  aspect 
of  the  right  thigh  and  knee.  There  was  recurrent 
minor  knee  effusion,  especially  after  sports  ac- 
tivities. Frequently  he  had  some  knee  insta- 
bility while  climbing  stairs.  Although  he  had  no 
history  of  locking  or  blocking,  he  heard  loud 
snaps  in  the  knee  while  ambulating.  Examination 
of  the  right  knee  demonstrated  a full  range  of  mo- 
tion, no  ligamentous  instability,  and  no  effusion. 
Measurement  of  the  right  knee  was  13  iaches,  left 
IZVz  inches.  There  was  tenderness  to  palpation  of 
the  lateral  aspect  of  the  knee  joint;  pain  was  pro- 
duced in  this  region  with  McMurray  and  Apley 
tests.  A click  could  be  elicited  by  extending  the 
fully  flexed  knee.  The  initial  impression  was  a 
torn  right  lateral  meniscus.  Roentgenograms  of 
the  right  knee  were  entirely  normal.  Arthrotomy 
of  the  right  knee  was  performed  on  3 October 
1966.  At  the  time  of  operation,  a discoid  lateral 
meniscus  was  found  and  excised  (Fig.  3).  Post- 
operatively,  the  patient  had  an  effusion  of  the 
right  knee  for  three  weeks.  Five  weeks  post- 
operatively,  the  patient  had  full  range  of  knee 
motion,  a slight  synovial  swelling  in  the  region 
of  the  incisional  scar,  and  about  10°  laxity  of 
the  lateral  collateral  ligament.  When  last  seen 
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Fig.  3.  Case  3.  The  surgical  specimen  was  par- 
tially disc-shaped.  Smillie  would  describe  this 
specimen  as  “intermediate.” 


ten  months  postoperatively,  the  patient  was  asymp- 
tomatic in  the  right  knee,  had  full  function,  and 
had  no  further  laxity  of  the  lateral  collateral 
ligament. 

Discussion 

Considerable  controversy  has  raged  over 
the  etiopathology  of  this  anatomic  variation. 
Finder’  considered  the  discoid  lateral  menis- 
cus to  represent  a persistence  of  the  embry- 
onic structure.  With  growth  and  develop- 
ment there  is  presumed  to  be  a develop- 
mental error  which  prevents  the  resorption 
of  the  central  disc  area.  Thus  a broad,  thick- 
ened, occasionally  solid  structure  is  present. 
He  further  stated  that  the  complete  disc 
is  not  normally  present  in  any  animal  group 
higher  than  reptiles,  although  a complete  ring 
is  found  normally  in  certain  apes,  and  oc- 
casionally, in  man.  Basmajian^  mentioned 
the  rhesus  monkey  as  having  a completely 
ringed  lateral  meniscus.  He,  like  Watson- 
Jones,^^  reported  ring-shaped  medial  menisci 
in  humans.  Both  authors  considered  these 
menisci  as  discoid,  although  Murdoch’"  could 
not  accept  this  thesis. 

Smillie’^  theorized  that  the  central  resorp- 
tion of  the  “complete  plate”  occurs  during 


the  latter  half  of  foetal  life.  He  described 
three  anatomic  variations  of  discoid  menisci: 
primitive,  intermediate,  and  infantile.  Each 
was  believed  to  represent  a different  period 
of  cessation  of  cartilage  resorption.  The 
“primitive”  disc  represented  early  cessation 
of  resorption  with  the  formation  of  a com- 
plete, thickened  disc.  The  femur  and  tibia 
are  completely  separated  by  the  fibrocartil- 
age,  which  may  be  as  thick  as  6 millimeters. 
The  “infantile  type”  is  presumed  to  resemble 
that  in  the  full-term  foetus,  differing  only 
in  the  greatly  increased  breadth  of  the  mid- 
dle segment.  Between  these  two  forms  was 
a type  described  as  “intermediate.” 

Kaplan®  made  careful  knee  dissections  in 
a young  gorilla,  three  chimpanzees,  one  or- 
angutan, one  gibbon,  two  rhesus  monkeys, 
one  lemur,  one  bear,  one  pig,  one  sheep,  one 
bullfrog,  one  iguana,  one  alligator,  several 
birds,  one  lion,  and  several  cats  and  dogs. 
He  was  unable  to  find  a single  discoid  menis- 
cus, either  lateral  or  medial,  although  an 
occasional  circular-shaped  meniscus  was 
found.  He’  also  made  a thorough  study  of 
human  embryos  beginning  with  14-15  mm. 
size  and  continuing  to  the  full  term  foetus. 
These  studies  clearly  indicated  that  at  no 
time  in  the  development  of  the  human  foetus 
does  the  lateral  or  medial  meniscus  assume 
a discoid  shape. 

Kaplan®  also  made  the  interesting  ob- 
servation that  the  discoid  lateral  meniscus 
lacks  a posterior  horn  attachment  to  the 
tibia,  although  it  is  attached  to  the  femur 
through  the  meniscofemoral  (Wrisberg’s) 
ligament.  He  concluded  that  these  patients 
are  born  with  a normal  lateral  meniscus,  but 
due  to  the  lack  of  posterior  horn  attachment, 
the  meniscus  has  a greater  than  normal 
mobility.  In  extension,  the  meniscofemoral 
ligament  pulls  the  meniscus  in  a mediopos- 
terior  direction.  The  characteristic  click  is 
produced  when  the  posterolateral  margin  of 
the  meniscus  passes  the  lateral  condyle  of 
the  femur.  It  is  thought  that  as  a result  of 
this  abnormal  motion,  the  meniscus  hyper- 
trophies into  various  shapes.  The  classifica- 
tion of  discoid  menisci  by  anatomic  varia- 
tions would  not  seem  to  be  justified. 

Burman  and  Neustadt-  felt  that  the  fibu- 
lar  head  is  congenitally  in  a high  position  in 
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patients  with  discoid  menisci.  The  high 
fibular  head  was  considered  a regressive 
anomaly  resulting  from  a developmental  fail- 
ure to  exclude  it  from  the  knee  joint.  The 
suggested  roentgenologic  signs  were  flat- 
tening of  the  lateral  femoral  condyle,  widen- 
ing of  lateral  joint  space,  and  a high  fibular 
head.  In  none  of  the  three  cases  presently 
reported  was  there  a high  fibular  head. 

Due  to  its  abnormal  mobility,  the  discoid 
meniscus  is  more  liable  to  injury  than  a 
normal  one.®  With  acute  tears,  the  signs 
would  include  pain  with  motion,  restriction 
of  the  knee  motion,  effusion,  and  tenderness. 
There  are,  however,  a large  number  of  symp- 
tomatic discoid  menisci  which  fail  to  give  an 
adequate  history  of  trauma.’®  In  none  of  the 
three  presented  cases  could  a single  initial 
traumatic  episode  be  fully  incriminated.  Al- 
though knee  trauma  involves  males  more  fre- 
quently, the  incidence  of  discoid  menisci  is 
higher  in  females.®  Two  of  the  three  discoid 
cases  in  the  present  series  were  female. 

A discoid  medial  meniscus  is  a very  rare 
finding.  Jeannopoulos®  found  the  operative 
incidence  of  lateral  discoid  meniscus  to  be 
15.5  per  cent  compared  to  0.17  per  cent  for 
discoid  medial  meniscus.  Murdoch  reported 
two  patients  with  discoid  medial  menisci; 
in  one  patient,  the  abnormality  was  bilateral. 
Richmond”  has  also  described  two  cases  of 
discoid  medial  menisci. 

The  diagnosis  of  discoid  lateral  meniscus 
is  rarely  made  preoperatively.  The  classical 
sign  of  snapping  on  flexion  and  extension 
of  the  knee  was  found  in  only  four  of  29 
patients  by  Smillie.  He  thought  the  snap 
occurred  with  the  gliding  of  the  femoral 
condyle  over  a transverse  fold  in  the  discoid 
meniscus.  This  “transverse  fold”  was  not 
present  in  Cases  2 and  3,  the  two  cases  in  the 
present  series  with  histories  of  clicks  or 
snaps.  Although  the  snap  may  be  present  in 
childhood,  the  symptom  of  pain  or  tender- 
ness in  the  lateral  knee  compartment  doesn’t 
appear  until  adolescence.  Effusion,  locking, 
or  blocking  are  uncommon  symptoms.  A 
sensation  of  instability  or  “jerking  of  the 
knee”  is  frequently  recorded.  On  physical 
examination,  there  is  usually  tenderness  to 
palpation  in  the  anterolateral  knee  joint.  The 
range  of  knee  motion  is  usually  complete. 
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If  the  jerk  or  click  is  present,  it  will  be  best 
felt  or  heard  while  extending  the  knee  from 
the  fully  flexed  position.  Of  course,  an 
acutely  torn  discoid  meniscus  will  also  have 
findings  comparable  to  that  of  an  acutely  torn 
normal  meniscus. 

There  is  general  agreement  that,  re- 
gardless of  the  patient’s  age,  meniscectomy 
is  the  preferred  treatment,  since  the  un- 
treated discoid  meniscus  will  lead  to  early 
traumatic  arthritis  of  the  knee.^  ® The  ex- 
cision of  the  discoid  meniscus  is  technically 
more  difficult  than  that  of  the  normal 
meniscus,  and  wide  exposure  of  the  knee 
joint  is  recommended.  Although  authors 
have  stated  that  the  recovery  ought  to  be 


uneventful,  the  enlarged  lateral  joint  space 
does  produce  a wobbly  knee^  due  to  the 
abnormal  stretching  of  the  lateral  collateral 
ligament,  as  demonstrated  postoperatively 
in  Case  3. 

Summary 

Discoid  lateral  meniscus  is  an  uncom- 
mon anatomic  variation,  probably  caused  by 
hypertrophy  of  a normal  meniscus  which  has 
abnormal  attachment  and  mobility.  In  a 
hospital  series  of  231  meniscectomies,  three 
cases  have  been  recorded  and  the  case  his- 
tories described.  The  diagnosis  should  be 
suspected  in  adolescents  with  symptoms  in 
the  lateral  compartment  of  the  knee.  Menis- 
cectomy is  the  treatment  of  choice.  • 
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Tuberculin  skin  testing 


Neil  M.  Goldberg,  MD,*  Santa  Fe,  New  Mexico 


Review  of  technic  and  of  significance 
of  skin  tests  in  initiating 
tuberculosis  treatment. 


Tuberculin,  discovered  by  Koch  in  1890, 
has  been  used  by  veterinarians  and  physi- 
cians as  a tuberculosis  diagnostic  tool  for  75 
years.^  When  tuberculosis  was  highly  preva- 
lent in  the  human  population  and  most  per- 
sons were  tuberculin  positive  the  value  of  the 
tuberculin  test  was  limited,  but  as  the  inci- 
dence of  the  disease  decreased  the  test  be- 
came an  effective  case  finding  and  diagnostic 
tool. 

If  the  test  is  to  have  value  it  must  be 
applied  properly  or  it  will  yield  misleading 
results.  Lately,  new  recommendations  for 
tuberculosis  prophylaxis,  based  in  part  on 
the  tuberculin  reaction,  have  appeared.^  An 
appreciation  of  the  relative  and  absolute 
risk  in  the  various  categories  of  tuberculin 
reactors  along  with  skill  in  selecting  the 
correct  tuberculin  preparation  will  enable 
the  physician  to  choose  tuberculosis  treat- 
ment with  some  perspective  and  confidence. 

Discussion 

Purified  protein  derivative  (PPD)  is 
derived  from  filtrates  of  human  Mycobac- 
terium tuberculosis  strains.  As  it  is  finally 
injected  into  the  skin  the  fluid  contains  PPD, 
lactose,  cresol  (0.1  per  cent)  and  phenol 
(0.5  per  cent)  .*  The  “impurities”  in  the  mix- 
ture probably  cause  many  small  (5  mm.  or 
less)  non-specific  reactions  to  the  5 tuber- 
culin unit  (TU)  dose.^  The  intracutaneous 
(Mantoux)  test  is  highly  reliable  when  ad- 

*  From  the  Department  of  Medicine,  St.  Vincent  Hospital, 
Santa  Fe,  N.  Mex.,  and  Combined  Hospitals,  State  of 
New  Mexico. 


ministered  correctly  and  it  is  the  standard 
against  which  other  tuberculin  tests  are 
compared.®  Antigens  prepared  from  cultures 
of  M.  tuberculosis  or  the  unclassified  (atypi- 
cal) strains,  nonphotochromogen  (Battey), 
M.  kansasii,  and  scotochromogen,  are  usually 
labeled  PPD-S,  PPD-B,  PPD-Y  and  PPD-G 
respectively.  The  three  latter  antigens  are 
used  to  differentiate  infections  caused  by 
atypical  tuberculosis  organisms  from  M.  tu- 
berculosis. In  almost  all  instances  antigens 
homologous  to  the  infecting  organism  causes 
the  largest  reaction."  " 

PPD-S  is  available  in  four  concentrations: 
#1,  Intermediate  (two  dilutions),  and  #2. 
Unfortunately,  the  numerical  designation  of 
the  dosage  form  is  not  related  to  its  relative 
antigen  concentration  (Table  1).  Second 

TABLE  1* 

APPROXIMATE  EQUIVALENTS 
TUBERCULIN 
0.1  ml.  IQ 


Tuberculin 

PPD 

PPD 

O.T. 

Units 

Strength 

MG 

Dilution 

1 

#1 

0.00002 

1/10,000 

5 

Int 

0.0001 

1/2,000 

10 

Int 

0.0002 

1/1,000 

250 

#2 

0.005 

1/100 

* Derived  from  various  sources.  See  reference  50. 

O.T. : Old  tuberculin 

PPD : Purified  protein  derivative 

Int : Intermediate  strength  PPD 

strength  is  not  double  the  antigen  concen- 
tration of  #1,  nor  does  intermediate  contain 
a dose  equally  divisible  between  the  other 
two.  PPD  2 contains  250  times  the  antigen 
weight  of  PPD  1 and  25  or  50  times  the 
weight  of  intermediate.  Thus,  the  sequence 
of  concentration  is  from  a small  dose  of  anti- 
gen to  a relatively  large  amount.  PPD  1 
or  intermediate  causes  skin  reactions  that 
are  relatively  specific  for  tuberculosis  infec- 
tion, while,  because  of  its  high  antigen  con- 
centration, the  second  strength  may  elicit 
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reactions  to  non-specific  sensitizers.  Included 
among  these  are  the  atypical  mycobacteria.* 

There  is  only  a small  disparity  between 
PPD,  Mantoux,  and  multiple  puncture  (Heaf 
and  tine)  test  results.  If  PPD,  Mantoux,  is 
accepted  as  the  standard  there  are  about  5 
per  cent  false-positive  and  false-negative 
reactions  when  the  other  tests  are  used.®’^” 
But  this  is  no  greater  than  the  difference 
noted  when  PPD,  Mantoux,  is  injected  simul- 
taneously into  the  right  and  left  forearms 
of  the  same  individual  and  the  reactions  are 
compared.®  ” Therefore,  convenience  justi- 
fies using  other  tuberculin  testing  technics 
if  the  error  introduced  by  improper  applica- 
tion of  PPD,  Mantoux,  is  considered  (inject- 
ing too  deeply  into  the  skin,  loss  of  mixture 
from  the  skin  or  from  around  the  needle, 
improper  mixing  or  use  of  outdated  ma- 
terial). The  tine  test  is  cheaper  and  more 
convenient  for  occasional  use  in  a physician’s 
office  while  the  Heaf  test  is  often  used  in 
clinic  or  screening-type  situations.  The  patch 
(Vollmer)  test  is  too  unreliable  for  diagnos- 
tic testing.”’  PPD  intermediate  (5  TU)  was 
the  test  dose  in  recent  tuberculosis  surveys, 
and  now  it  is  used  to  confirm  reactions  to 
the  Heaf  and  tine  tuberculin  tests.  It  is  use- 
ful in  differential  testing  when  atypical  tu- 
berculosis is  suspected  and  can  assist  in  esti- 
mating the  tuberculosis  risk  in  the  individual 
patient. 

In  the  usual  diagnostic  situation  in  the 
adult  it  is  both  practical  and  safe  to  begin 
testing  with  PPD  intermediate  (5  TU) . How- 
ever, when  a strong  allergic  response  is  anti- 
cipated, either  in  children  or  in  adults,  PPD  1 
is  administered  first.  Intermediate  and  sec- 
ond strengths  may  be  applied  in  succession 
if  this  reaction  is  negative.  It  is  not  logical 
to  make  a qualitative  appraisal  (1+,  2+,  etc.) 
of  the  skin  test  reaction  when  the  antigen 
itself  is  highly  purified  and  can  be  accurate- 
ly diluted  and  injected.  Therefore,  reactions 
should  be  read  at  48  hours  in  millimeters  of 
induration  and  the  largest  diameter  recorded. 

If  tuberculin,  5 TU,  is  administered,  in- 
duration over  10  mm.  indicates  that  the  reac- 
tion is  probably  caused  by  M.  tuberculosis 
and  not  by  non-specific  antigens.®  The  fol- 
lowing evidence  supports  this  statement: 


1.  Ninety-five  per  cent  of  tuberculosis  patients 
react  to  5 TU  with  10  mm.  or  more  induration  and 
only  16  per  cent  have  reactions  less  than  13  mil- 
limeters. This  finding  is  constant  throughout  the 
world.' 

2.  Population  surveys  yield  a bimodal  curve 
with  one  group  centered  around  reactions  of  the 
size  seen  in  populations  of  tuberculosis  patients 
and  another  group  showing  reactions  of  less  than 

5 millimeters.' 

3.  PPD  diluent  itself  can  stimulate  induration 
of  5 mm.  or  less.' 

4.  The  frequency  of  pulmonary  calcifications 
is  very  low  in  persons  having  reactions  of  less  than 

6 mm.  to  5 TU  but  rises  sharply  among  persons 
with  reactions  of  8 to  9 mm.  or  more  (Histoplas- 
mosis excluded).' 

5.  Persons  reacting  weakly  to  tuberculin  often 
do  not  react  at  all  when  retested.'^ 

6.  Persons  reacting  with  less  than  10  mm.  in- 
duration to  PPD-S,  5 TU,  may  react  more  strongly 
to  PPD  antigen  derived  from  atypical  mycobac- 
teria.® 

7.  U.  S.  Navy  recruits  who  reacted  with  at 
least  10  mm.  induration  had  an  annual  incidence 
of  tuberculosis  five  time  greater  than  those  who 
had  less  than  10  mm.  reaction." 

8.  Apparent  recent  tuberculin  test  converters 
whose  5 TU  reactions  measure  less  than  10  mm. 
may  not  react  upon  retesting.’ 

The  tuberculin  reaction  is  valuable  in 
predicting  tuberculosis  morbidity  and  risk. 
However,  the  context  in  which  the  test  is 
used  must  be  defined  first:  the  patient’s  age, 
the  presence  of  a pulmonary  lesion,  recent 
tuberculin  test  conversion,  and  certain  un- 
derlying diseases  such  as  silicosis  and  dia- 
betes mellitus  are  important.  For  instance, 
tuberculin-positive  children  under  age  three 
are  at  extreme  risk  of  developing  extra- 
pulmonary  tuberculosis  especially  if  a lung 
lesion  is  evident  on  chest  x-ray.  Meningitis 
is  the  most  common  extrapulmonary  com- 
plication in  this  group.’®  ’®  Children  under 
age  four  having  a 5mm.  or  greater  reaction 
to  5 TU  and  chest  x-ray  involvement  develop 
extrapulmonary  tuberculosis  at  the  rate  of 
about  33/1,000  within  two  years.  The  risk 
in  a child  under  age  one  year  is  about 
142/1,000.  Administration  of  isoniazid  re- 
duces the  risk  of  extrapulmonary  tubercu- 
losis by  about  80  per  cent.”  ’® 

Recent  tuberculin  test  converters  (i.e., 
change  of  tuberculin  reaction  to  greater  than 
10  mm.  to  5 TU  dose  or  less)  develop  chest 
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x-ray  evidence  of  tuberculosis  at  a rate  as 
high  as  188/1,000  in  the  first  year  after  con- 
version. The  majority  of  x-ray  findings  are 
apparent  within  one  month  after  conver- 
sion.^®'^® 

Tuberculosis  risk  in  a positive  tuberculin 
reactor  is  listed  in  Table  2.  These  figures 
may  vary  from  one  study  to  another  but  the 
relative  risk  in  a given  situation  is  evident. 
In  the  usual  clinical  situation,  high  risk  tuber- 
culin reactors  are  persons  who  have  pul- 
monary lesions  and  have  not  received  anti- 
tuberculosis chemotherapy  in  the  past,®^’®®’®* 
children  under  age  4,  recent  adult  tuber- 
culin test  converters,^®’®®  adolescent  children 
having  a greater  than  10  mm.  5 TU  skin  test 
reaction,®^  and  skin  test  negative  persons  in 
intimate  contact  with  a sputum  positive  pa- 
tient. The  latter  group  is  probably  compar- 
able to  recent  adult  converters  since  a large 
percentage  of  persons  developing  tuberculosis 
in  this  group  remain  tuberculin  negative  only 
until  shortly  after  contact  is  established  and 
may  manifest  a skin  test  conversion  rate  of 
about  50  per  cent  per  year.®®’®® 

The  tuberculin  test  may  be  depressed  by 
old  age,  malnutrition,  sarcoidosis,  Hodgkin’s 
disease,  or  by  the  debility  of  tuberculosis 
itself.®®’®^’®®’®®  Measles,  other  childhood  ex- 
anthems, infectious  mononucleosis,  scarlet 
fever  and  viral  immunization  may  depress 
the  reaction  for  up  to  three  weeks.®®  In  these 
cases  the  application  of  certain  other  anti- 
gens (Mumps,  Trichophyton,  and  Candida), 
to  which  the  majority  of  the  population  may 
be  expected  to  react,  defines  the  anergic 
group. For  instance,  a patient  who  has  a 
positive  reaction  to  mumps  antigen  but  who 
is  tuberculin  negative  through  the  second 
strength  is  not  anergic  and  has  a true  nega- 
tive tuberculin  reaction.  On  the  other  hand, 
a negative  reactor  to  tuberculin  and  mumps 
skin  test  is  probably  anergic.  The  tubercu- 
lin test  is  of  no  diagnostic  value  in  this  situ- 
ation. Simultaneous  application  of  Trichophy- 
ton or  Candida  along  with  mumps  antigen 
extends  the  usefulness  of  this  principle.  It 
should  be  recognized  that  the  Histoplasmin 
and  Coccidioidin  skin  tests  used  in  this  con- 
text, if  positive,  rule  out  anergy. 


Systemic  steroids  depress  the  tuberculin 
reaction  significantly.  The  magnitude  of  sup- 
pression is  variable,  often  is  complete,  and 
may  be  evident  after  only  five  days  of  ther- 
apy  32’33  When  steroids  are  discontinued  the 
reaction  reverts  to  its  pre-treatment  size 
within  about  7 to  28  days.®®  Hydrocortisone 
ointment  will  relieve  a severe  tuberculin  re- 
action especially  if  applied  within  24  hours 
to  the  site  of  injection.®* 

Repeated  tuberculin  testing  itself  may 
later  cause  a stronger  allergic  response,  but 
negative  reactions  do  not  become  positive 
and  only  reactions  already  above  9 mm.  are 
increased  significantly.®®  Injection  of  tuber- 
culin into  the  site  of  a previous  reaction  of 
5 mm.  or  more  (to  5 TU)  usually  elicits  a 
slightly  earlier  and  greater  degree  of  indura- 
tion. However,  at  24  to  36  hours  the  differ- 
ence is  probably  not  of  diagnostic  impor- 
tance. Reactions  less  than  5 mm.  are  not  in- 
fluenced by  later  injection  into  the  same 
site.®® 

Perspective 

It  can  be  argued  that  tuberculin  is  an 
imprecise  tool.  At  best,  even  in  expert  hands, 
there  is  a 1 to  2 mm.  disparity  between  paired 
measurements  of  the  same  test  site  by  the 
same  examiner,®®’®®  and  an  even  greater  dis- 
agreement is  noted  between  different  exam- 
iners.®® Only  (6  mm.)  separates  a sig- 
nificant reaction  from  one  that  is  regarded 
as  negative.  Although  this  relatively  nar- 
row range  speaks  well  for  tuberculin  test 
sensitivity,  it  creates  difficult  diagnostic 
decisions  when  the  inherent  measuring  error 
is  considered  and  is  probably  the  factor 
which  makes  it  difficult  for  the  non-specialist 
to  accept  the  test  seriously.  But,  there  are 
only  two  absolute  indications  for  antituber- 
culosis chemotherapy  based  on  the  tuber- 
culin skin  test  alone:  a child  under  age  four 
who  reacts  with  greater  than  5 mm.  to  a 
5 TU  dose  and  any  recent  tuberculin  con- 
verter of  any  age.  Indications  for  treatment 
under  other  clinical  situations  are  relative 
and  a 1 or  2 mm.  variation  in  skin  test  re- 
action is  not  crucial  in  the  context  of  the 
total  diagnostic  problem.  Thus  treatment  is 
not  determined  only  by  a reaction  above  10 
mm.  nor  is  therapy  declined  solely  on  the 
basis  of  a reaction  lying  between  5 and  10 
millimeters. 
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TABLE  2 

ACTIVE  TUBERCULOSIS— YEARLY  RISK 
RATE  PER  1000* 


Population  Group 
General  population 
Untreated  minimal  tuberculosis 
Children  of  parents  with  positive 
sputum 

AduUts  treated  with  isoniazid 
Adults  not  treated 
Gastric  resection 

Children — parents  sputum  positive 
Age  less  than  5 years 
Age  5 to  14  years 
Age  15  to  24  years 
Age  25  to  34  years 
Adolescents — tuberculin  reactors 
To  1st  strength 
To  2nd  strength  only 
No  reaction  to  2nd  strength 
Adults — tuberculin  positive 
Less  than  one  year 
Second  year 
Third  year 
At  start  of  study 
Five  TU  skin  test  reaction 
0 to  4 mm. 

4 to  10  mm. 

Greater  than  10  mm. 

Therapy  with  corticosteroids 
Diabetes  mellitus 

Pregnancy 

Silicosis 

* Rates  above  5 rounded  off. 

+ See  table  9 reference  43. 

++Probably  closer  to  5 to  19/1,000.  See  table  3 reference  20. 

The  5 to  10  mm.  reaction  is  significant 
in  children  under  age  four  where  risk  is 
defined  by  a reaction  of  5 mm.  or  more.^^ 
Adults  recently  in  contact  with  a sputum- 
positive patient  and  whose  skin  test  reaction 
is  in  the  process  of  converting  may  respond 
at  first  with  a 5 to  10  mm.  reaction.  Retesting 
in  six  weeks  may  settle  the  dilemma. 

Both  the  dose  of  tuberculin  and  the  size 
of  reaction  have  significance  in  the  inter- 
pretation of  sensitivity.  Reaction  only  to  a 
large  test  dose  (PPD  2)  suggests  a non- 


Remarks 

1964« 

Varies  with  race  and  type  of  lesion^i 
5 TU  reaction  more  than  10  mm.^- 
5 TU  reaction  less  than  10  mm. 

Mental  hospital  patients.  5 TU  reaction  greater  than  5 mm.« 

Benefits  last  for  at  least  5 years.*'* 

Depends  on  pre-operative  state  of  nutrition.*** 

Males  at  greatest  risk  under  age  5 and  females  age  15  to  24. 
Rates  higher  if  contact  continued.*® 


Reactor  to  second  strength  only  probably  has  non-tuberculosis 
sensitivity  and  “vaccination-like”  protection.® 


Majority  of  x-ray  changes  apparent  six  months  after  con- 
version of  tuberculin  test.**'® 


Adult  Navy  recruits.  Note  risk  for  reactors  under  10  mm. 
about  that  of  general  population.** 


Increased  risk.*® 

Two  to  five  times  prevalence  of  general  population.  Related 
to  age  onset  and  control.** 

No  effect  while  pregnant.  Risk  increases  months  after 
delivery.*® 

Death  rate  from  tuberculosis  ten  times  that  of  general  popu- 
lation.** 


specific  sensitivity  and  perhaps  even  a slight 
immunity  to  tuberculosis.^®  Reaction  to  small- 
er doses  (1  or  5 TU)  implies  infection  some- 
where within  the  body. 

In  most  instances  a patient  with  a 10  mm. 
reaction  to  5 TU  while  having  a greatly  in- 
creased risk  of  clinical  tuberculosis,  still  has 
only  3 to  5 chances  in  1,000  of  becoming  ill 
(Table  2) . However,  as  mentioned  above,  in 
certain  instances  the  risk  approaches  15  to 
20  per  cent  of  persons  reacting  to  the  test  and 
consideration  of  treatment  is  imperative.  • 


Risk 

0.30 

10-100 

10-20 

5-8 

0.33+ 

1.85+ 

1.2-17 

3.6 
1.0 
6.1 

3.7 


1.21 

0.81 

1.91 


43-243 

14 

0++ 

5.0 


0.28 

0.29 

1.57 
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Urinary  infections  and 
internal  urethrostomy 


Evfduation  of  a modification  in  technic 


Wilfred  A.  Friedman,  MD,  Santa  Fe,  New  Mexico 


In  69  patients  with  chronic  or 
recurrent  urinary  infections  favorable 
results  were  obtained  by  internal 
urethrostomy  of  the 
inelastic  segment. 


The  current  literature  contains  many  pub- 
lications concerning  urinary  infections  in 
females  and  focusing  attention  on  the  ure- 
thra. More  recently  investigations  have  been 
directed  toward  establishing  the  caliber  of 
normal  urethras  with  the  hope  that  this 
will  help  direct  the  treatment  of  those  with 
chronic  or  recurrent  infections.^-^ 

The  efficacy  of  treating  a so-called  distal 
urethral  stenosis  with  rupture  or  internal 
urethrostomy  is  well  established.  The  study 
described  here  demonstrates  that  there  is 
no  basis  for  comparing  the  urethra  asso- 
ciated with  a “distal  urethral  stenosis”  to  a 
normal  urethra.  It  is  felt  that  the  word 
“stenosis”  is  poorly  chosen.  Lyon’s  colla- 
genous ring  does  exist;®  it  is  an  inelastic 
ring  whose  caliber  may  be  smaller  or  larger 
than  a “normal.”  Adjacent  to  this  there  is 
the  normal  elastic  urethra  whose  caliber  is 
often  distended.  This  is  difficult  to  evaluate 
with  voiding  cystograms,®-®  but  very  well 
appreciated  by  those  who  have  done  very 
careful  calibrations  with  Bougie  a Boules 
under  anesthesia.  It  would  appear  that  the 
phenomenon  might  better  be  called  “in- 
elastic urethra”  rather  than  urethral  stenosis. 


This  inelastic  urethra  is  usually  at  the  meatus, 
but  may  be  proximal  to  it. 

Based  on  the  above  premise  a series  of 
patients  have  been  evaluated  and  treated 
by  internal  urethrostomy. 

Method 

Included  in  this  study  are  69  female  pa- 
tients varying  in  age  from  2 months  to  48 
years.  All  had  recurrent  or  persistent  ur- 
inary infections.  The  more  frequent  symp- 
toms were  enuresis,  day  wetting,  frequency, 
urgency,  and  dysuria.  The  patients  have 
been  followed  for  a minimum  of  6 months. 
The  evaluation  included  a detailed  history 
and  physical  examination,  urinalysis,  culture 
and  sensitivity  studies,  excretory  urogram 
and  voiding  cystogram.  Under  general  anes- 
thesia the  urethra  was  calibrated  and  in- 
ternal urethrostomies  carried  out  in  quad- 
rants. The  technic  is  a modification  of  that 
described  by  Keitzer.^  The  basic  difference 
in  this  series  is  that  the  size  to  which  the 
inelastic  ring  is  cut  is  determined  by  the 
size  of  the  elastic  urethra  adjacent  to  it. 
(Fig.  1). 

The  urethra  is  evaluated  with  Bougie  a 
Boules  starting  with  a small  size  that  passes 
easily;  progressively  larger  sizes  are  passed 
until  the  inelastic  segment  is  found.  In  the 
case  illustrated  on  inelastic  segment  was 
found  distally  at  F 16.  Internal  urethros- 
tomies were  carried  out  until  the  inelastic 
segment  had  a caliber  equal  to  that  of  the 
balance  of  the  urethra — in  this  case,  F 30. 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
four  hours. 
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A Foley  catheter  slightly  smaller  than 
the  maximum  calibration  was  left  in  over- 
night. (In  the  case  illustrated  an  F 26  was 
used.)  Urinary  infections  were  treated  with 
appropriate  antibiotics  for  two  to  three 
months.  Patients  were  considered  cured 
when  free  of  symptoms  and  normal  urinaly- 
ses had  persisted  for  six  months  without 
medications.  Those  in  whom  this  was  not 
obtained  were  re-assessed  and  other  pro- 
cedures considered  as  indicated  (e.g.  ureteral 
implantation  or  bladder  neck  revisions). 

Results 

The  significant  results  of  this  study  deal 
with  the  calibers  of  the  inelastic  urethra  and 
the  elastic  component.  The  patients  were 
grouped  by  age,  as  indicated  (Figs.  2 & 3). 
It  appears  to  be  significant  that  in  the  young- 
er age  group  the  elastic  segment  in  these 
patients  with  infection  is  much  larger  than 
others  have  calibrated  in  normal  girls  who 
have  never  had  urinary  infections.^  The 
inelastic  segments  in  contrast  correlate  very 
closely  with  normals. 

Cures  as  judged  by  the  criteria  stated 
above  give  an  over-all  cure  rate  of  72  per 
cent. 

Complications 

It  is  most  significant  that  by  the  technic 
used  there  were  no  complications.  No  prob- 
lems with  bleeding  were  encountered,  and 
there  were  no  cases  of  incontinence. 
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FI6.Z  AVERAGE  CALIBER  NORMAL 
PORTION  URETHRA 

Discussion 

Female  patients  with  recurrent  or  chronic 
urinary  infections  do  have  the  urethral  ab- 
normalities previously  described  by  several 
authors  as  distal  urethral  stenosis.  These 
are  not  true  stenoses  as  the  caliber  of  the 
involved  segment  is  commonly  adequate 
when  compared  to  the  caliber  of  normal  fe- 
males. The  disorder  of  this  involved  seg- 
ment is  not  one  of  caliber,  but  of  lack  of 
elasticity.  The  adjacent  urethra  has  been 
altered  by  this  segment  and  is  often  dis- 
tended to  its  full  elasticity. 
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Ft6.3  AVERAGE  CALIBER  INELASTIC 
SEGMENT  URETHRA 

Summary 

A study  of  69  females  with  urinary  in- 
fections has  been  conducted  based  on  the 
premise  that  the  abnormality  of  the  urethra 
is  one  of  inelasticity  rather  than  caliber.  This 
allows  a more  rational  approach  to  treat- 
ment since  the  degree  to  which  internal 
urethrostomies  are  carried  out  is  determined 
by  the  size  of  the  adjacent  normal  urethra 
at  the  limit  of  its  elasticity. 

Cure  rates  in  this  series  compare  favor- 
ably to  other  reported  series,  and  there  were 
no  complications.  • 
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Neoplastic  obstructive  uropathy* 


R.  Whang,  MD,  C.  J.  Weingarten,  MD,  J.  E.  Hall,  MD,  and  P.  S.  Avasthi,  MD, 

Albuquerque,  N.  M. 


Recognition  of  ureteral  obstruction  is 
facilitated  by  pertinent  clinical  and 
laboratory  observations.  Discussion  of 
factors  in  management  and  mechanism 
of  post-obstructive  diuresis. 


Of  the  various  etiologic  factors  related  to 
reversible  renal  failure  (see  Table  1)  post- 
renal  obstruction  of  the  genitourinary  tract 
numbers  among  the  conditions  most  amen- 
able to  appropriate  therapy,  namely,  the  re- 
lief of  the  obstruction.  Clinically,  however, 
establishment  of  this  diagnosis  may  be  de- 
layed or  even  overlooked.  The  purpose  of 
this  communication  is  to  present  a case 
exemplifying  the  problem  of  obstructive 
uropathy  and  to  review  the  clinical  aspects 
of  this  syndrome. 

TABLE  1 

Causes  of  reversible  renal  failure 

A.  Pre-renal  Causes 

1.  Volume  depletion-blood  loss,  Na  deficiency, 
dehydration 

2.  Gram  negative  septicemia 

3.  Acute  myocardial  infarction 

4.  Congestive  heart  failure 

B.  Intrarenal  Causes 

1.  Acute  tubular  necrosis 

2.  Acute  glomerulonephritis 

3.  Acute  pyelonephritis 

4.  Toxins 

5.  Subacute  bacterial  endocarditis 

6.  Hypercalcemic  nephropathy 

7.  K depletion  nephropathy 

*From  the  Departments  of  Medicine  and  Surgery,  Univer- 
sity of  New  Mexico  School  of  Medicine,  and  Presbyterian 
Hospital  Center,  Albuquerque,  New  Mexico.  Supported  in 
part  by  U.  S.  Public  Health  Service  Grant  5R01  HE08673. 

Dr.  Whang  is  Assistant  Professor  of  Medicine,  University 
of  New  Mexico  School  of  Medicine,  and  Chief,  Metabolic 
Disease  Section,  Veterans  Administration  Hospital.  Dr. 
Weingarten  is  Attending  Physician,  Department  of  Surgery, 
University  of  New  Mexico  School  of  Medicine,  and  Con- 
sultant in  Urology,  Veterans  Administration  Hospital.  Dr. 
Hall  is  Staff  Physician,  Presbyterian  Hospital  Center.  Dr. 
Avasthi  is  Resident  in  Medicine,  University-affiliated  Hos- 
pitals, Albuquerque,  New  Mexico. 


C.  Post-renal  Causes 

1.  Ureteral  obstruction — calculi,  metastatic  dis- 
ease, etc. 

2.  Prostatic  hypertrophy  or  carcinoma 

3.  Urethral  stricture 

Report  of  a case 

A 58-year-old  white  male  was  admitted  to 
Presbyterian  Hospital  Center  on  Aug.  4,  1966, 
complaining  of  swelling  of  his  hands,  feet  and  face 
of  two  days  duration.  He  also  complained  of  weak- 
ness and  lassitude  as  well  as  severe  pain  in  the 
sacral  area.  Past  history  was  pertinent  in  that  an 
abdomino-perineal  resection  for  adenocarcinoma 
of  the  rectum  had  been  performed  in  December, 
1965.  Extension  of  the  tumor  into  the  mesentery 
as  well  as  perivascular  and  perineural  lymphatics 
was  noted  at  operation.  A transurethral  resection 
of  the  prostate  for  benign  hyperplasia  was  carried 
out  postoperatively  because  of  recurrent  urinary 
retention.  Family  history  and  the  review  of  sys- 
tems were  noncontributory. 

Physical  examination:  The  patient  was  a thin, 
clinically  ill,  white  male  whose  pertinent  findings 
included  a functioning  colostomy  in  the  left  upper 
quadrant  and  edema  of  the  face,  hands  and  feet. 

Laboratory  data  on  admission:  Hemoglobin  was 
11.5,  hematocrit  32  per  cent,  WBC  7,150,  sedimen- 
tation rate  42.  Urinalysis  was  negative  except 
for  the  finding  of  a specific  gravity  of  1.004  and 
4-5  WBC  per  HPF  on  microscopic  examination. 
Serum  creatinine — 10.5,  Na — 138,  K — 6,  Cl — 109, 
CO2— 13,  Ca— 5.0,  PO4— 5.5. 

Hospital  course:  An  intravenous  pyelogram  on 
Aug.  5,  1966,  failed  to  visualize  either  kidneys  or 
ureters  but  demonstrated  the  presence  of  a dis- 
tended bladder.  Catheterization  yielded  2 liters  of 
urine.  Since  he  had  had  a TUR,  it  was  felt  that 
the  urinary  retention  was  of  neurogenic  origin 
rather  than  due  to  prostatic  obstruction.  The  pres- 
ence of  azotemia  and  edema  was  attributed  to 
chronic  upper  urinary  tract  obstruction  secondary 
to  a decompensated  bladder  resulting  from  the 
abdominal-perineal  resection.  Catheter  drainage 
was  instituted  resulting  in  urinary  volumes  in  the 
range  of  2-3  liters  per  day  (Fig.  1).  By  Aug.  15, 
serum  creatinine  had  decreased  from  10.5  mgm 
per  cent  on  admission  to  2.9  mgm  per  cent,  and 
serum  electrolytes  were  within  normal  limits  ex- 
cept for  a somewhat  lower  Na  of  130  MEq/L.  The 
initial  pulmonary  congestion  seen  on  the  admission 
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chest  x-ray  cleared  on  re-examination  on  Aug.  13. 
Following  initial  response  to  therapy,  the  patient 
began  to  hiccup  and  complained  of  nausea  and 
abdominal  pain.  An  infusion  IVP  on  Aug.  24  dem- 
onstrated bilateral  hydronephrosis  and  hydro- 
ureter. At  this  time  the  patient  again  exhibited 
signs  and  symptoms  consistent  with  uremia.  Leth- 
argy, nausea  and  vomiting  were  accompanied  by 
the  rising  BUN  and  hyperkalemia  (Fig.  1).  Hyper- 
kalemia was  effectively  treated  by  the  oral  ad- 
ministration of  Kayexelate.  Recurrence  of  the 
symptoms  of  uremia  coupled  with  the  fact  that 
the  patient  had  lost  17  povmds  since  admission, 
the  absence  of  edema  and  the  presence  of  hypo- 
natremia together  suggested  that  the  immediate 
problem  might  be  one  of  Na  and  water  deficiency. 
Accordingly,  fluids  and  electrolytes  were  admin- 
istered vigorously  with  an  initial  decrease  in  BUN 
together  with  an  enhanced  urinary  output.  He 
was  also  administered  packed  red  blood  cells  for 
his  anemia.  On  Sept.  1 urinary  Na  content  was 
7 mEq/liter  with  an  osmolality  of  48  mOsm/kg. 
On  the  succeeding  five  days  urinary  output  pro- 
gressively decreased.  With  recurrence  of  uremic 
symptoms  and  oliguria  despite  adequate  hydra- 
tion, obstructive  uropathy  was  considered  the 
likeliest  possibility  to  account  for  the  sequence 
of  events.  Accordingly  on  Sept.  6,  retrograde 
studies  were  attempted  without  success  because 
of  edema  of  the  ureteral  orifices.  A right  nephros- 
tomy was  then  performed.  At  surgery  the  right 
renal  pelvis  and  ureter  were  dilated  and  thinned. 
Postoperatively  the  patient  exhibited  a diuresis 
with  urine  volumes  ranging  between  2 and  3 
liters  per  day.  BUN  levels  decreased  from  134 
mgm  per  cent  on  Sept.  6 to  45  mgm  per  cent  on 
Sept.  12  with  serum  electrolytes  within  the  normal 
range.  The  afternoon  of  Sept.  12  the  patient  be- 
came distended  and  small  amounts  of  fresh  blood 
issued  from  the  colostomy  stoma.  A pattern  con- 
sistent with  reflex  ileus  was  observed  on  x-ray 
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Fig.  1.  Graphic  representation  of  daily  urine  output 
and  sequential  blood  urea  nitrogen  determinations 
is  depicted  in  the  upper  portion  of  the  figure. 
Tabulation  of  body  weight  and  serum  electrolyte 
determinations  obtained  during  the  course  in  the 
hospital  is  portrayed  in  the  lower  portion. 


of  the  abdomen.  Copious  vomiting  took  place  in 
the  evening  and  early  on  the  morning  of  Sept.  13 
the  patient  began  to  experience  respiratory  diffi- 
culty. Abdominal  distention  progressed,  followed 
by  hypotension  and  death. 

At  autopsy  metastatic  adenocarcinoma  was 
found  in  the  retro-peritoneal  space.  Extension  of 
the  tumor  to  the  pelvic  floor  resulted  in  obstruc- 
tion of  both  ureters  as  well  as  invasion  of  the 
bladder  wall  and  prostate.  The  ureteral  orifices 
were  pinpoint  and  difficult  to  identify. 

Discussion 

As  in  most  clinical  situations,  one  of  the 
most  important  factors  in  the  establishment 
of  a diagnosis  is  the  maintenance  of  a high 
index  of  suspicion  on  the  part  of  the  clinician. 
In  the  present  case,  the  past  history  of  sur- 
gical excision  of  a carcinoma  of  the  rectum 
eight  months  prior  to  admission  was  a key 
point.  The  occurrence  of  bilateral  ureteral 
obstruction  as  a consequence  of  metastatic 
disease  is  not  infrequent  as  evidenced  by 
McCrae  and  Peale’s  data.^  Our  patient  was 
treated  initially  for  urinary  retention  regard- 
ed as  neurogenic  in  etiology,  and  subsequent- 
ly for  dehydration,  still  another  cause  of 
reversible  renal  failure  (Table  1).  Only  after 
adequate  hydration  was  effected,  with  recur- 
rence of  evidence  of  renal  insufficiency,  was 
another  possibility  entertained.  At  this  point 
obstruction  was  seriously  suggested  by  the 
observation  that  the  patient’s  urinary  output 
fluctuated  from  day  to  day  (Fig.  1)  coupled 
with  the  changes  consistent  with  hydroneph- 
rosis seen  on  intravenous  pyelography  which 
had  previously  been  interpreted  as  being 
secondary  to  a decompensated  bladder.  The 
point  has  been  made  by  Merrill  that  a fluc- 
tuating urine  output  should  suggest  the  pres- 
ence of  an  intermittent  obstructing  lesion.^ 
Detection  of  anuria  has  been  still  another 
clinical  sign  which  has  been  helpful  in  es- 
tablishing the  diagnosis  of  obstructive  urop- 
athy, since  in  nearly  every  other  instance  of 
renal  insufficiency,  oliguria  rather  than 
anuria  is  present.  In  this  case,  total  suppres- 
sion of  urinary  output  did  not  occur — rather 
oliguria  supervened  (Fig.  1).  Other  clinical 
clues  to  indicate  the  presence  of  ureteral  ob- 
struction included  the  subjective  complaint  of 
pain  over  the  loin  area^  and  the  detection  on 
physical  examination  of  palpable,  tender  kid- 
neys. The  former  symptom  but  not  the  latter 
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sign  was  exhibited  by  our  patient. 

Another  point  in  the  differential  diagnosis 
of  oliguric,  uremic  patients,  is  the  possibility 
of  acute  tubular  necrosis  or  insufficiency.  In 
addition  to  the  history,  assistance  in  ruling  in 
or  out  this  possibility  is  obtained  by  measur- 
ing the  concentration  of  the  urine  (specific 
gravity  or  preferably  urine  osmolality)  and 
the  urine  sodium  concentration.^'®  In  general 
it  has  been  found  that  with  oliguria  and  azo- 
temia due  to  renal  underperfusion  (e.g.,  de- 
hydration), urinary  osmolality  exceeds  that 
of  plasma  (>280  mOsm/Kg,  Sp.  Gr.>1.010) 
and  the  urine  Na  content  is  low  (<20  mEq/ 
L).  In  contrast,  in  the  presence  of  intrinsic 
renal  damage  (e.g.,  acute  tubular  necrosis) 
the  concentration  of  the  urine  approaches 
isosmoticity  (approximately  280  mOsm/Kg) 
and  the  urine  Na  content  is  high  (>60  mEq/ 
L).  Sporn,  et  al.,  have  made  the  important 
point  that  in  the  aged  patient,  the  urine  Na 
content  is  a more  valuable  discriminant  than 
is  the  concentrating  ability  of  the  kidney  by 
virtue  of  the  fact  that  a diminution  in  the 
concentrating  ability  of  kidney  is  a physio- 
logic consequence  of  aging  per  se.®  In  our 
patient,  the  specific  gravity  of  several  speci- 
mens of  urine  did  not  exceed  1.010.  In  addi- 
tion, the  observation  was  made  on  Sept.  1, 
at  a time  when  the  patient  was  becoming 
symptomatic  from  his  uremia  and  prior  to 
relief  of  the  obstruction  by  a nephrostomy, 
that  the  Na  concentration  in  the  urine  was 
low  as  was  the  urine  osmolality  (Fig.  1). 

Bricker  has  summarized  the  consequences 
of  short-term  post  renal  obstruction  of  the 
genitourinary  tract  which  include:  (1)  rapid 
increase  in  intratubular  pressure  which  par- 
allels ureteral  pressure,  (2)  increase  in  peri- 
tubular capillary  pressure,  (3)  decrease  in 
GFR,  (4)  persisting  active  tubular  transport, 
and  (5)  a partial  reversible  defect  in  renal 
concentrating  ability.®  Experimental  observa- 
tions have  repeatedly  demonstrated  the  pres- 
ence of  a concentrating  defect  following 
ureteral  obstruction.’^'  ®'  Berlyne,  et  al., 
investigating  the  relationship  of  the  hypos- 
thenuria consequent  to  ureteral  obstruction 
to  papillary  osmolarity  found  that  a decrease 
in  the  Na,  urea  and  K content  was  present 
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in  the  hydronephrotic,  obstructed  kidneys. “ 
Selkurt,  et  al.,*  and  Share®  detected  a de- 
crease in  urine  Na  associated  with  acute 
ureteral  obstruction.  This  observation  was 
interpreted  by  Selkurt  and  his  group’^  to  be 
a reflection  of  the  decrease  in  glomerular  fil- 
tration associated  with  ureteral  obstruction. 
Clinical  reports  have  documented  the  asso- 
ciation of  hyposthenuria  with  chronic  ob- 
struction of  the  genitourinary  tract. Ob- 
servations made  in  our  case  coupled  with 
published  data  suggest  the  possibility  that 
examination  of  the  urine  Na  content  as  well 
as  urine  concentration  may  be  helpful  in  the 
differential  diagnosis  of  oliguric,  azotemic 
states  and  may  serve  to  discriminate  lower 
urinary  tract  obstruction  from  intrinsic  renal 
damage  as  well  as  renal  underperfusion.  The 
discrimination  of  ureteral  obstruction  from 
the  latter  two  possibilities  may  be  made  on 
the  basis  of  (1)  a decreased  urine  concentra- 
tion and  (2)  decreased  Na  content.  These 
findings  would  differ  from  either  the  in- 
creased urine  Na  and  isosmotic  urine  seen 
with  acute  tubular  necrosis  or  the  findings 
of  decreased  urine  Na  and  increased  osmolal- 
ity seen  in  association  with  dehydration. 
These  differences  are  summarized  in  Table 
2.  The  observation  of  low  specific  gravity 
and  low  urinary  Na  content  associated  with 
bilateral  ureteral  obstruction  suggests  the 
possibility  that  the  oliguria  of  high-grade 
ureteral  obstruction  can  be  discriminated 
from  other  causes  of  oliguria  and  azotemia. 
This  remains  speculative  and  final  elucida- 
tion must  await  further  clinical  observations. 


Relief  of  severe  genitourinary  tract  ob- 
struction such  as  blockage  of  the  ureters  as 
was  seen  in  the  present  case  or  j>erhaps  more 
commonly  a post-vesical  obstruction  by  an 


TABLE  2 

Discrimination  of  oliguric  states  hy 
assessment  of  urine  Na  concentration 
and  osmolality 


1 


Orln.  0«.ol«UtT 

tr>i  soaootic  (280  aOa%^  ) 
(Sp.  Or.  1.010) 


Extra  renal  factors 
(o.gr.  dahydration) 


PoBtrenal  obstruet(ton 
(•.g.  bilataral  ureteral 
ebstructiOB) 


« 20  lavi.) 
0 ( <20  luvi.) 


0 


Hypertonic  (2-3  tlaea  plas- 
aa  eaolality: 
Sp.  Or.  > 1,010) 
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enlarged  prostate,  has  been  associated  with 
significant  diuresis.  This  so-called  post- 
obstructive diuresis  has  been  ascribed  to  a 
proximal  defect  in  the  reabsorption  of  Na,^® 
inability  of  the  tubules  to  respond  to  the 
action  of  antidiuretic  hormone^^  or  to  osmotic 
diuresis  generated  by  urea.^®  More  recently 
a case  has  been  documented  where  post- 
obstructive diuresis  exhibited  elements  of 
all  three  factors.^’’  Whatever  the  precise 
mechanism  might  be,  the  clinician  has  little 
choice  but  to  sustain  a high  intake  of  fluid 
and  electrolytes  to  nearly  keep  pace  with 
the  losses  incurred  in  the  post-obstructive 
phase,  while  awaiting  the  time  when  the 
patient  recovers  his  ability  to  conserve  water 
and  electrolytes  normally.  In  the  present  case 
a moderate  diuresis  ensued  followed  nephros- 
tomy to  bypass  the  obstructed  ureters. 

Summary  and  conclusions 

A case  of  bilateral  ureteral  obstruction 
resulting  from  metastatic  carcinoma  of  the 
rectum  is  described.  Clinical  signs  and  symp- 
toms associated  with  ureteral  obstruction 
have  been  reviewed  together  with  a consider- 
ation of  the  clinical  and  experimental  aspects 
relating  to  the  elaboration  of  dilute  urine 
and  solute  diuresis  in  such  patients. 

It  is  concluded  that: 


1.  The  diagnosis  of  ureteral  obstruction 
is  facilitated  by  the  presence  of  a high  degree 
of  clinical  suspicion  on  the  part  of  the  attend- 
ing physician  as  well  as  the  observation  of 
fluctuating  urine  output  varying  from  hour 
to  hour  or  from  day  to  day. 

2.  The  observations  in  this  case  suggest 
the  possibility  that  the  assessment  of  concen- 
trating ability  and  urine  Na  content  may  be 
helpful  in  establishing  the  diagnosis  of 
ureteral  obstruction  (both  parameters  being 
low  in  the  present  case)  as  well  as  to  dis- 
criminate from  the  other  categories  of  oli- 
guria including  pre-renal  as  well  as  intrinsic 
renal  factors. 

3.  The  post-obstructive  diuresis  following 
relief  of  the  block  can  assume  significant 
proportions  and  dictates  the  need  for  con- 
tinued administration  of  water  and  electro- 
lytes early  in  the  post-obstructive  course. 

In  the  light  of  present  knowledge,  the 
genesis  of  post-obstructive  diuresis  may  be 
ascribable  to  an  inability  on  the  part  of  renal 
tubules  to  conserve  Na  and  HgO,  an  osmotic 
urea  diuresis  or  an  unresponsiveness  of  renal 
tubules  to  antidiuretic  hormone.  • 
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The  current  clinical  approach 

to  glaucoma* 


Walter  J.  Levy,  MD,  Albuquerque,  N.  M. 


A review  of  the  pathogenesis 
and  management  of  primary 
and  secondary  glaucoma. 


Glaucoma  is  a disease  of  the  eye  in  which 
the  intra-ocular  pressure  is  abnormally  raised 
and  damages  or  threatens  to  damage  the  optic 
nerve  head.  This  must  be  qualified  to  allow 
for  those  situations  where  the  pressure  is 
never  abnormally  raised  and  yet  all  the  other 
changes  associated  with  chronic  simple  glau- 
coma are  present.  Under  these  circumstances, 
it  is  believed  that  the  glial  support  at  the 
optic  nerve  head  and  the  nerve  fibers  there 
are  degenerate,  resulting  in  an  inadequate 
response  to  normal  intraocular  pressure.  The 
type  of  optic  nerve  head  and  its  unusual  blood 
supply  probably  determine  the  ease  with 
which  cupping  will  occur.  ^ A stretched  my- 
opic disc  with  a wide  physiological  cup  would 
have  the  worst  prognosis.  A patient  with 
systolic  hypertension  resists  the  inroads  of 
raised  intra-ocular  pressure  into  the  optic 
nerve  head  better  and  for  a longer  period. 

Primary  glaucoma  is  essentially  a bilateral 
condition  and  in  part  genetically  determined.^ 
In  secondary  glaucoma,  the  rise  in  pressure 
is  caused  by  some  known,  concomitant  ocular 
pathology  and  is  usually  unilateral.  The 
gonioscopic-anatomic  basis  is  used  for  classi- 
fication and  the  immediate  anatomy  and 
physiology  of  aqueous  flow  must  be  borne  in 
mind.  The  state  of  the  pupil,  iris  and  the 
anterior  chamber  angle  are  important  in  the 
classification  and  diagnosis. 

*From  the  Lovelace  Foundation  for  Medical  Education  and 
Research,  Albuquerque,  New  Mexico. 


The  aqueous  is  produced  by  the  ciliary 
body  through  the  ciliary  processes.  Thence 
it  passes  between  the  anterior  surface  of  the 
lens  and  the  posterior  surface  of  the  iris, 
through  the  pupil  into  the  anterior  chamber, 
where  it  circulates  by  convection.  The  flow 
is  then  through  the  trabecular  meshwork  in 
the  angle  into  the  circumferential  canal  of 
Schlemm.  Collecting  vessels  transfer  the 
fluid  through  the  intrascleral  plexus  into  the 
aqueous  veins  back  into  the  venous  circula- 
tion. It  is  manifest  that  in  the  presence  of 
normal  aqueous  production  any  obstruction 
in  the  flow  pattern  through  the  globe  will 
result  in  raised  intra-ocular  pressure.  The 
important  sites  are  at  the  angle  of  the  an- 
terior chamber,  the  pupillary  margin  and  the 
episcleral  tissues.  Hypersecretion  of  aqueous 
and  raised  venous  pressure  will  provide  fur- 
ther embarrassment  to  aqueous  drainage. 

The  clinical  pattern,  the  pathogenesis  and 
the  classification  are  related  to  the  condition 
of  the  angle  of  the  anterior  chamber.  Glau- 
coma disease  of  the  closed  angle,  which  is 
usually  narrow,  is  different  from  that  of 
the  open  angle,  which  is  usually  wide.  The 
classification  of  glaucoma  is  summarized  in 
Table  1. 

In  the  angle  closure  type  of  glaucoma,  the 
pathogenesis  reveals  a relative  forward  dis- 
placement of  the  peripheral  iris,  usually  with 
swelling  of  the  area  and  vascular  engorge- 
ment, together  with  a certain  degree  of  pupil- 
lary margin  “stickiness”  to  the  lens.  This 
combination  coincides  in  an  eye  with  a shal- 
low anterior  chamber  and  a narrow  angle. 

In  the  open  angle  type  of  glaucoma,  the 
pathology  is  believed  to  lie  in  degeneration 
in  the  trabecular  meshwork  in  the  angle  and 


for  September  1968 


79 


lessening  in  the  size  of  the  openings.  Second- 
ary glaucoma  occurs  when  the  outflow  pat- 
tern is  disturbed  by  pathological  changes  of 
the  complicating  ocular  lesion,  as  mentioned 
in  the  classification.  In  the  infant,  secondary 
glaucoma  might  be  of  the  adult  type  due  to 
other  congenital  anomalies  interfering  with 
the  aqueous  flow.  The  angle  anomaly  in  pri- 
mary congenital  glaucoma  is  usually  geneti- 
cally determined. 

Clinical  picture — primary 

A.  Congenital/ Infantile 

The  history  and  finding  of  a “buphthalmic”  eye 
in  a child,  together  with  ocular  hypertension,  are 
pathognomonic.  The  cornea  is  often  excessively 
hazy,  but  might  be  cleared  to  reveal  the  angle 
anomaly.  Other  congenital  ocular  features  are  usu- 
ally obvious,  as  would  be  any  other  secondary 
cause. 

B.  Adult  Angle  Closure 

1.  Acute 

There  is  usually  a fairly  acute  onset  in  an  older, 
anxious  patient.  Pain  of  an  aching  type  in  the  eye 
is  often  associated  with  nausea  and  vomiting  and 
severe  depression  of  vision.  A history  of  past  sub- 
acute attacks  is  common. 

Depressed  visual  acuity  (often  down  to  count- 
ing fingers  only)  is  shown  in  an  acutely  congested 
globe.  The  hazy  cornea  (edema  may  be  so  severe 


as  to  produce  epithelial  blebs)  may  be  cleared  with 
90  per  cent  glycerine  drops  to  reveal  a dilated  or 
semi-dilated  pupil  (oval  and  vertical)  and  a shal- 
low anterior  chamber  in  a hypermetropic  eye. 
Tonometry  confirms  intra-ocular  pressure  to  be 
much  elevated.  Gonioscopy  reveals  a closed  narrow 
angle.  The  intensity  of  the  changes  are  usually 
proportional  to  the  extent  of  the  angle  closrtre. 

2.  Subacute/Recurrent/Prodromal 

Recurrent  attacks  of  visual  blurring  and  rain- 
bow-ring haloes  aroimd  electric  Lights  at  night  are 
the  prime  symptoms,  as  they  might  be  at  the  onset 
of  an  acute  attack.  Eye  ache  may  be  associated 
and  reading  may  be  the  precipitating  factor  (ac- 
commodation causes  lens  moulding  and  peripheral 
swelling  near  the  angle).  Pupillary  dilatation  at 
night  or  for  routine  fundus  examination  is  an 
important  factor.  The  intra-ocular  pressure  will 
be  raised  at  the  time  of  the  attack  and  some  fine 
comeal  edema  will  be  noted.  The  anterior  chamber 
will  probably  be  shallow  entirely  or  in  the  periph- 
ery and  some  pupillary  dilatation  may  be  present. 
Only  mild  ciliary  injection  may  occur.  On  goni- 
oscopy, a narrow  angle  closed  in  great  part  and 
obstmcted  by  peripheral  anterior  goniosynechiae 
is  usual. 

3.  Chronic 

A history  of  past  subacute  attacks  of  angle 
closure  will  be  elicited  in  a patient  exhibiting  signs 
of  chronic  simple  glaucoma.  Gonioscopically,  the 
angle  will  be  narrow  with  many  peripheral  an- 
terior synechiae. 


TABLE  1 

Classification  of  glaucoma 

ADULT  GLAUCOMA 

Primary 


Angle  Closure 

Open  Angle 

Mixed 

Acute 

Chronic  Simple 

Chronic  angle  closure  with  simplex  signs 

Subacute/Prodromal/Recurrent 

Low  pressure 

Chronic 

Aqueous  hypersecretion 

Chronic  simple  with  angle  closure 

Secondary 

Angle  closure/obstruction  and/or  pupil  block 

Open  Angle 

Trauma — closed  or  perforating 

Inflammation  Vascular  anomaly  Venous  occlusion 

With  or  without  inflammation 

Rubeosis  iridis 

Retro-orbital  pressure 

Hj^ihema 

Tumor — globe 

Tumor — orbit 

Swollen  lens 

Increased  episcleral  venous  pressure 

Anterior  luxation  of  lens 

Posterior  luxation  of  lens 

Soft  lens  matter  in  a.c. 

Topical  steroid 

Vitreous  in  pupil  or  a.c. 

Pseudocapsular  exfoliation 

Epithelial  downgrowth 

Retinal  detachment 

Pigmentary 

CONGENITAL/INFANTILE  GLAUCOMA 


Primary  anterior  segment  Associated  with  other  congenital  , Secondary — as  in  adult 

anomaly  ocular  anomalies 


80 


Rocky  Mountain  Medical  Journal 


C.  Open  Angle — Glaucoma  Simplex 

Most  frequently  this  condition  is  symptomless 
and  the  changes  resulting  from  the  raised  pres- 
sure and  nerve  atrophy  are  found  on  a routine 
ophthalmic  examination  or  tonometrical  survey. 
The  only  feature  which  arrests  the  attention  of 
the  patient  is  the  visual  field  inadequacy — by 
which  time  a considerable  field  loss  has  occurred 
usually  and  is  irretrievable.  The  scotoma  is  in  the 
upper  altitudes  mostly  and  in  the  area  which  is 
least  noticed  in  a person  with  binocular  visual 
fields.  A familial  or  hereditary  factor  might  cause 
the  patient  to  seek  advice  early. 

The  disease  onset  is  commonest  after  the  age 
of  40  years  and  the  external  appearance  of  the 
globe  is  normal.  Examination  of  the  optic  nerve 
head  may  raise  the  first  suspicion  due  to  enlarge- 
ment of  the  cup  and  slight  pallor  in  the  temporal 
region.  An  established  glaucomatous  optic  atrophy 
with  the  characteristic  sharply  dipping  vessels  on 
the  temporal  edge  of  the  cup  and  pallor  should 
never  be  missed.  Tonometrically,  a random  pres- 
sure reading  over  22  mm  Hg  is  suspicious  and 
over  24  mm  almost  diagnostic.^  On  gonioscopy,  a 
wide  open  angle,  often  pigmented,  is  visible. 

The  earliest  field  loss  demonstrated  is  that  in 
the  central  region,  as  an  arcuate  scotoma  arising 
from  the  bared  blind  spot  and  arching,  usually 
superiorly,  nasally  above  fixation  in  the  nerve 
fibre  pattern  to  the  raphe.  Enlargement  of  the 
angioscotomata  with  increased  intra-ocular  pres- 
sure has  been  shown  as  an  even  earlier  change.® 
The  peripheral  field  loss  classically  is  that  of  a 
nasal  step  and  usually  supero-nasally.  In  the  more 
advanced  case  the  peripheral  field  loss  extends 
into  the  Bjerrum  arcuate  scotoma.  These  field 
changes  can  be  demonstrated  readily  by  confron- 
tation technic  with  a 3 mm  white  hat  pin. 

Clinical  picture — secondary 

The  history  of  the  associated  causal  ocular  con- 
dition will  be  significant  in  some  cases.  Signs  of 
acutely  raised  intra-ocular  pressure  of  the  angle 
closure  type  will  be  found  in  the  presence  of  an 
acute  or  chronic  eye  lesion;  which  lesion  has  pre- 
cipitated the  angle  closure  and  often  pupillary 
block.  An  anterior  uveitis,  swollen  cataractous 
lens,  swollen  soft  lens  matter,  a total  hyphema, 
or  a bound  down  pupil  will  be  obvious  once  the 
hazy  cornea  is  cleared  with  glycerine  drops.  Iris 
bombe  may  be  marked  in  severe  pupillary  block. 

Vascular  occlusion,  obstruction  by  tumor  or 
retro-orbital  pressure  may  precipitate  a rise  in  an 
open  angle.  Besides  the  possibility  of  secondary 
glaucoma  occurring  in  an  eye  following  central 
retinal  vein  occlusion,  there  is  a 25  per  cent  possi- 
bility of  primary  open  angle  glaucoma  being  dis- 
covered in  the  contralateral  eye,  and  a careful 
watch  must  be  maintained. 

In  an  eye  which  is  blind  and  secondary  glau- 
coma is  occurring,  where  the  pathogenesis  is  not 
specifically  known  and  the  posterior  segment 
cannot  be  examined,  it  is  strongly  recommended 


that  the  globe  be  excised  in  toto  as,  unfortunately, 
an  imsuspected  choroidal  malignant  tumor  all  too 
often  has  been  found  in  such  cases. 

Confirmatory  investigations 

1.  In  angle  closure  cases  in  the  remission 
periods,  a provocative  test  by  dark-room  or 
mydriatic  drug  dilatation  of  the  pupil  usually 
provides  adequate  confirmation.  A water- 
drinking-load test  might  have  to  be  added. 

2.  Glaucoma  simplex  (a  misnomer  in- 
deed!) is  often  difficult  to  prove  in  suspect 
cases,  very  early  in  the  disease,  or  in  relatives 
of  a known  case. 

a.  “Phasing”  is  the  study  of  the  pressure 
tonometrically  at  different  periods  of  the  day. 
As  diurnal  variation  in  intraocular  pressure 
normally  occurs  and  unless  readings  are 
taken  four  or  five  times  at  suitable  intervals 
in  the  24-hour  period  a peak  may  be  missed. 
Although  the  patient  is  usually  hospitalized 
for  convenience,  it  is  more  accurate  to  take 
the  readings  while  the  normal  routine  of  the 
person  is  followed  as  much  as  possible. 

b.  The  application  of  constant  pressure  to 
the  globe,  best  done  with  an  electronic  tono- 
meter and  appropriate  weights  (e.g.,  5 or  7.5 
G),  for  four  minutes  wiU  result  in  a drop  in 
intra-ocular  presure  and  the  facility  of  fluid 
outflow  can  be  estimated  (tonography).  If 
any  doubt  exists,  the  findings  can  be  ampli- 
fied by  combining  this  test  with  a water- 
drinking-load test. 

c.  “Water-drinking  test” — after  a 4-hour 
fast,  the  patient  is  required  to  drink  1000  ml 
of  cold  water  within  five  minutes.  The  tonom- 
eter and  tonography  findings  are  reassessed 
40  minutes  later.^  This  embarrassment  of  the 
aqueous  outflow  is  a most  effective  manner 
in  estimating  the  facility  of  outflow  and  90 
per  cent  of  positive  glaucoma  cases  will  be 
confirmed. 

d.  The  “topical  steroid  test”  has  been  used, 
particularly  in  the  study  of  relatives  of 
known  cases,  since  it  was  first  shown^  that 
topical  steroid  might  cause  a rise  in  pressure 
in  open  angle  glaucoma.  0.1  per  cent  predni- 
solone acetate  drops  are  instilled  q.i.d.  for 
one  week  and  the  above  tests  are  repeated. 
Caution  must  limit  the  period  of  use  as  in 
some  steroid  glaucoma  cases  the  field  changes 
have  not  been  reversible. 
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Treatment 

A.  Closed  Angle 

Urgent  treatment  under  emergency  con- 
ditions is  usually  demanded.  Systemic  os- 
motic regulators  are  given — 50  per  cent  Gly- 
cerol (1.0  G/Kg  body  weight)  orally  in  as 
rapid  a time  as  possible.  Ascorbic  acid  (so- 
dium ascorbate;  0.28  G/Kg  body  weight)  may 
be  advantageously  added  to  the  glycerol 
when  the  latter  dose  may  be  reduced  to  0.6 
G/Kg  body  weight.  In  the  presence  of  vomit- 
ing, I.V.  20  per  cent  Mannitol  (1  G/Kg  body 
weight)  at  the  rate  of  60-80  drops  per  minute 
or  30  per  cent  urea  (1  G/Kg  body  weight)  in 
10  per  cent  invert  sugar  should  be  given. 
The  hazards  of  urea  leaking  extravenously 
and  the  use  of  carbohydrates  in  diabetics 
must  be  borne  in  mind.  Carbonic  anhydrase 
inhibitor,  such  as  Diamox  (500  mg  orally  or 
intramuscularly)  is  often  adequate  and  might 
require  250  mg  orally  every  six  hours. 

At  the  same  time,  2 drops  of  Eserine 
salicylate  1 per  cent  are  instilled  into  the  eye, 
to  be  followed  frequently  (every  5-30  min- 
utes, depending  on  the  response)  by  pilocar- 
pine hydrochloride  4 per  cent  eye  drops  until 
the  pupil  is  miotic.  I usually  instill  predniso- 
lone acetate  drops  in  the  eye  for  a few  hours 
to  lessen  the  invariably  accompanying  in- 
flammatory changes  which  occur  in  the  iris. 
Pilocarpine  hydrochloride  2 per  cent  drops 
must  be  instilled  in  the  contralateral  eye,  suf- 
ficiently to  maintain  a miotic  pupil. 

When  the  eye  has  quietened  satisfactorily 
and  the  very  high  pressure  has  been  reduced 
appropriately,  surgery  (usually  an  iridec- 
tomy) is  almost  always  indicated.  At  the 
same  time  a prophylactic  peripheral  iridec- 
tomy should  be  performed  in  the  contra- 
lateral eye.  Similarly,  in  subacute  cases  or 
prodromal  glaucoma  of  this  type  a peripheral 
iridectomy  is  highly  desirable.  It  must  be 
remembered  that  recurrence  is  a feature  in 
angle  closure  glaucoma  if  surgery  has  not 
been  done.  Surgery  might  be  necessary  in  the 
angry  acute  phase  of  hypertension  if  the 
medical  measures  do  not  achieve  a relatively 
low  pressure  in  a reasonable  time. 

It  should  be  borne  in  mind  that  the  exhi- 
bition of  systemic  anticholinergic  drugs  (e.g., 
Bellafoline)  in  the  treatment  of  unrelated 


conditions  occasionally  precipitates  an  angle 
closure  glaucoma.  Thus  it  would  be  advisable 
for  patients,  over  40  years  old,  in  whom  such 
systemic  treatment  is  contemplated,  to  be 
examined  gonioscopically  to  exclude  a nar- 
row angle  complication. 

B.  Open  Angle 

Much  discussion  and  dispute  continue 
over  the  advisability  of  medical  or  surgical 
treatment  in  the  early  stages  of  the  disease. 
Present  day  thought  advises  a medical  re- 
gime^’® which  has  to  be  life  long  and  in  the 
nature  of  things  this  is  probably  acceptable. 
However,  this  premise  is  only  acceptable  if 
the  patient  can  be  reliably  left  to  maintain 
constant  treatment  with  regular  revisits  for 
review.  Medical  treatment  must  continue  to 
regulate  a satisfactory  intra-ocular  pressure 
at  all  times  and  there  must  be  no  advance 
of  visual  defects. 

It  must  be  remembered  that  where  sur- 
gery is  eventually  required,  visual  results 
are  better  if  surgery  is  performed  early  in 
the  disease.^'®  Further,  surgery  is  more  ac- 
ceptable in  the  early  stages  as  the  patient 
will  be  younger  and  a better  surgical  risk. 
On  the  other  hand  in  the  event  of  surgery 
not  being  completely  controlling,  it  will  be 
necessary  to  provide  supplementary  medical 
therapy,  which  may  be  only  minimal  then. 

1.  Medical 

Regular  instillation  of  miotic  drops  (cho- 
linergic) is  invariably  required.  Pilocarpine 
hydrochloride  1-4  per  cent  three  or  four  times 
daily  is  most  commonly  used.  Phospholine 
iodide  0.06-0.25  per  cent  b.i.d.  is  a powerful 
addition  to  the  armamenterium.  This  main- 
tains an  even,  more  uniform  depression  of 
intra-ocular  pressure.  Systemic,  hyperactive, 
cholinergic  side  effects  do  occur  and  recently 
lens  opacification  has  been  found  with  some 
cases  on  phospholine.  It  also  has  a tendency 
to  produce  pupillary  block  and  this  must  be 
guarded  against. 

The  miotic  pupil,  often  in  the  presence  of 
senile  lens  opacities,  produces  a sensation  of 
visual  darkening  or  cloudiness  and  epine- 
phrine bitartrate  1 or  2 per  cent  may  be  used 
for  partial  mydriasis,  while  its  action  on 
facility  of  outflow  will  supplement  that  of 
the  miotic  drop. 
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Daily  diamox,  250  mg,  or  daranide,  50  mg, 
is  sometimes  a necessary  addition  to  therapy 
to  reduce  pressure  a little  more. 

2.  Surgical 

The  surgery  most  favored  today  is  that 
which  fashions  a fistula  from  the  angle  of 
the  anterior  chamber  into  the  subconjuncti- 
val space.  A peripheral  iridectomy  is  done  at 
the  same  time.  Occasionally  it  is  necessary 
to  provide  internal  drainage  via  separation 
of  the  iris  root  and  ciliary  body  from  the 
sclera,  allowing  passage  of  aqueous  into  the 
suprachoroidal  space.  Surface  electro-dia- 
thermy or  cryothermy  applications  over  the 
ciliary  body  are  occasioncilly  used,  where 
intraocular  surgery  is  not  desirable,  to  lessen 
aqueous  secretion.  The  implantation  of  plastic 
materials  to  facilitate  and  maintain  drainage 
channels  has  met  with  questionable  success 
to  date.  It  has  been  found  on  both  sides  of 
the  Atlantic  that  surgery  in  pigmented  races 
is  less  successful  due  to  early  closure  of  the 
filtration  channel. 

C.  Secondary 

Treatment  combines  the  principles  of 
therapy  of  closed  angle  glaucoma  and  also 
that  of  the  underlying  cause.  Success  is  far 
better  achieved  if  the  raised  pressure  is  nor- 
malized prior  to  surgical  correction  of  the 
primary  disease. 


The  handling  of  the  patient  as  a whole  is 
very  important  in  glaucoma.  In  an  acute 
attack,  reassurance  by  the  medical  advisor 
and  then  insistence  that  the  relieving  medi- 
cal therapy  must  be  followed  by  surgery 
requires  an  intelligent  approach.  In  chronic 
glaucoma,  restoration  of  vision  already  lost 
due  to  nerve  atrophy  cannot  occur  and  ther- 
apy is  designed  to  preserve  that  remaining; 
here  again  astute  patient  control  might  be 
necessary  especially  as  therapy  is  life  long 
and  the  disease  of  the  nerve  head  is  invariably 
slowly  progressive.  The  family  physician  and 
internist  is  most  frequently  the  oracle  to 
whom  the  patient  turns  to  for  advice  and 
encouragement  and  guidance.  It  is  vital  that 
the  influence  of  this  advice  should  be  based 
on  sound  understanding  of  the  problems 
which  plague  all  ophthalmologists  in  their 
sympathetic  handling  of  a patient  with  a 
perplexing  disease.  • 

GENERIC  EQUIVALENTS 

Diamox — Acetozolamide,  Lederle  Laboratories,  Division  of 
American  Cyanamid,  Pearl  River,  New  York. 
Bellafoline — 1-aIkaloid  of  Belladonna,  Sandoz  Pharmaceu- 
ticals, Hanover,  New  Jersey. 

Daranide — Dichlorphenamide,  Merck,  Sharp  and  Dohme, 
West  Point,  Pennsylvania. 

Phospholine  Iodide — Echothiophate  Iodide,  Ayerst  Labora- 
tories, New  York,  New  York. 
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As  YOU  like  it... 


A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  What  is  to  be  the  next  step  in  this  “holy  war” 
against  illness,  the  motto  of  which  seems  to  be, 
“Damn  the  individual’s  freedom,  full  speed  ahead”? 
Not  too  long  ago  a New  York  City  pathologist 
suggested  that  annual  cervical  smears  be  made 
mandatory  for  all  mothers  over  the  age  of  twenty. 
This  is  truly  alarming.  We  might  as  well  have 
laws  requiring  annual  physical  examinations,  com- 
plete blood  chemistries,  chest  x-rays,  EKG’s,  GI 
series,  barium  enemas,  and  sigmoidoscopies  for 
everyone.  How  about  annual,  or  even  semiannual 
psychiatric  examinations  and  psychological  tests 
for  everyone?  What’s  the  limit?  And  w’hat  will 
be  the  penalty  for  any  woman  who  refuses  to 
submit  to  a cervical  smear?  Is  a year  in  jail  ap- 
propriate punishment?  Three  years  seems  to  be 
the  popular  figure  in  New  York  State  nowadays. 

And  what  if  we  detect  cancer  in  one  of  these 
women  so  examined?  Will  surgery  or  radiation 
be  mandatory?  Surely  the  dedicated  doctor  who 
wants  to  detect  all  cases  of  cervical  cancer  doesn’t 
want  to  do  so  simply  for  the  sake  of  statistics;  he 
wants  to  do  it  so  that  people  can  be  treated. — 
Schwartz,  Daniel  W.,  M.D.,  “The  Right  to  Be  Sick,” 
Medical  Opinion  & Review,  December,  1967,  p.  35. 

2.  “Americans  before  the  Civil  War  looked  on 
health  much  as  the  Greeks  had.  Illness,  suffering, 
and  death  were  part  of  life.  When  illness  struck, 
the  physician  and  the  patient  entered  into  a part- 
nership. Neither  expected  to  overcome  the  threat 
alone.  Each  did  what  he  could,  and  both  hoped 
for  nature’s  help.  A century  later  this  attitude  had 
altered  drastically.  In  effect,  the  patient  abdicated 
his  share  of  responsibility.  The  practicing  man 
sees  it  daily — the  executive  who  carries  his  nitro- 
glycerine in  a briefcase  stuffed  with  homework — 
the  victim  of  emphysema  who  begs  for  one  last 
cigarette  before  his  inhalation  therapy — the  fat 
lady  who  demands  a pill  that  will  permit  her  to 
enjoy  both  a winning  figure  and  the  eating  habits 
of  a Green  Bay  Packer.  Neither  physician  nor 
patient  is  willing  to  put  up  with  a few  extra  days 
of  discomfort  awaiting  a certain  cure  by  nature. 
The  simple  truth  is  that  the  American  people  no 
longer  consider  disease  or  even  discomfort  inevit- 
able. In  fact,  it  appears  that  many  Americans  are 


now  psychologically  quite  prepared  to  accept  the 
notion  that  death  itself  is  no  longer  a necessary 
condition  of  life.”-— Hudson,  Robert  P.,  M.D.,  Ac- 
tion and  Reaction  in  Medical  Research,  Annals  of 
Internal  Medicine,  September,  1967,  pp.  661,  662. 

3.  “Enumerating  all  the  social  effects  of  penicillin 
would  take  volumes.  On  the  economic  front,  life 
insurance  companies  accumlated  fortunes  operat- 
ing on  pre-penicillin  actuarial  tables.  Pharmaceuti- 
cal companies  were  allowed  unique  margins  of 
profit  on  the  strength  of  their  plea  that  creating 
miracles  is  an  expensive  business.  Daily,  the  germ 
plasm  pool  is  contaminated  by  the  medical  salva- 
tion of  genetically  blighted  children,  who  formerly 
died  before  reproducing.  Control  of  the  great 
medical  killers  of  history,  the  infectious  diseases, 
left  Americans  free  to  worry  about  increasingly 
insignificant  symptoms,  ultimately  leading  physi- 
cians to  redefine  their  notions  of  just  what  consti- 
tuted disease.” — Ibid.,  p.  663. 

4.  . . There  is  no  sound  information  about  the 
ill  effects  future  generations  may  expect  from  the 
harmful  genes  perpetuated  by  today’s  medicine. 
Again,  the  few  biological  scientists  who  have  stood 
up  to  be  counted  have  been  singularly  unsuccessful 
in  preventing  the  development  of  agents  of  chem- 
ical and  bacteriological  warfare  that  could  have 
a destructive  capacity  equal  to  that  of  nuclear 
weapons.  And,  as  the  facts  become  publicly  known, 
the  staggering  increase  in  the  prevalence  of  iatro- 
genic disease  could  become  a greater  scandal  than 
the  flap  over  human  experimentation.” — Ibid.,  p. 
663-664. 

5.  “.  . . When  cancer  and  cardiovascular  diseases 
are  obliterated,  how  will  man  manage  to  die?  He 
can  count  on  some  help  from  bigger  versions  of 
the  Los  Angeles  freeway  but  not  enough  to  over- 
come the  added  longevity  that  must  result  when 
scientists  eliminate  cancer  and  cardiovascular  dis- 
ease, two  groups  of  diseases  that  together  accoimt 
for  more  deaths  than  their  nearest  20  competitors. 
Our  social  planners  are  already  fighting  a rear- 
guard action.  Where  will  they  be  when  they  are 
precipitously  handed  a million  persons  living  to 
an  average  age  of  110? — Ibid.,  p.  664. 
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6.  “The  sad  conclusion  is  that  most  researchers 
and  too  many  physicians  possess  stunted  social 
consciences.  They  read  too  little  and  too  narrowly. 
They  lack  a sense  of  history,  which  is  to  say  an 
appreciation  of,  or  even  a curiosity  about,  the  role 
of  their  work  in  the  grand  picture.  The  engineer- 
ing of  a feeling  of  responsibility  to  society  in  prac- 
titioners and  researchers  will  be  a difficult  project 
indeed.  Some  say  it  is  impossible,  that  the  entire 
thing  is  a matter  of  genes.  If  this  is  true,  man’s 
outlook  is  dismal  indeed,  because  each  new  day 
brings  added  evidence  that  society  cannot  survive 
an  amoral  science.  Others  argue  that  even  if  words 
could  do  the  job  there  is  insufficient  time  in  the 
complex  education  and  workday  of  today’s  medi- 
cine. Against  this  it  could  be  argued  that  there 
may  not  be  time  for  anything  else.” — Ibid.,  p.  665. 

7.  “.  . . Abhorrent  though  the  thought  of  control 
may  be  to  the  man  interested  in  uncovering  natural 
truth,  he  may  have  to  face  the  fact  that  society 
can  afford  to  confer  a privilege  on  one  segment 
of  its  constituency  only  so  long  as  the  privilege 
does  not  threaten  to  destroy  the  system  that  guar- 
antees it. 

A distinction  must  be  made  between  discover- 
ing Nature  and  raping  her.  To  study  naturally 
occurring  mutations  in  viruses  is  not  the  same  as 
the  indiscriminate  production  of  new  viruses.  It 
was  a moral  distinction  of  purely  abstract  interest 
in  the  grosser  days  of  science.  But  moral  distinc- 
tions ceased  being  abstractions  that  night  under 
the  stadium  in  Chicago.  The  scientist  cannot  deny 
that  he  has  more  nearly  enjoyed  license  than 
freedom.  Even  today  there  is  no  law  applying  spe- 
cifically to  the  direction  his  research  may  take. 
But  the  wisdom  of  unin-idled  research  may  soon 
come  to  be  questioned  by  those  who  must  contend 
with  the  pollution  of  air  and  water,  the  ennui  of 
a 20-hour  work  week,  the  depersonalization  of 
cybernetics,  increasing  iatrogenic  disease,  and  con- 
tamination of  the  genetic  pool.” — Ibid.,  p.  667. 

8.  “An  extensive  review  of  the  world  literature 
has  yielded  no  single  shred  of  scientifically  valid 
evidence  that  surgical  treatment  exerts  a favour- 
able influence  on  the  course  of  this  disorder,  yet 
there  are  surgeons  all  over  the  world  who  profess 
an  almost  religious  conviction  of  its  efficacy,  and 
who  apparently  perform  an  operation  of  one  kind 
or  another  on  practically  every  case  referred  to 
them.  Some  such  enthusiasm  may  of  course  be  a 
spontaneous  manifestation  of  that  innate  physical 
energy  and  joie  de  vivre  that  so  often  distinguishes 
the  surgeon  from  his  more  debilitated  medical 
colleagues.  On  the  one  hand,  I do  not  find  it  easy 
to  dissociate  the  repeated  and  urgent  pleas  that 
reverberate  through  the  American  literature  de- 
scribing Bell’s  palsy  as  a surgical  emergency  and 
begging  the  physician  to  refer  it  at  once  to  the 
nearest  otolaryngologist  from  the  special  economic 
conditions  of  practice  in  the  United  States. — Miller, 
Henry,  M.D.,  Facial  Paralysis,  British  Medical 
Journal,  September  30,  1967,  p.  815. 


9.  “Perhaps  the  slight  hint  of  therapeutic  nihilism 
that  our  Continental  visitors  detect  in  the  British 
approach  to  the  treatment  of  facial  palsy  may  not 
be  entirely  unconnected  with  the  fact  that  we 
work  in  a professional  environment  where  it  is 
necessary  neither  to  ensure  the  patient’s  gratitude 
nor  to  impress  him  with  the  dynamism  of  our 
therapeutic  approach.” — Ibid. 

10.  “Recurrent  Bell’s  palsy  rightly  arouses  suspi- 
cion, but  the  condition  is  not  very  uncommon, 
especially  in  yovmger  patients,  in  whom  the  nerve 
may  be  affected  on  both  sides  at  different  times. 
The  occasional  familial  incidence  of  this  syndrome 
suggests  the  incrimination  of  some  minor  anatomi- 
cal anomaly.” — Ibid.,  p.  817. 

11.  “Neither  massage  nor  galvanism  has  any 
proved  value  in  the  treatment  of  this  condition, 
and  merely  fill  the  physiotherapy  department  with 
people  who  should  be  at  work.  There  is  no  earthly 
reason  why  cervical  sympathetic  blockade  should 
be  of  value  in  Bell’s  palsy  and  no  evidence  that 
it  is.  Few  of  my  patients  have  found  the  wearing 
of  a wire  splint  or  a piece  of  strapping  on  the 
face  worth  the  trouble  involved,  but  some  with 
persistent  paralysis  have  been  helped  by  plastic 
surgery.” — Ibid.,  p.  818. 
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Shadow  or  substance 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 
Guest  Contributor,  Donald  A.  Wolf  el,  MD,  Albuquerque,  New  Mexico 


Aphorism 

“I  believe  it  to  be  a rare  form  of  consti- 
tutional disorder,  without  any  internal  vis- 
ceral disease,  but  characterized  by  great  in- 
aptitude to  spontaneous  exertion  both  of 
mind  and  body.”  (William  W.  Gull,  M.D., 
“On  a Cretinoid  State  Supervening  in  Adult 
Life  in  Woman.”  1873.') 

Clinical  data 

An  83-year-old  confused  white  woman 
had  not  moved  her  bowels  for  two  weeks. 
On  admission,  her  face  was  noted  to  be  slight- 
ly puffy  with  thinning  of  the  lateral  eye- 
brows; her  skin  was  dry,  scaly  and  sallow. 
Fecal  material  could  be  felt  in  her  distended 
abdomen  and  bowel  sounds  were  audible. 
Vital  signs  were  normal,  except  for  an  ir- 
regular pulse. 

Most  laboratory  tests  were  uninformative. 
A clinical  impression  of  myxedema  seemed 
supported  by  a FBI  of  1 /^g  per  cent.  The 
cholesterol  was  230  mg  per  cent.  The  EKG 
showed  an  old  septal  infarct,  left  axis  devia- 
tion and  atrial  fibrillation. 

An  abdominal  film  (Fig.  1)  showed  a dis- 
tended colon  with  fecal  impaction.  A limited 
barium  enema  (Fig.  2)  ruled  out  distal  co- 
lonic obstruction  but  did  show  the  colon  to 
be  redundant  and  dilated.  The  radiologist 
suggested  several  possibilities,  including 
myxedematous  megacolon. 


Clinical  course 

After  cleansing  enemas  proved  ineffec- 
tive, several  pounds  of  stool  were  manually 
removed.  Later  the  patient  was  placed  on 
5-10  mg.  of  Cytomel  daily  and  the  bowel 
status  showed  temporary  improvement.  How- 
ever, a lengthy  downhill  hospital  stay  ensued, 
punctuated  by  pneumonia,  urinary  infec- 
tion, congestive  failure  and  development  of 
local  zones  of  edema,  bleeding  gums  and 
hyponatremia.  The  postmortem  examination 


Fig.  1.  Distended  colon  with  fecal  impaction. 
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Fig.  2.  Barium  enema  showed  redundant  dilated 
colon. 


disclosed  an  acute  myocardial  infarction  and 
advanced  arteriosclerosis.  There  was  very 
little  identifiable  thyroid  tissue. 


In  a review  of  myxedema  ileus,  Hohl 
and  Nixon-  commented  that  “rare  is  that 
individual  with  myxedema  who  fails  to  mani- 
fest some  digestive  symptoms  in  the  un- 
treated course  of  his  disease.*’  The  most 
serious  expression  of  this  condition  is  para- 
lytic ileus  and  obstruction;  in  childhood  a 
megacolon  can  simulate  Hirschsprung’s  Dis- 
ease. Awareness  of  this  possibility  can  save 
a patient  from  a potentially  disastrous  sur- 
gical experience. 

Whether  morphologic  changes  of  myxe- 
dema can  be  found  in  the  alimentary  tract 
is  controversial,  probably  an  atonic  and 
hypomotile  gut  is  responsible  for  symptoms, 
and  Bull,  in  his  pioneer  observations,  scored 
a bull’s-eye  when  he  felt  that  spontaneous 
exertion  was  difficult. 

The  radiologic  impression  of  myxedema- 
tous megacolon  was  obviously  made  on  the 
basis  of  correlation  with  the  clinical  findings. 
It  is  submitted  that  this  phrase  is  not  a 
cliche,  and  that  many  valuable  judgments  by 
the  radiologist  are  only  possible  if  he  can 
share  in  the  clinical  data  possessed  by  the 
referring  physician.  (Fill  out  those  requisi- 
tions.) 
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Cl  BA  Pharmaceutical  Company,  Summit,  N.  J. 


Abstract  of  Minutes  House  of  Delegates  of 
The  New  Mexico  Medical  Society 

Eighty-Second  Annual  Meeting 
May  1-3,  1968 

The  House  of  Delegates  held  two  sessions  at 
its  Eighty-Second  Annual  Meeting  in  Roswell,  New 
Mexico,  May  1-3,  1968.  The  Speaker,  Ronald  V. 
Dom,  and  Vice  Speaker  Harry  D.  Ellis,  alternated 
in  presiding  before  the  House.  At  the  first  meeting 
all  reports  published  in  the  Handbook  and  all  sup- 
plemental reports  and  resolutions  which  had  been 
mimeographed  after  publication  of  the  Handbook, 
as  well  as  verbal  and  typed  resolutions  introduced 
on  the  floor  of  the  House,  were  referred  to  ap- 
propriate reference  committees. 

FIRST  SESSION 
May  1,  1968 

The  House  was  called  to  order  at  2:00  p.m. 
Richard  C.  Sherman  pronounced  the  invocation. 
Sixty-six  delegates  answered  the  roll  call,  includ- 
ing certified  substitute  alternates. 

The  minutes  of  the  Interim  Meeting  held  No- 
vember 3-4,  1967,  were  approved  as  published  in 
the  April  issue  of  the  Rocky  Mountain  Medical 
Journal. 

The  following  guests  of  the  House  of  Delegates 
were  introduced  by  Speaker  Dorn; 

Messrs.  Bart  Sheridan,  Medical  Economics; 
Charles  Kirkpatrick,  Medicare;  LaVon  Burrell, 
Blue  Shield;  Robert  S.  Zobel,  Bureau  of  Indian 
Affairs;  Martin  Paskind,  Public  Relations  Counsel; 
Howard  Houk,  Legal  Counsel;  Mrs.  June  Franko, 
New  Mexico  Medical  Assistants  Association. 

President  Emmit  M.  Jennings  was  introduced 
by  the  Speaker  for  the  purpose  of  making  the 
1968  A.  H.  Robins  Community  Service  Award. 
Dr.  Jennings  reminded  the  House  that  the  recipient 
of  this  Award  is  elected  by  the  delegates  at  the 
interim  meetings  from  nominees  submitted  by 
county  societies.  Results  of  the  election  for  this 
Award  remain  secret  until  the  Annual  Meeting. 
Dr.  Jennings  asked  Louis  Levin,  Albuquerque,  to 
come  forward  to  receive  the  1968  Award.  Dr.  Levin 
expressed  deep  appreciation  to  the  members  of  the 
House  for  the  honor  bestowed  upon  him. 

Merril  Brown,  Chairman,  Liaison  Committee  to 
the  University  of  New  Mexico  School  of  Medicine, 

(Condensed  and  abstracted  from  the  stenographic  minutes 
kept  by  Mrs.  Ralph  R.  Marshall.  Reports  referred  to  but 
not  reproduced  herein  were  distributed  to  all  members 
of  the  House  in  mimeographed  form.  Copies  of  all  re- 
ports are  on  file  in  the  Executive  Office  of  the  Society 
and  in  the  office  of  the  Secretary  of  each  component 
society,  available  for  study  by  any  member,  and  together 
with  this  abstract,  present  in  full  all  proposals  as  well 
as  actions  taken  upon  them.) 


was  introduced  for  the  purpose  of  presenting  a 
check  for  $2,033.30  from  the  American  Medical 
Education  and  Research  Foundation  to  Dr.  Regi- 
nald Fitz,  Dean,  University  of  New  Mexico  School 
of  Medicine. 

Dr.  Fitz  expressed  his  great  appreciation  to 
the  members  of  the  New  Mexico  Medical  Society 
for  their  contributions  and  emphasized  how  im- 
portant unrestricted  funds  are  to  a medical  school. 
He  requested  continued  support  of  the  school  and 
stated,  “As  a point  of  history  the  school  is  in  a 
change  and  in  a critical  state.  It  probably  has  more 
need  for  this  kind  of  funds  (unrestricted)  than  at 
any  time  in  its  past  history.  I would  hope  that 
all  of  you  would  keep  this  in  mind  as  the  school 
goes  along.  It  is  still  a young  school  with  all  sorts 
of  growing  pains.” 

Speaker  Dorn  introduced  the  President  of  the 
New  Mexico  Medical  Society,  Emmit  M.  Jennings, 
for  his  presidential  address.  Dr.  Jennings  stated 
that  he  had  expressed  at  the  last  House  of  Dele- 
gates meeting  that  the  delegates  would  resolve 
the  issues  of  repealing  the  Basic  Science  Law  and 
our  relationship  to  osteopaths.  Both  of  these  is- 
sues have  been  decided  and  concluded  to  the 
satisfaction  of  the  majority.  He  spoke  of  areas  of 
responsibility  regarding  the  various  medical  pro- 
grams sponsored  by  the  government  and  urged 
the  membership  to  participate  in  the  planning  and 
administration  of  the  programs. 

Speaker  Dorn  introduced  Albert  H.  Schwich- 
tenberg,  member,  AMA  Council  on  National  Se- 
curity who  spoke  to  the  delegates  on  the  activities 
of  the  Council. 

Reference  Committee  appointments  were  made 
by  the  Speaker  as  follows: 

A.  Administrative  Matters 

Robert  P.  Beaudette,  Chairman,  Raton 
Edward  O.  Goodrich,  Santa  Fe 
John  B.  Blough,  Las  Vegas 
Livingstone  Parsons,  Albuquerque 
John  K.  Torrens,  Albuquerque 

B.  Legislative  and  Public  Affairs 

Rex  G.  Quigley,  Chairman,  Hobbs 
Fred  H.  Hanold,  Albuquerque 
Julius  L.  Wilson,  Santa  Fe 
Armin  T.  Keil,  Raton 
Louis  Levin,  Albuquerque 

C.  Miscellaneous  Business 

Morton  W.  Dann,  Chairman,  Roswell 
James  R.  Gay,  Albuquerque 
John  F.  Griffin,  Albuquerque 
Robert  E.  Cutler,  Espanola 
Chris  L.  Mengis,  Santa  Fe 

Reports  and  resolutions  lying  on  the  table  and 
not  contained  in  the  Handbook  were  referred  to 
the  appropriate  reference  committee  by  the 
Speaker. 

SECOND  SESSION 
May  3,  1968 

The  House  was  called  to  order  at  2:15  p.m.,  with 
70  delegates  answering  the  roll  call,  including  ac- 
credited alternate  delegates. 

Speaker  Dom  recognized  Mrs.  June  Franko, 
who  conducted  a drawing  for  a free  membership 
in  the  American  Association  of  Medical  Assistants. 
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The  names  of  Mrs.  Dorothy  Graff,  Hurley,  New 
Mexico,  and  Mrs.  Colleen  Blackburn,  Grants,  New 
Mexico,  were  drawn. 

The  Speaker  appointed  the  following  tellers 
for  the  election:  J.  Hunt  Burress,  Chairman,  Albu- 
querque; Ann  Hunt,  Santa  Fe;  John  S.  Moore, 
Roswell;  Ronald  W.  Tatum,  Albuquerque;  Isaac 
Terr,  Las  Vegas. 

Report  of  the  Reference  Committee  on 
Administrative  Matters 

The  following  reports  considered  by  the  Committee 
on  Administrative  Matters  were  for  information  only, 
included  no  recommendations  and  required  no  policy 
action  and  were  filed: 

American  Medical  Association.  Annual  and  Supple- 
mental Delegate  Reports 
Grievance  Committee 

Mental  Health  and  Alcoholism  Committee 
Rocky  Mountain  Medical  Journal 
Advisory  Committee  to  Selective  Service 
New  Mexico  Medical  Political  Action  Committee 

The  Reference  Committee  commended  the  Mental 
Health  and  Alcoholism  Committee  for  the  excellent  edu- 
cational programs  which  the  Committee  is  sponsoring. 
The  Reference  Committee  noted  the  comment  in  the 
Committee  report  regarding  a mental  health  handbook 
project  and  requested  the  Mental  Health  and  Alcoholism 
Committee  to  elaborate  more  on  this  project  in  the 
interim  report. 

A Chaves  County  Resolution  concerning  the  Medical 
Committee  for  Human  Rights  was  amended  in  three 
separate  instances  prior  to  its  adoption,  and  the  amended 
resolution  is  as  follows: 

“WHEREAS,  the  Medical  Committee  for  Human  Rights 
ran  an  advertisement  in  New  York  Times  on  December 
10  entitled,  ‘We  Challenge  the  AMA;  and 

“WHEREAS,  this  advertisement  and  other  statements 
named  the  Medical  Committee  for  Human  Rights  as 
spokesman  for  the  humanist  element  in  our  profession; 
stated  that  health  is  a human  right  and  that  charity  and 
discrimination  must  be  eliminated;  and  charged  that  the 
American  Medical  Association  ‘is  still  based  on  a capi- 
talistic philosophy  to  make  money  for  doctors;  and 

“WHEREAS,  the  House  of  Delegates  of  the  Connecticut 
State  Medical  Society  answered  the  challenge  by  remind- 
ing physicians  that  policy  of  the  American  Medical  Asso- 
ciation (and  of  any  state  medical  association)  is  deter- 
mined by  action  of  its  members  through  representative 
process  (and  not  through  the  statements  of  individuals 
in  the  public  press);  now 

“THEREFORE  BE  IT  RESOLVED,  that  the  New  Mexico 
Medical  Society  in  regular  session  May  3.  1968,  commend 
Dr.  Milford  O.  Rouse,  President  of  the  American  Medical 
Association,  for  his  repeated  and  continuing  defense  of 
free  enterprise;  and 

“BE  IT  FURTHER  RESOLVED,  that  the  New  Mexico 
Medical  Society  deplores  the  erroneous  stand  of  the 
Medical  Committee  for  Human  Rights  as  not  representa- 
tive of  the  views  of  most  American  physicians;  and 

“BE  IT  FURTHER  RESOLVED,  that  the  New  Mexico 
Medical  Society  commend  the  Connecticut  State  Medical 
Society  for  its  official  answer  to  the  Medical  Committee 
for  Human  Rights.” 

The  supplemental  report  of  the  Council  was  approved 
which  included  the  following  actions; 

a.  Established  a committee  to  work  with  and  assist 
the  office  of  Postgraduate  Education  of  the  University  of 
New  Mexico  School  of  Medicine. 

b.  Agreed  to  continue  the  Committee  on  Maternal  and 
Perinatal  Mortality. 

c.  Approved  the  employment  agreement  with  Mr. 
Howard  Houk,  Legal  Counsel,  for  another  year. 


d.  Reappointed  Marcus  J.  Smith,  Santa  Fe,  scientific 
editor  for  New  Mexico  to  the  Rocky  Mountain  Medical 
Journal. 

e.  The  names  of  17  members  were  presented  to  the 
House  as  being  delinquent  in  dues.  The  House  ordered 
that  these  individuals  be  notified  that  if  they  have  not 
paid  their  dues  by  July  1,  1968,  they  will  be  expelled  from 
membership  for  non-payment  of  dues. 

f.  The  Constitution  and  Bylaws  Committee  was  re- 
quested to  prepare  an  amendment  to  the  Bylaws  which 
would  require  that  a physician  be  a member  in  good 
standing  by  a certain  date  in  order  to  be  a delegate  and 
eligible  for  election  to  office. 

g.  Howard  Merideth  and  Joseph  Riley,  both  of  Albu- 
querque, were  declared  Emeritus  members  by  virtue  of 
their  retirement  due  to  ill  health. 

h.  Extended  the  current  contract  with  the  Executive 
Secretary  for  another  five  years. 

i.  Declared  a policy  statement  that  no  trustee  of  New 
Mexico  Physicians’  Service  may  be  a member  of  any  in- 
surance board  supervised  by  NMPS. 

j.  A budget  was  approved  which  anticipates  an  in- 
come of  $64,000.00  and  expenses  of  $62,927.74. 

The  Reference  Committee  expressed  its  approval  of 
the  Council’s  diligence  and  fiscal  soundness  in  conduct- 
ing the  affairs  of  the  Society  and  requested  a standing 
ovation  for  the  Council  in  securing  and  negotiating  another 
five-year  contract  with  Mr.  Ralph  Marshall,  our  executive 
secretary. 

Report  of  the  Reference  Committee  on  Legislation  and 
Public  Affairs 

The  following  reports  considered  by  the  Committee 
on  Legislation  and  Public  Affairs  were  for  information 
only,  included  no  recommendations  and  required  no 
policy  action,  therefore  were  filed. 

Advisory  Committee  to  Department  of  Public  Welfare 

Legislative  and  Public  Policy 

Public  Health  Committee 

New  Mexico  Physicians’  Service 

Recommendations  of  the  Public  Relations  Committee 
were  approved  as  follows: 

a.  That  a ' public  relations  counsel  be  employed  on  a 
fee-for-service  basis. 

b.  That  at  least  the  amount  of  $3,350.00  appropriated  in 
the  1967-68  budget  for  public  relations  counsel  be  allotted 
again  for  1968-69. 

c.  That  the  firm  of  Geha-Paskind  and  Associates,  Inc., 
located  in  Albuquerque,  be  the  agency  employed,  with  the 
proviso  that  both  the  agency  and  the  New  Mexico  Medical 
Society  express  approval  or  disapproval  of  the  relation- 
ship by  February,  1969,  well  before  the  House  of  Dele- 
gates Meeting. 

d.  That  there  be  close  liaison  between  the  Public  Rela- 
tions Committee,  Executive  Secretary  and  Public  Relations 
Counsel  to  insure  the  kind  of  program  desired. 

e.  That  the  efforts  of  the  Public  Relations  Counsel 
be  directed  particularly  toward  counteracting  adverse 
publicity  for  the  profession  resulting  from  specious  ex- 
planations by  the  Federal  Government  concerning  the 
high  cost  of  Medicare. 

f.  That  efforts  be  made  to  inform  the  public  that 
organized  medicine  in  New  Mexico  is  aware  of  and  con- 
tinues to  address  itself  to  the  health  needs  of  the  State. 

An  amendment  to  the  Public  Relations  Committee  Re- 
port was  approved  calling  for  the  study  of  the  feasibility 
of  using  the  funds  appropriated  this  year  for  public 
relations  as  partial  defrayment  of  the  cost  of  an  assistant 
to  the  Executive  Secretary  of  the  New  Mexico  Medical 
Society. 

The  following  resolution  from  Chaves  County  Medical 
Society  was  approved: 

WHEREAS,  Congressman  Benjamin  Rosenthal  (D.  N.Y.) 
has  held  a news  conference  emphasizing  the  alleged  need 
of  federal  participation  in  medical  care  rather  than  in 
medical  research;  and 
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WHEREAS,  this  Conference  advocated  the  abolition  of 
the  fee-for-service  system  and  stated  that  private,  non- 
group practice  is  out  of  date; 

THEREFORE,  BE  IT  RESOLVED,  that  the  attention  of 
the  Council  of  the  New  Mexico  Medical  Society  be  called 
to  this  conference;  and 

BE  IT  FURTHER  RESOLVED,  that  the  New  Mexico 
Medical  Society  in  regular  session.  May  3,  1968  express 
its  opposition  to  the  views  expounded  in  Congressman 
Rosenthal’s  conference  and  wishes  this  opposition  made 
known  to  all  New  Mexicans  in  Congress. 

The  Surgical  Service  Report  (Blue  Shield)  requested 
the  House  of  Delegates  to  reaffirm  its  action  of  May, 
1965  endorsing  the  service  benefit  aspects  of  the  Blue 
Shield  program.  The  reference  committee  indicated  that 
discussions  of  this  question  before  the  committee  were 
spirited,  and  ample  time  for  discussing  the  issue  was 
allowed. 

The  reference  committee  concluded  that  under  the 
present  arrangements  for  paying  physicians  their  usual 
and  customary  fees  there  are  adequate  mechanisms  avail- 
able for  physicians  to  charge  more  than  their  usual  fees, 
each  physician  has  free  choice  of  particioation,  and  as  a 
result  of  this  most  discussed  policy.  Blue  Shield  has  issued 
contracts  to  policyholders  in  line  with  the  wishes  of 
the  House.  However,  these  contracts  would  all  require 
renegotiation  and  actuarial  studies  if  our  policy  of  en- 
dorsing service  contracts  were  reversed;  therefore,  the 
policy  that  the  New  Mexico  Medical  Society  and  its  par- 
ticipating physicians  shall  remain  unchanged  was  ap- 
proved. 

Recommendations  of  the  Fee  Committee  were  approved 
as  follows: 

1.  That  the  New  Mexico  Medical  Society  officially 
express  its  gratitude  to  Blue  Shield  and  New  Mexico 
Physicians’  Service  for  their  contribution  to  the  Fee 
Committee. 

2.  That  physicians,  clinics,  institutions,  etc.,  signing 
future  contracts  with  USPHS  insist  on  usual  and  customary 
fees  in  these  contracts. 

3.  That  we  again  request,  as  we  have  done  annually 
for  several  years,  that  the  Veterans  Administration  in  New 
Mexico  convert  from  its  very  generous  but  fixed  fee 
schedule  to  our  usual  and  customary  fee  system. 

4.  That  whenever  a professional  service  claim  is  sub- 
mitted to  a third  party,  and  for  some  reason  it  is  felt 
to  be  necessary  or  desirable  to  request  or  accept  in  pay- 
ment a fee  at  less  than  usual  levels,  the  physician  clearly 
indicate  on  the  claim  what  his  usual  full  fee  would  have 
been  for  this  procedure  had  he  not  decided  to  reduce 
the  fee  for  that  particular  instance. 

5.  That  whenever  a physician  believes  that  a third 
party  is  not  paying  the  usual  and  customary  level  of  fees, 
he  notify  the  Adjudication  Committee  or  the  Fee  Com- 
mittee so  that  the  claim  can  be  investigated  and  corrective 
action  taken  if  indicated. 

6.  ’That  the  delegates  of  this  House,  on  returning  horn'*, 
bring  to  the  attention  of  their  respective  county  societies 
that  it  is  of  utmost  importance  to  New  Mexico  physicians 
that  every  physician  cooperate  fully  in  the  mail  survey 
of  fees  to  be  conducted  by  the  Fee  Committee  shortly. 

A Bernalillo  County  resolution  calling  for  an  ame-d- 
ment  to  the  Occupational  Disease  Act  in  order  to  include 
asbestosis  was  referred  to  the  Legislative  and  Public 
Policy  Committee. 

The  delineation  of  authority  for  the  Adjudication  and 
Liaison  Committee  to  Health  Insurance  Carriers  was 
approved  as  follows: 

Fees  of  members  will  be  adjudicated  with  third  parties 
under  the  following  conditions: 

1.  In  cases  where  no  fee  has  been  established  for  a 
procedure  because  it  was  a new  one  or  so  infrequently 
used  that  no  fee  had  been  set. 

2.  Those  cases  where  individual  consideration  was  in- 
volved because  of  infrequency  of  the  procedure  or  varia- 
tions in  the  extent  of  the  procedure. 

3.  Those  cases  in  which,  for  one  reason  or  another, 
the  doctor  was  required  to  spend  an  amount  of  time  and 
effort  beyond  the  bounds  of  the  usual  range  for  such 
a case. 


We  also  found  ourselves  aiding  the  insurance  companies 
at  times  in  classifying  a procedure  when  it  might  have 
two  or  more  designations. 

The  Adjudication  and  Liaison  Committee  to  Health 
Insurance  Carriers  expressed  the  view  that  recent  events 
have  come  to  the  attention  of  the  Committee  which  indi- 
cated that  a committee  was  needed  to  consider  cases  of 
alleged  overutilization  and  improper  utilization  by  mem- 
bers of  the  Society.  Therefore,  the  House  approved  that 
the  President  of  the  New  Mexico  Medical  Society  establish 
a study  committee  for  this  problem  and  that  this  com- 
mittee’s recommendations  be  made  to  the  next  interim 
meeting. 

Reference  Committee  on  Miscellaneous  Business 

The  following  reports  considered  by  the  Committee 
on  Miscellaneous  Business  were  for  information  only, 
included  no  recommendations,  required  no  policy  action, 
and  were  filed: 

Accident  Prevention  Committee 

Ad  Hoc  Committee  on  Public  Health  Planning  Under 
PL  89-749 

Disaster  Medical  Care 

Liaison  Committee  with  University  of  New  Mexico 
School  of  Medicine 

Hospital  Utilization  Committee 

Medical-Legal  Committee 

Maternal  and  Perinatal  Mortality  Committee 

Medicine  and  Religion  Committee 

Liaison  Committee  to  Allied  Professions  and  Voluntary 
Health  Agencies 

Dyslexia  Committee 

The  reference  committee  commented  that  several  mem- 
bers appeared  before  the  committee  inquiring  about  the 
usage  of  the  reporting  forms  supplied  to  physicians  by 
the  Department  of  Motor  Vehicles;  to  wit.  Who  has  the 
responsibility  to  pay  for  these  reports?  What  authority  or 
what  agency  has  the  power  to  decide  whether  a driver’s 
license  will  be  issued  in  a given  case?,  etc.  . . . No  member 
of  the  Accident  Prevention  Committee  appeared  before  the 
reference  committee:  therefor,  these  questions  are  unan- 
swered, and  the  newly  appointed  Accident  Prevention  Com- 
mittee is  requested  to  supply  the  answers  to  these  points 
at  our  interim  meeting. 

The  House  encouraged  members  to  take  a more 
active  part  in  the  activities  of  Comprehensive 
Health  Planning  in  New  Mexico. 

An  amendment  to  the  Bylaws  will  combine 
the  Advisory  Committee  to  the  New  Mexico  De- 
partment of  Public  Health  and  the  Advisory  Com- 
mittee to  the  New  Mexico  Department  of  Public 
Welfare  following  a vote  by  the  delegates  at  the 
interim  meeting.  A new  committee  will  be  formed: 
Advisory  Committee  to  the  New  Mexico  Depart- 
ment of  Public  Health  and  Social  Services. 

A new  policy  procedure  of  the  Medical-Legal 
Committee  was  approved  as  follows: 

“It  is  requested  that  State  and  local  grievance  com- 
mittees hold  in  abeyance  any  grievance  connected  with 
a case  which  at  that  time  is  before  the  Screening  Plan 
until  after  it  has  been  heard  and  a decision  rendered  by 
the  panel. 

"The  physician  involved  will  be  charged  with  the 
responsibility  for  bringing  such  a situation  to  the  atten- 
tion of  the  Grievance  Committee,  which  might  not  know 
of  the  simultaneous  involvement  with  the  Screening  Plan.’’ 

The  House  approved  a recommendation  of 
the  Rocky  Mountain  Medical  Conference  Continu- 
ing Committee  that  all  over  $5,000.00  of  the  surplus 
in  the  Conference  bank  account  be  returned  to  the 
participating  states  on  a membership  percentage 
basis. 

A resolution  introduced  by  James  Gay,  Albu- 
querque, was  disapproved  and  a substitute  resolu- 
tion by  the  reference  committee  was  approved  as 
follows: 
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“That  the  New  Mexico  Medical  Society  implement 
studies  pertaining  to  ways  and  means  of  encouraging  and 
fostering  closer  cooperation  between  the  New  Mexico 
Medical  Society,  the  various  specialty  societies,  and  other 
organized  professional  societies.” 

Mid-Rio  Grande  County  Medical  Society  reso- 
lution was  approved  which  called  for  a study  with 
a view  to  establishing  a more  favorable  malprac- 
tice insurance  plan  either  alone  or  in  combination 
with  other  medical  societies. 

Allan  Haynes  introduced  the  following  reso- 
lution which  was  enthusiastically  approved: 

I would  like  to  express  our  very  great  appreciation 
to  Dr.  Jennings  for  his  very  excellent  leadership  during 
the  past  year.  We  all  understand  how  hard  he  has  worked, 
how  clearly  he  has  spoken,  and  we  all  admire  and  respect 
him  for  the  tremendous  job  he  has  done.” 

Robert  Cutler,  M.D.,  presented  the  following 
resolution  which  was  unanimously  approved: 

“That  the  House  of  Delegates  of  the  New  Mexico 
Medical  Society  express  its  appreciation  and  thank  the 
Chaves  County  Medical  Society  and  its  Auxiliary,  the 
City  of  Roswell,  the  various  speakers  who  have  appeared, 
the  exhibitors,  and  our  President,  Dr.  Emmit  Jennings, 
for  their  efforts  in  making  this  a most  enjoyable,  en- 
lightening and  fruitful  Annual  Meeting.” 

J.  H.  Burress,  Chairman  of  the  Tellers,  was 
recognized  by  Speaker  Dom  for  the  purpose  of 
announcing  the  results  of  the  annual  election: 

President-eiect  Hugh  B.  Woodward,  Albuquerque 

Vice  President  Harry  D.  Ellis,  Santa  Fe 

AMA  Delegate  . . Allan  L.  Haynes,  Clovis 

AMA  Alternate  Delegate  Emmit  M.  Jennings,  Rosweli 
Councilor,  District  I ....  Armin  T.  Keii,  Raton 

Councilor,  District  II  ...  Robert  E.  Cutler,  Espanola 
New  Mexico  Physicians’ 

Service  John  J.  Corcoran,  Albuquerque 

Vaun  T.  Floyd,  Albuquerque 
Edwin  B.  Herring,  Albuquerque 
Rex  G.  Quigley,  Hobbs 
John  B.  Roberts,  Albuquerque 

Nominating  Committee; 


District  I Robert  P.  Beaudette,  Raton 

District  II  R.  C.  Derbyshire,  Santa  Fe 

District  III  Thomas  L.  Carr,  Albuquerque 

District  IV  Allan  L.  Haynes,  Clovis 

District  V Emmit  M.  Jennings,  Roswell 

District  VI  H.  P.  Borgeson,  Alamogordo 

District  VII  ....  Matt  A.  Connell,  Grants 


There  being  no  further  business  to  come  before 
the  House,  the  Speaker  declared  the  Eighty-second 
Annual  Meeting  of  the  House  of  Delegates  ad- 
journed without  day. 


PRACTICE  OPPORTUNITIES 
IN  NEW  MEXICO 

SANTA  ROSA 

(General  Practice-Solo) 

Contact  Sister  Marie  Alexander, 
Administrator 
Guadalupe  General  Hospital 
Santa  Rosa,  N.  M.  88435 

TRUTH  OR  CONSEQUENCES 
(General  Practice-Solo) 

Contact  Mrs.  Willita  Thompson, 
Chairman 
Medical  Committee 
P.O.  Box  293 

Truth  or  Consequences,  N.  M.  87901 

LORDSBURG 

(General  Practice-Solo) 

Mr.  Frank  Gabriel,  Administrator 
Hidalgo  General  Hospital 
Lordsburg,  N.  M.  88045 

CARLSBAD 

(Internist-Partnership) 

Contact  Fred  Hauser,  M.D. 

906  West  Pierce 
Carlsbad,  N.  M.  88220 

ESPANOLA 

(Internist-Partnership) 

Contact  Robert  E.  Cutler,  M.D. 

Box  DD 

Espanola,  N.  M.  87532 


Montana  Medical  Association  News 

William  E.  Henrickson,  M.D.,  Absarokee,  is  one 
of  20  physicians  engaged  in  the  general  practice  of 
medicine  selected  by  the  University  of  Utah  Medi- 
cal Center  to  undertake  a combined  homestudy- 
preceptorship  program  in  anesthesiology.  This 
course  will  provide  training  at  the  university  and 
with  a preceptor  in  Billings  for  a period  of  one 


year,  after  which  the  trainee  will  be  eligible  for 
accreditation  upon  successful  completion  of  writ- 
ten and  oral  examinations. 

« « 4:  « 

Mary  E.  Soules,  M.D.,  director  of  the  Division 
of  Disease  Control  of  the  State  Department  of 
Health,  was  selected  to  receive  the  distinguished 
service  award  for  1968  by  the  Montana  Public 
Health  Association  at  its  recent  annual  meeting. 
This  third  distinguished  service  award  was  pre- 
sented to  Doctor  Soules  in  recognition  of  her  out- 
standing performance  in  public  health,  and  in 
recognition  of  her  activities  in  professional,  civic, 
and  health  organizations. 
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USMA  Briefs 

Mr.  Hoyt  W.  Brewster  has  been  named  Execu- 
tive Secretary  of  the  Utah  State  Medical  Associa- 
tion and  the  Salt  Lake  County  Medical  Society, 
succeeding  Harold  Bowman  who  recently  resigned. 
Mr.  Bowman  was  appointed  senior  consultant  and 
will  “phase  out”  his  activities  to  his  retirement. 
Mr.  Bowman  has  served  the  USMA  and  County 
Society  as  Executive  Secretary  for  the  past  16 
years. 

Mr.  Brewster  has  been  Assistant  Executive 
Secretary  to  both  associations  for  the  past  year 
and  a half.  Prior  to  his  affiliation  with  the  medical 
association,  he  operated  his  own  printing  and  ad- 
vertising business,  and  has  had  experience  in 
banking  and  real  estate.  He  is  currently  serving  as 
moderator  of  the  USMA-sponsored  television  pro- 
gram “Medically  Speaking.” 

Mr.  Bowman  was  recently  featured  in  an 
American  Medical  Association  publication  as  “one 
of  the  outstanding  State  Medical  Society  Execu- 
tive Secretaries  in  the  Country.”  He  has  held 
several  national  positions.  At  present  he  is  a di- 
rector of  the  American  Association  of  Medical 
Society  Executives  and  a member  of  the  Public 
Relations  Advisory  Committee  to  the  AMA.  He 
also  is  a director  of  the  Professional  Medical  Con- 
vention Management  Association.  Locally,  he  is 
a member  of  the  Governor’s  Committee  on  em- 
ployment of  the  handicapped,  a member  of  the 
Board  of  Community  Nursing  Service,  and  a di- 
rector of  the  Utah  Medical  Foundation. 

Three  recent  public  relations  projects  directed 
by  Mr.  Bowman  which  have  gained  national  recog- 
nition were  the  “KO  Polio”  program  which  was 
so  successful  that  a quarter-of-a-million-dollar 
sinking  fund  was  created  to  start  the  new  Utah 
Medical  Foundation,  the  “Muzzle  Measles”  cam- 
paign, and  the  “Medicine  and  Religion”  program 
which  has  been  used  as  a model  by  the  AMA. 

4:  9f:  4s 

Dr.  Cyril  D.  Fullmer,  Salt  Lake  City  Patholo- 
gist, recently  was  appointed  to  membership  in  the 
International  Congress  of  Cytology  which  con- 
vened in  Rio  de  Janeiro,  Brazil.  He  was  also  one 
of  the  featured  speakers  at  this  meeting  which 
attracted  over  500  pathologists  and  cytologists  from 
34  nations. 

He  has  also  appeared  this  summer  as  a guest 
speaker  in  Banff  and  Edmonton,  Canada  at  the 
Scientific  Meetings  of  the  National  Cytology  Coun- 
cil and  Canadian  College  of  Pathologists.  The 
distinguished  “Winsley-Morris  Lectureship,”  de- 
livered annually  at  the  Scientific  Meetings  of  the 
Canadian  Society  of  Medical  Technologists  and 


Cytotechnologists,  was  also  delivered  by  Dr.  Full- 
mer. 

He  will  appear  on  a Diagnostic  Cytology  Semi- 
nar in  October  during  the  occasion  of  the  annual 
scientific  meetings  of  the  American  Society  of 
Cytology  to  be  held  in  Cleveland,  Ohio.  He  is  a 
member  of  the  Cytology  Committee  of  the  Na- 
tional Association  of  Clinical  Pathologists. 

♦ * sk  ♦ 

President  Drew  M.  Petersen  and  Mrs.  Petersen 
were  recently  honored  for  their  long  and  devoted 
civic  service  in  their  community. 

Dr.  Petersen,  President  of  the  Utah  State  Medi- 
cal Association,  is  also  a USMA  delegate  to  the 
American  Medical  Association,  and  serves  on  the 
AMA  Council  on  Medical  Service.  Active  in  many 
civic  affairs.  Dr.  Petersen  has  served  as  President 
of  the  Ogden  Chamber  of  Commerce,  President 
and  District  Governor  of  the  Kiwanis  Club,  and 
President  of  the  Utah  Heart  Association.  He  has 
been  Chief  of  Staff  at  both  the  Dee  and  St.  Bene- 
dict’s Hospitals. 

Mrs.  Petersen,  mother  of  five,  played  the  lead- 
ing role  in  the  establishing  of  the  recently  opened 
“Golden  Hours  Center,”  outstanding  facility  for 
the  senior  citizens  of  the  Ogden  area.  She  or- 
ganized the  senior  citizens  board  in  1957  and  has 
served  as  its  president  ever  since.  She  is  also 
president  of  the  Weber  County  Council  on  Aging. 
A “Pink  Lady”  for  over  10  years,  she  has  served 
many  other  volunteer  groups  including  the  Catho- 
lic Youth  Organization  and  Children’s  Aid  Society. 
She  is  a graduate  nurse  of  St.  John’s  Hospital  in 
St.  Louis. 


AMA  Service  Briefs 

“The  Citation,”  a 16-page,  semi-monthly  news- 
letter, will  keep  you  abreast  of  current  legal  de- 
velopments which  affect  the  practice  of  medicine. 
If  you’re  curious  about  court  opinions  rendered 
on  various  malpractice  suits,  tax  deductions,  blood 
transfusions,  staff  privileges  and  numerous  other 
topics  of  interest,  “The  Citation”  will  replace  this 
curiosity  with  factual  information  on  actual  cases. 

Though  originally  developed  for  the  benefit  of 
key  men  in  the  AMA  organization,  demand  for  it 
became  so  great  that  it  was  decided  to  make  it 
available  on  a subscription  basis.  Twenty-four 
issues — plus  a 22-page  Case  Index  twice  a year 
and  occasional  texts  of  the  most  important  medico- 
legal decisions — may  be  obtained  for  the  nominal 
sum  of  $6.00  for  a one-year  subscription  or  $9.00 
for  a two-year  subscription,  provided  you  reside 
in  the  U.  S.,  Possessions,  Canada  or  Mexico.  Medi- 
cal Students,  interns  and  residents  in  these  areas 
are  eligible  for  subscriptions  at  a 50  per  cent  price 
reduction.  In  all  other  countries,  the  prices  are 
$12.00  and  $18.00  respectively. 

Orders,  which  should  include  the  remittance, 
should  be  directed  to  the  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 
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New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

The  Computer  and  Medical  Care:  By  Donald  A.  Lindberg. 
Springfield,  111.,  1968,  Thomas.  210  p.  Price:  $12.75. 

Current  Psychiatric  Therapies:  Edited  by  Juies  H.  Masserman, 
M.D.  New  York,  1968,  Grune  & Stratton.  258  p.  Price:  $13.31. 

Dear  Doctor:  By  Juliet  Lowell.  New  York,  1968,  Funk  & Wag- 
nails.  179  p.  Price:  $3.95. 

From  Fish  to  Philosopher:  By  Homer  W.  Smith.  Boston,  1959, 
Little,  Brown.  304  p.  Price:  Gift. 

Growth  of  the  Nervous  System:  By  Ciba  Foundation.  Boston, 
1968,  Little,  Brown.  295  p.  Price:  $12.00. 

IBRD  Survey  of  Research  Facilities  and  Manpower  in  Brain 
Sciences  in  the  United  States:  By  International  Brain  Research 
Organization.  Washington,  D.  C.,  1968,  National  Academy  of 
Sciences.  314  p.  Price:  Gift. 

I Never  Promised  You  a Rose  Garden:  By  Hannah  Green. 
New  York,  1964,  Signet.  256  p.  Price:  $.75. 

The  Insanity  Defense:  By  Abraham  S.  Goldstein.  New  Haven, 

1967,  Yale  University  Press.  289  p.  Price:  $1.95. 

The  Intrapsychic  Self;  Feeling,  Cognition  and  Creativity  in 
Health  and  Mental  Illness:  By  Silvano  Arieti.  New  York,  1967, 
Basic  Books.  487  p.  Price:  $12.50. 

Modem  Psychoanalysis:  Edited  by  Judd  Marmor.  New  York, 

1968,  Basic  Books.  732  p.  Price:  $15.00. 

Neurophysiological  Basis  of  Normal  and  Abnormal  Motor  Ac- 
tivities: By  Melvin  D.  Yahr  and  D.  P.  Purpura.  Hewlett,  New 
York,  1967,  Raven.  500  p.  Price:  $25.00. 

The  Oscillometric  Vectocardiogram:  By  Ralph  M.  Tandowsky, 
Springfield,  111.,  1968,  Thomas.  339  p.  Price:  $30.00. 

Physiological  Principles  of  Gastric  Surgery:  By  Harry  J. 
Oberhelman.  Springfield,  111.,  1968,  Thomas.  95  p.  Price:  $7.50. 

Planning  for  Hospital  Expansion  and  Remodeling:  By  Donald 
earner.  Springfield,  111.,  1968,  Thomas.  112  p.  Price:  $8.50. 

Report  on  Intrauterine  Contraceptive  Devices:  Advisory  Conun. 
of  Obstetrics  and  Gynecology.  Washington,  D.  C.,  1968,  U.  S. 
Food  and  Drug  Admin.  101  p.  Price:  $.55. 

The  Role  of  Psychiatry  in  Law:  By  Manfred  S.  Guttmacker. 
Springfield,  111.,  1968,  Thomas.  170  p.  Price:  $7.50. 

Systemic  Mycoses:  By  Ciba  Foundation.  Boston,  1968,  Little. 
Brown.  287  p.  Price:  $12.00. 

Textbook  of  Otolaryngology:  By  David  D.  DeWeese.  St.  Louis, 
1968,  Mosby.  457  p.  Price:  $11.50. 

United  States  Metropolitan  Mortality  1959-1961:  By  Edward  A. 
Duffy  and  Robert  E.  Carroll.  Cincinnati,  Ohio,  1967,  Public 
Health  Service.  313  p.  Price:  Gift. 

Veterinary  Parasitology:  By  Geoffrey  Lapage.  Springfield, 
111.,  1968,  Thomas,  1182  p.  Price:  Gift. 


Book  Reviews 

Practical  Ocular  Motility:  By  Hazel  M.  Dendy  and  Elizabeth  T. 
Shaterian.  Springfield,  111.,  1967,  Charles  C.  Thomas.  196  p. 
Price:  $9.50. 

The  authors,  experienced  orthoptists  at  New 
York  University  Medical  Center,  have  produced 
a practical  reference  work  for  the  ophthalmologist, 
resident  in  ophthalmology,  ophthalmic  assistant, 
and  the  orthoptist.  The  text,  in  easy-to-read  out- 
line form  with  explanatory  diagrams,  presents  the 
practical,  workable,  accepted  methods  of  manag- 
ing problems  of  ocular  motility.  It  reviews  in  de- 
tail the  definitions,  examination  procedures,  inter- 


pretation of  findings,  and  practical  treatment  pro- 
cedures covering  the  full  spectrum  of  ocular  mo- 
tility problems  including,  besides  the  tropias,  fix- 
ation disparity,  accomodative  spasm,  cyclodevia- 
tions, congenital  anomalies,  eccentric  fixation,  dis- 
sociated hyperphoria,  etc.  The  practical,  applicable 
meat  of  the  subject  of  ocular  motility  is  here.  The 
anatomy,  physiology,  neurology  and  theoretical 
concepts  have  been  omitted. 

“Practical  Ocular  Motility”  defines  those  cases 
where  orthoptic  therapy  can  be  beneficial,  and 
warns  where  it  can  do  harm.  It  describes  con- 
venient treatment  techniques  which  can  be  used 
in  the  ophthalmology  office  where  no  orthoptic 
department  is  available,  or  by  the  patient  at  home. 

This  concise,  easily  understood  outline  is  a 
useful  reference  for  the  ophthalmologist  to  review 
and  pass  along  to  his  ophthalmic  assistant  to 
provide  her  a basic  understanding  of  the  subject. 

I recommend  this  small  volume  to  all  inter- 
ested in  ocular  motility. 

Mitchell  B.  Rider,  M.D. 


Mechanism  of  Tetracycline  Staining  of  Teeth 

A review  of  48  articles  on  tetracyclines  and  the 
teeth  provides  overwhelming  evidence  that  tetra- 
cyclines do  stain  deciduous  and  permanent  teeth 
when  given  in  therapeutic  doses  during  tooth 
development.  Future  experiments  are  necessary 
to  establish  when  the  phenomenon  of  tooth 
coloration  by  tetracyclines  occurs,  in  which  tis- 
sues, the  range  of  color,  and  if  the  drugs  are 
responsible  for  disturbances  in  calcification  and 
to  explain  the  mechanism  whereby  tetracyclines 
stain  dental  tissue. 

The  total  dosage  of  tetracycline  is  more  im- 
portant than  the  total  period  of  administration,  as 
regards  tooth  staining. 

There  is  not  enough  evidence  to  declare  that 
tetracyclines  are  responsible  for  enamel  hy- 
poplasia when  given  in  therapeutic  doses  during 
tooth  development. 

The  period  of  time  when  tooth  discoloration 
can  occur  ranges  from  the  fourth  month  in  the 
uterus  to  about  the  seventh  year  of  life,  with  the 
exception  of  those  teeth  that  are  not  important 
esthetically. 

The  tetracyclines  when  bound  to  teeth  repre- 
sent a permanent  change. 

Some  tetracyclines  when  incorporated  into 
teeth  undergo  darker  discoloration  when  exposed 
to  sunlight,  and  some  become  lighter. 

Tetracyclines  can  cross  the  placental  barrier 
and  discolor  the  deciduous  teeth. 

The  most  feasible  mechanism  seems  to  be  that 
tetracyclines  bind  to  calcium  in  the  crystal  sur- 
face as  a complex.  (Mello,  Hilton  S.  Kellogg 
Faculty  Scholar,  University  of  Michigan,  Ann  Ar- 
bor, Mich.  The  mechanism  of  tetracycline  staining 
in  primary  and  permanent  teeth.  J.  Dent.  Child 
34:478-487  Nov.  1967). 
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University  of  New  Mexico  School  of  Medicine 

Thirty-six  students  have  been  selected  to  enter 
the  University  of  New  Mexico  School  of  Medicine 
in  Albuquerque  this  month,  marking  the  first  in- 
crease in  the  school’s  freshman  class. 

The  increase  is  50  per  cent  above  the  24  stu- 
dents admitted  in  each  of  the  previous  four  years 
of  classes  at  the  new  medical  school.  In  Septem- 
ber, 1969,  the  entering  class  will  consist  of  48 
students,  and  by  1971  the  school  expects  to  have 
a total  of  170  students  training  to  become  doctors. 
The  school’s  fresh  approach  to  medical  education 
is  gaining  a nation-wide  reputation:  there  were  634 
applications  for  the  36  positions  open  this  year. 

The  UNM  medical  curriculum  uses  a suffi- 
ciently different  approach  to  be  capturing  the  in- 
terest of  medical  educators  around  the  country. 

From  his  first  week  in  the  School  of  Medicine, 
the  student  works  with  patients.  The  first  contact 
is  in  interviewing  the  patient.  The  student  then 
progresses  gradually  to  the  taking  of  a thorough 
physical  examination.  During  this  time  he  receives 
staff  supervision  and  also  attends  such  conferences 
as  physician-patient  and  patient-community  rela- 
tionships. 

The  school  also  is  using  a new  approach  on 
teaching  basic  medical  sciences.  Instead  of  teach- 
ing the  traditional,  separate  classes  in  anatomy, 
pathology,  etc.,  UNM  has  incorporated  these  sub- 
jects into  progressive  blocks  of  study  on  tissues 
and  organ  systems  in  man. 


The  first  two  years  concentrate  on  the  “normal” 
functions  of  the  body.  The  second  two  years  cover 
“what  can  go  wrong.”  The  desired  effect  is  to 
teach  human  biology  in  the  broadest  sense  possible. 

The  New  Mexico  Legislature  in  1961  authorized 
UNM  to  set  up  a School  of  Medicine.  The  school’s 
philosophy  was  to  begin  educating  students  first, 
and  to  develop  the  physical  plant  later. 

So  the  school  opened  for  business  in  a con- 
verted Seven-Up  bottling  plant.  The  first  classes 
were  taught  in  the  fall  of  1964,  in  a converted 
mortuary.  The  school’s  first  permanent  structure, 
the  $5.3  million  Basic  Medical  Science  Building, 
opened  in  the  fall  of  1967 — near  what  formerly 
was  the  15th  green  of  the  university’s  golf  course. 

Funding  for  the  Basic  Medical  Sciences  build- 
ing included  $1.6  million  from  UNM,  $700,000  from 
the  W.  K.  Kellogg  Foundation,  and  $3.1  million 
from  federal  funds.  This  first  permanent  building 
was  opened  in  the  same  academic  year  during 
which  the  school  graduated  its  first  doctors,  stress- 
ing UNM’s  philosophy  of  the  importance  of  “stu- 
dents first,  buildings  second.”  It  also  allowed  the 
faculty  to  take  part  in  planning  the  school’s 
campus. 

The  school  has  received  a number  of  grants, 
improving  the  financial  picture.  UNM  this  summer 
was  one  of  only  23  medical  schools  in  the  United 
States  to  receive  a special  improvement  grant  of 
more  than  a million  dollars  from  the  Department 
of  Health,  Education  and  Welfare.  The  grant  marks 
the  first  time  the  federal  government  has  directly 
appropriated  money  for  medical  education,  other 
than  research.  Dr.  Robert  Stone,  who  became 
dean  of  the  medical  school  July  1,  said  the  money 
will  be  used  throughout  the  educational  program 


Fig.  1.  Basic  Medical  Sciences  Building  at  University  of  New  Mexico  School  of  Medicine  in  Albuquerque 
opened  in  September,  1967.  The  reinforced-concrete  building  has  five  full  floors  with  172,000  square  feet 
of  gross  area.  It  was  built  at  a cost  of  about  $26.75  per  square  foot,  including  built-in  equipment — well 
below  the  national  average  for  such  buildings.  The  building,  fixtures  and  furnishings  cost  more  than  $5.3 
million,  furnished  by  UNM,  the  W.  K.  Kellogg  Foundation,  and  matching  federal  funds.  The  new  medical 
school  graduated  its  first  class  of  doctors  this  past  June. 
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Fig.  2.  Administrative  duties  take  up  a great  deal 
of  the  time  of  Dr.  Robert  S.  Stone,  dean  of  the 
University  of  New  Mexico  School  of  Medicine. 
Here  he  goes  over  some  paperwork  with  his  secre- 
tary, Mary  Sarher.  Dr.  Stone  was  named  dean  of 
the  medical  school  on  July  1 of  this  year.  He 
formerly  was  head  of  the  school’s  Department  of 
Pathology. 

during  the  next  five  years,  providing  more  teach- 
ing personnel,  major  equipment  and  operating 
expenses. 

The  school  originally  vras  planned  as  a two- 
year  program,  then  expanded  to  a full  four-year 
program  in  1965.  This  uninterrupted  development, 
while  benefitting  the  state  of  New  Mexico,  has 
placed  unplanned  demands  on  nearly  every  de- 
partment, Dr.  Stone  said. 

During  the  first  seven  years,  financial  com- 
mitments for  operations  and  physical  plant  of  the 
school  total  about  $23  million,  less  than  a single 
year’s  budget  in  some  medical  schools.  Of  this 
total,  the  State  of  New  Mexico  has  provided  about 
$6.1  million,  through  direct  appropriations  for 
operations  and  through  university  funds  for  build- 
ings. The  state  has  had  to  pay  less  than  half  the 
school’s  operational  budget  each  of  the  first  six 
years.  This  year,  the  state’s  appropriations  of  $1.3 
million  are  about  a third  of  the  total  operational 
budget.  Because  the  medical  school  is  publicly 
supported,  it  has  an  implied  obligation  to  train 
students  who  are  likely  to  serve  the  state’s  ex- 
panding medical  needs.  For  this  reason,  residents 
of  New  Mexico  are  given  primary  consideration 
for  admission  to  the  school. 


The  university  also  is  a member  of  the  West- 
ern Interstate  Commission  for  Higher  Education. 
Secondary  consideration  is,  therefore,  given  to 
residents  of  those  western  states  that  at  present 
have  no  medical  schools;  Alaska,  Idaho,  Montana, 
Nevada  and  Wyoming.  Nevertheless,  the  admis- 
sions committee  recognizes  the  stimulative  value 
of  a cosmopolitan  student  body  and  seriously  con- 
siders every  well-qualified  applicant  regardless  of 
his  state  or  country  of  origin. 

Last  June,  19  seniors  at  the  UNM  School  of 
Medicine  became  the  first  doctors  to  be  graduated 
in  the  state.  Twelve  of  the  19  were  from  New 
Mexico  families.  A majority  of  them  say  they  want 
to  practice  in  the  “Great  Southwest.”  Seventeen 
of  them  want  to  be  “people  doctors”  instead  of 
going  into  research  or  teaching — although  they 
hold  great  respect  for  doctors  who  work  in  those 
fields.  And  they  all  have  high  praise  for  the 
school’s  young,  enthusiastic  faculty  and  the  un- 
usual way  in  which  the  curriculum  is  arranged. 


Fig.  3.  Electron  microscopes  are  important  parts 
of  today’s  medical  training  program.  This  unit, 
in  the  Basic  Medical  Sciences  Building  at  the  Uni- 
versity of  New  Mexico  School  of  Medicine,  is  used 
primarily  for  research  purposes.  Dr.  Gene  L. 
Colhom,  a post  doctoral  fellow  in  research  at  the 
school,  gives  pointers  on  the  microscope  to  Patricia 
Creason  Nobel,  second  year  student  from  Seattle. 
A special  improvement  grant  received  by  the  medi- 
cal school  this  summer  will  provide  another 
electron  microscope  to  be  used  by  medical  students. 
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A major  portion  of  the  Clinical  Science  courses 
of  the  first  two  years  and  much  of  the  third  and 
fourth  year  program  are  conducted  at  the  Berna- 
lillo County  Medical  Center,  which  is  in  the 
process  of  a six  million  dollar  expansion  program. 

The  Veterans  Administration  Hospital  in  Albu- 
querque is  the  other  main  teaching  facility  of  the 
school.  A significant  share  of  the  Clinical  Science 
Program  of  all  four  years  is  conducted  there  by 
full-time  staff  with  faculty  appointments.  Interns 
and  residents  in  the  University  training  program 
generally  spend  part  of  their  time  at  Veterans 
Hospital.  The  patient  population  differs  in  several 
ways  from  that  of  Bernalillo  County  Medical  Cen- 
ter, giving  the  student  an  opportunity  for  a varied 
learning  experience. 

A side  benefit  of  the  medical  school  is  the  in- 
terns and  residents  it  attracts  into  New  Mexico — 
many  of  whom  can  be  expected  to  remain  in  the 
region  to  practice  medicine. 

For  example,  at  Bernalillo  County  Medical 
Center,  there  were  two  residents  and  no  interns 
working  at  the  hospital  in  1955 — and  there  were 
no  applications  to  fill  the  residency  and  intern- 
ship positions  available. 

In  1968-69  there  will  be  67  residents  and  24 
interns — with  more  than  160  applications  sub- 
mitted for  the  24  internship  positions. 

The  School  of  Medicine  also  is  coordinator  for 
the  New  Mexico  division  of  the  Regional  Medical 
Program  for  Heart,  Cancer,  Stroke  and  Related 
Diseases.  The  state  program  has  just  received  a 
$475,000  staffing  grant,  with  another  grant  of 
$600,000  expected  within  the  next  few  months  to 
set  the  plans  into  actual  operation. 

When  the  RMP  funds  become  available,  a cor- 
onary care  unit  will  be  set  up  at  Bernalillo  County 
Medical  Center  as  a model  for  other  units  around 
the  state.  Training  programs  for  medical  and  para- 
medical personnel  around  the  state  also  will  be 
an  important  part  of  the  program. 

Emergency  medical  care  in  New  Mexico  will 
be  improved  under  the  “related  diseases”  division 
of  the  RMP  grant.  A survey  team  already  is  look- 
ing at  ambulance  service  and  emergency  rooms 
throughout  the  state. 

Now  under  construction  and  scheduled  to  open 
about  Dec.  1 is  a new  building  in  the  UNM  medi- 
cal center:  the  Bernalillo  County/UNM  School  of 
Medicine  Comprehensive  Community  Mental 
Health-Mental  Retardation  Center.  The  $1.6  mil- 
lion project  is  being  funded  by  an  $800,000  county 
bond  issue  and  an  equal  amount  in  matching 
money  from  the  National  Institute  of  Mental 
Health.  It  will  have  about  55,000  square  feet  of 
space.  The  county  will  own  the  buildings,  and 
the  School  of  Medicine  will  staff  the  center. 
Available  will  be  continuous  emergency  service, 
inpatient  and  outpatient  treatment,  day  hospital 
service  and  consultation-education  functions. 

* * * * 


All  Indian  hospitals  in  the  New  Mexico-Arizona 
region  will  get  the  most  up-to-date  facts  on 
epilepsy  during  personal  visits  to  the  hospitals  this 
month  by  Dr.  Edward  A.  Liske.  Dr.  Liske  is  medi- 
cal director  of  the  Convulsive  Disorder  Unit  of 
the  University  of  New  Mexico  School  of  Medicine, 
Albuquerque,  and  is  an  assistant  professor  in  the 
division  of  neurology  at  the  medical  school. 

On  the  lecture  tour  Dr.  Liske  will  visit  10  U.  S. 
Public  Health  Service  Indian  Hospitals.  At  each 
hospital  he  will  give  two  lectures:  one  for  doctors 
and  another  for  paramedical  employes  such  as 
nurses,  social  workers,  etc.  The  paramedical  talk 
will  cover  the  social,  economical  and  psychological 
aspects  of  epilepsy.  For  the  doctors,  the  talk  will 
be  on  diagnosis  and  medication  for  epileptics. 

Dr.  Liske  has  been  on  the  medical  faculty  at 
UNM  since  Jan.  1.  He  previously  was  professor 
of  neurology  at  Baylor  School  of  Medicine,  and 
is  a 1955  graduate  of  Georgetown  Medical  School 
at  Washington,  D.  C. 

His  publications  include  “Neurology  and  Aero- 
space Medicine,”  and  “Neurological  Proposal  for 
Manned  Orbiting  Laboratory.” 


University  of  Utah  College  of  Medicine 

Dr.  Thomas  C.  King  has  been  appointed  as 
academic  vice  president  at  the  University  of  Utah 
College  of  Medicine. 

Dr.  King  will  leave  his  post  as  associate  dean 
of  the  College  and  associate  professor  of  surgery 
to  assume  the  academic  vice  presidency — a position 
which  has  gone  unfilled  for  more  than  a year 

The  new  academic  vice  president  is  considered 
an  authority  in  the  techniques  of  medical  educa- 
tion. He  is  the  author  of  more  than  40  articles 
for  professional  publications. 

Dr.  King  affiliates  with  the  American  College 
of  Surgeons,  American  Board  of  Surgery,  Board 
of  Thoracic  Surgery  and  the  Society  of  University 
Surgeons. 

* * * * 

Dr.  Ernest  J.  Eichwald  has  been  appointed  chair- 
man of  the  Department  of  Pathology  at  the  Uni- 
versity of  Utah  Medical  Center.  Dr.  Eichwald, 
who  is  currently  professor  of  surgery  and  pathol- 
ogy in  the  U of  U College  of  Medicine,  will 
continue  to  maintain  the  pathology  and  surgery 
posts  which  he  has  held  since  joining  the  Univer- 
sity faculty  in  January. 

A researcher  in  the  field  of  organ  transplanta- 
tion, Dr.  Eichwald,  for  the  past  six  months,  has 
been  director  of  the  Department  of  Surgery’s  im- 
munological laboratory  and  director  of  the  im- 
munobiology section  of  the  organ  transplant  team. 

Dr.  Eichwald  is  the  author  of  more  than  50  pro- 
fessional articles  and  has  contributed  chapters  to 
several  books.  He  was  formely  a member  of  the 
Rocky  Mountain  Medical  Journal’s  editorial  board 
and  is  editor  of  the  scientific  journal.  Transplanta- 
tion. 
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University  of  Colorado  Medical  Center 

A grant  of  $87,425  has  been  awarded  to  the 
University  of  Colorado  Medical  Center  by  the 
Division  of  Research  Facilities  and  Resources  of 
the  U.  S.  Public  Health  Service  as  the  initial  step 
in  a three-year,  $256,584  expansion  of  biomedical 
computer  facilities.  The  Division  of  Research 
Facilities  and  Resources  has  indicated  it  will  rec- 
ommend grants  of  $82,007  for  the  second  year 
and  $87,152  for  the  third  year  of  the  project. 

The  federal  grants  will  permit  expanded  com- 
puter support  for  biomedical  investigations  at  the 
Medical  Center  and  makes  the  high-capacity  Con- 
trol Data  6400  computer  on  the  CU  campus  in 
Boulder  directly  available  to  medical  researchers 
in  Denver  by  means  of  a land-line  telephone  link. 
Computer  “hardware”  already  available  at  the 
Medical  Center  includes  punched  card  equipment, 
an  IBM  1401  computer  used  principally  for  ad- 
ministrative and  fiscal  projects,  and  an  IBM  1800 
utilized  in  central  laboratory  services. 

New  applications  of  computer  techniques  to 
medical  research  will  be  sought,  and  the  federal 
support  will  permit  investigation  of  ways  in  which 
statistical  data  on  patients  in  Colorado  General 
Hospital,  can  be  utilized  to  maximum  advantage  in 
research.  A staff  of  approximately  seven  persons 
will  assist  in  carrying  out  the  expanded  service 
project. 

^ m m * 


MEDICAL  ASPECTS  OF  SPORTS 

The  Tenth  National  Conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American 
Medical  Association  under  the  auspices  of  its 
Committee  on  the  Medical  Aspects  of  Sports,  will 
be  held  in  Miami  Beach,  Florida,  at  the  Hotel 
Deauville  on  December  1,  1968.  The  Conference 
is  held  annually  in  conjunction  with  and  on  the 
first  day  of  the  Clinical  Convention  of  the  Amer- 
ican Medical  Association. 

As  was  true  of  the  previous  nine  Conferences, 
the  Tenth  will  cover  a wide  range  of  subjects  of 
interest  to  those  serving  school  and  college  athletic 
programs.  Included  will  be  forums  on  the  man- 
agement of  knee  injuries,  back  problems,  and 
problems  related  to  vision  in  sports.  Other  ses- 
sions will  be  devoted  to  a series  of  clinical  con- 
cerns in  sports  warranting  increased  attention 
(e.g.,  cauliflower  ear,  pulled  muscles,  facial  in- 
juries, and  communicable  disease).  One  discussion 


Air  pollution  “clearly  plays  a significant  con- 
tributory and  probably  causative  role”  in  major 
lung  diseases  according  to  Dr.  Roger  S.  Mitchell 
of  Denver  who  testified  on  the  medical  aspects 
of  air  pollution  as  an  invited  witness  before  the 
Senate  Subcommittee  on  Air  and  Water  Pollution. 

Dr.  Mitchell  is  professor  of  medicine  and  head 
of  the  Division  of  Pulmonary  Diseases  in  the  Uni- 
versity of  Colorado  School  of  Medicine  and  also 
serves  as  director  of  the  Webb-Waring  Institute 
for  Medical  Research,  a privately  supported  agen- 
cy for  the  study  of  respiratory  diseases  located  at 
the  CU  Medical  Center  in  Denver. 

Conceding  that  the  causes  of  the  three  diseases 
(lung  cancer,  chronic  bronchitis  and  emphysema) 
are  not  precisely  known  and  that  the  evidence 
linking  them  with  polluted  air  is  “considerable  but 
indirect,”  the  Denver  chest  specialist  underlined 
his  professional  opinion  that  it  is  dangerous  for 
us  to  wait  for  more  positive  proof  that  air  pollu- 
tion is  the  cause,  or  a cause,  of  any  human  disease. 

Dr.  Mitchell  estimated  that  about  100,000  Amer- 
icans will  die  prematurely  of  the  three  diseases  in 
1968.  Deaths  from  them  have  been  rising  at  an 
alarming  rate  from  very  low  figures  at  the  turn 
of  the  century,  he  testified,  and  mounting  to  a 
virtual  epidemic. 

Two  series  of  autopsy  studies  at  the  CU  Medi- 
cal Center  indicate,  moreover,  that  the  reported 
mortality  rate  from  two  of  the  diseases — chronic 
bronchitis  and  emphysema — among  hospitalized 
patients  over  40  years  of  age  is  understated  by 
about  30  per  cent.  Results  of  these  studies  are  to 
be  reported  soon  in  a scientific  journal. 


session  will  be  devoted  to  the  controversial  issues 
affecting  participation  of  young  athletes,  another 
to  health  and  safety  considerations  in  the  conduct 
of  aquatic  activities. 

The  Conference  is  open  to  key  nonmedical 
athletic  personnel  as  well  as  interested  physicians. 
Those  who  would  like  to  receive  further  infor- 
mation concerning  the  Conference  should  address 
the  Committee  on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS 

Specialists  in  internal  medicine  in  Montana  and 
Wyoming  will  hold  a regional  scientific  meeting, 
Oct.  5,  1968  in  Butte,  Montana  imder  the  auspices 
of  the  American  College  of  Physicians  (ACP). 

The  meeting  is  one  of  34  scientific-educational 
meetings  sponsored  by  the  ACP  during  the  Aca- 
demic year.  Held  throughout  the  United  States 
and  Canada,  the  meetings  help  the  College’s  14,300 
members  keep  abreast  of  developments  in  the  basic 
medical  sciences  and  in  clinical  medicine. 

In  general  charge  of  the  meeting  is  Alfred  M. 
Fulton,  Jr.,  M.D.,  Billings,  Montana,  ACP  Governor 
for  Montana  and  Wyoming. 
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Colorado 

The  death  of  Leo  V.  Tepley,  M.D.,  recently 
removed  from  Colorado  one  of  the  last  of  the  old 
school  of  neurologists,  who  were  the  forerunners 
of  the  present  psychiatrists.  In  fact  the  early 
nomenclature  was  “alienists,”  and  Denver  pos- 
sessed an  excellent  number  who  were  called  upon 
for  opinions  at  trials.  Doctor  Tepley  could  always 
be  counted  upon  to  give  the  defendant  a very  fair 
opinion  if  there  were  any  suspicions  at  all  of 
persecution  involved,  or  if  the  accused  fellow 
committed  the  crime  under  any  unusual  duress. 
For  Dr.  Tepley  had  endured  a hard  early  life 
when  living  under  Czarist  Russia  in  his  native 
land.  It  is  only  necessary  to  have  seen  the  recent 
play  “Fiddler  on  the  Roof”  to  have  become  aware 
of  the  programs  against  the  Jews  wherein  they 
could  only  live  from  day  to  day,  and  the  night 
brought  the  terrors  of  possible  annihilation.  For 
Leo  Tepley,  whose  early  name  was  Teplitski,  was 
born  at  Vosnesensk,  Russia  March  14,  1884.  After 
he  received  his  early  education  there,  he  immi- 
grated to  the  United  States. 

He  prepared  for  a medical  career  at  the  Uni- 
versity of  Colorado  in  Boulder,  where  he  acted  as 
diener  in  the  laboratories  of  Dr.  Ross  Whitman, 
the  beloved  Professor  of  Pathology  at  that  time. 
He  received  his  doctor  of  medicine  degree  in  1917, 
and  interned  at  the  Denver  General  Hospital,  then 
known  as  the  Denver  City  and  County  Hospital 
where  wards  for  the  “insane”  were  comparable  to 


Bedlam  (Bethlehem).  Undoubtedly  his  compas- 
sion for  these  people  and  his  early  terrors  in  life 
tended  to  guide  him  to  pursue  a path  where  he 
could  help  these  deranged  persons. 

Doctor  Tepley  became  closely  associated  with 
Dr.  Sidney  Bluemel  and  Mt.  Airy  Sanitarium,  and 
later  helped  with  its  management.  He  was  also 
an  instructor  in  neurology  at  his  alma  mater  from 
1920-1939.  His  lectures  to  the  students  were  highly 
interesting  but  difficult  to  understand,  for  Dr. 
Tepley  spoke  with  a heavy  Russian  accent. 

He  served  at  different  times  as  secretary  of  the 
Colorado  Neurological  Society,  and  also  as  presi- 
dent. Besides  being  on  the  staff  of  Mt.  Airy,  he 
was  a member  of  the  staff  of  the  Denver  General 
Hospital,  St.  Anthony’s  Hospital,  and  Beth  Israel 
Hospital.  For  many  years  he  served  as  the  Lunacy 
Commissioner  of  the  Denver  Courts,  later  named 
the  Denver  Probate  Court. 

He  was  a member  of  the  Denver  Medical  So- 
ciety, the  Colorado  Medical  Society,  the  American 
Psychiatric  Society,  and  the  American  Medical 
Association.  He  also  had  served  on  the  Medical 
Advisory  Board  of  the  Jewish  Consumptive  Relief 
Society.  He  received  the  50-year  pin  award  from 
the  Denver  Medical  Society  in  1967,  having  been 
licensed  to  practice  in  Colorado  in  1917. 

Doctor  Tepley  died  on  July  23,  1968  while  a 
patient  in  Mt.  Airy  Sanitarium,  after  having  been 
in  failing  health  for  several  months.  He  had  re- 
tired from  active  practice  in  1963. 

Survivors  include  a daughter,  Mrs.  Victoria 
Shannon,  Bloomfield,  Conn.;  two  sons,  Eugene  of 
Denver  and  Dr.  Fred  Tepley  of  Lakewood,  and  a 
brother,  David,  who  has  practiced  dentistry  in 
Denver  for  many  years,  seven  grandchildren  and 
four  great-grandchildren. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

for  September  1968 
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Colorado  Medical  Society 

OFFICERS  1967-68 — Terms  of  Officers  and  Committeemen  ex- 
pire at  the  Annual  Session  of  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Henry  H.  Zeigel,  Collbran 
President-elect:  William  M.  Covode,  Denver. 

Vice  President:  Carl  H.  McLauthlin,  Denver. 

Treasurer:  William  A.  Day,  Colorado  Springs,  1968. 
Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec. 
31,  1969) : Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969 
(Alternate,  Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  John  M.  Wood,  Englewood. 
Vice  Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Den- 
ver. 

Foundation  Advocate;  W.  Bernard  Yegge,  Denver. 

Historian;  Hermann  B.  Stein,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado,  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary;  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303) 

Montana  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings 
President-Elect:  Mark  B.  Listerud,  Wolf  Point 
Vice-President:  Oscar  A.  Swenson,  Sidney 
Secretary. Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Alfred  M.  Fulton,  Chairman,  BiUings; 
Herbert  T.  Caraway,  Billings;  Paul  J.  Gans,  Lewistown; 
William  S.  Harper,  Helena;  Mark  B.  Listerud,  Wolf  Point; 
John  A.  Newman,  Butte;  Oscar  A.  Swenson,  Sidney;  Robert 
W.  Thometz,  Butte;  A.  L.  Vadheim,  Bozeman 
Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  L. 
Russell  Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  BUlings  59103.  Office  Telephone  259-2585 

Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal; 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal;  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  Earl  B.  Flanagan,  Carlsbad 
President-Elect:  Hugh  B.  Woodward,  Albuquerque 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque 
Immediate  Past-President:  Emmit  M.  Jennings,  Roswell 
Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque 
Vice  Speaker,  House  of  Delegates:  William  J.  Hossley,  Doming 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1, 
1967  to  December  31,  1970 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albu- 
querque, January  1,  1967  to  December  31,  1968 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Assistant  Scientific  Editor  for  New  Mexico:  William  S.  Cur- 
ran, Albuquerque. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 

Councilors  for  Three  Years:  Robert  E.  Cutler,  Espanola,  Dist. 
H;  Armin  T.  Keil,  Raton,  Dist.  I. 

Councilors  for  Two  Years;  George  M.  Boyden,  Albuquerque 
Dist.  HI;  Richard  C.  Sherman,  Alamogordo,  Dist.  VI. 
Councilors  for  One  Year:  Don  R.  Clark,  Roswell,  Dist.  V; 
Alvin  S.  Hartz,  Farmington,  Dist.  VII;  Samuel  E.  Neff, 
Clovis,  Dist.  IV. 

New  Mexico  Physicians’  Service:  George  M.  Boyden,  Albu- 
querque, Chairman  (1970);  John  D.  Abrums,  Albuquerque, 
Sec.-Treas.  (1969);  Alfred  S.  Blauw,  Roswell  (1969);  John 

J.  Corcoran,  Albuquerque  (1971) ; Vaun  T.  Floyd,  Albuquerque 
(1971);  Edwin  B.  Herring,  Albuquerque  (1971);  William  J. 
Hossley,  Doming  (1970);  Robert  E.  McComas,  Las  Cruces 
(1970);  James  W.  Messer,  Clovis  (1969);  Clarence  H.  Peterson, 
Carlsbad  (1970);  Rex  (5.  Quigley,  Hobbs  (1971);  John  B. 
Roberts,  Albuquerque  (1971);  John  J.  Smoker,  Raton  (1970); 
James  W.  Wiggins,  Albuquerque  (1969). 

Nominating  Committee:  R.  P.  Beaudette,  Raton — District  I 
(Colfax,  San  Miguel) ; R.  C.  Derbyshire,  Santa  Fe — District  II 
(Los  Alamos,  Santa  Fe,  Taos) ; Thomas  L.  Carr,  Albuquerque 
— District  III  (Bernalillo) ; Allan  L.  Haynes,  Clovis — District 
IV  (Curry,  DeBaca,  Quay,  Roosevelt) ; Emmit  M.  Jennings, 
Roswell — District  V (Chaves,  Eddy,  Lea);  H.  P.  Borgeson, 
Alamogordo — District  VI  (Dona  Ana,  Sierra,  Grant,  Luna, 
Otero) ; Matt  A.  Connell,  Grants — District  VII  (McKinley, 
Mid-Rio  Grande,  San  Juan,  Valencia). 

Accident  Prevention  Committee:  Robert  W.  Mclntire,  Carls- 
bad, Chairman;  John  F.  Boyd,  Albuquerque;  Harold  A. 
Fenner,  Jr.,  Hobbs;  Henry  C.  Hosford,  Las  Cruces;  Ira  J. 
Marshall,  Roswell;  Gene  R.  Smith,  Farmington. 

Ad  Hoc  Committee  on  Public  Health  Planning  Under  Public 
Law  89-749:  Julius  L.  Wilson,  Santa  Fe,.  Chairman;  John 
B.  Blough,  Las  Vegas;  Catherine  A.  Armstrong,  Carlsbad; 
James  R.  Gay,  Albuquerque;  Leslie  T.  Hamm,  Silver  City; 
Allan  L.  Haynes,  Clovis;  Edwin  B.  Herring,  Albuquerque;  Ulton 
G.  Hodgin,  Jr.,  Albuquerque;  Melvin  A.  Lester,  Alamogordo; 
Donald  M.  Lowery,  Hobbs;  Robert  E.  McComas,  Las  Cruces; 
John  W.  Martin,  Gallup;  George  S.  Richardson,  Roswell; 
Albert  M.  Rosen,  Taos;  Norton  R.  Ritter,  Grants;  Joseph  H. 
Sharpe,  Farmington;  John  J.  Smoker,  Raton;  Robert  S.  Stone, 
Albuquerque;  Jesse  L.  Wallace,  Tucumcari;  Leon  J.  Whitaker, 
Doming. 

Subcommittee  to  the  Ad  Hoc  Committee  on  Public  Health 
Planning  Under  Public  Law  89-749:  James  R.  Gay,  Albu- 
querque: John  W.  Martin,  Gallup. 

Adjudication  and  Liaison  Committee  to  Health  Insurance  Car- 
riers: Lorry  C.  Delambre,  Albuquerque,  Chairman:  Ronald 

K.  Cooper,  Albuquerque;  James  A.  Koch,  Albuquerque; 
Livingston  Parsons,  Albuquerque;  John  B.  Roberts,  Albu- 
querque. 

Advisory  Committee  to  the  Department  of  Public  Health; 
Matt  A.  Connell,  Grants,  Chairman;  Sidney  Auerbach,  So- 
corro; Robert  E.  Cutler,  Espanola;  Ashley  Pond,  Taos;  Rex 
G.  Quigley,  Hobbs. 

Advisory  Committee  to  the  Department  of  Public  Welfare: 
(same  as  to  Public  Health). 

Advisory  Committee  to  New  Mexico  Medical  Assistants 
Society:  Elmo  D.  Anderson,  Albuquerque,  Chairman;  T.  L. 
Stangebye,  Jr.,  Roswell;  William  C.  Stone,  Hobbs. 

Advisory  Committee  to  Selective  Service:  Thomas  L.  Carr, 
Albuquerque,  Chairman;  George  M.  Boyden,  Albuquerque; 
Hugh  B.  Woodward,  Albuquerque. 

Advisory  Committee  to  UNM  School  of  Medicine  Postgraduate 
Education  Department:  Samuel  E.  Neff,  Clovis,  Chairman; 
Karl  L.  Bergener,  Roswell;  Ronald  K.  Cooper,  Albuquerque; 
Theodore  E.  Hauser,  Carlsbad;  John  C.  McCulloch,  Farming- 
ton. 
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Budget  Committee:  John  D.  Abrums,  Albuquerque;  Harry 
D.  Ellis,  Santa  Fe;  Don  R.  Clark,  Roswell. 

Constitution  and  Bylaws  Committee:  Clifford  E.  Molholm, 
Albuquerque,  Chairman;  M.  Ann  Hunt,  Santa  Fe;  Jose  A. 
Rivas,  Helen. 

Consultants  to  New  Mexico  Hospital  Advisory  Council:  James 
R.  Gay,  Albuquerque;  Edward  O.  Goodrich,  Jr.,  Santa  Fe. 

Disaster  Medical  Care  Committee:  Frank  G.  Hesse,  Albu- 
querque, Chairman:  Emmett  Altman,  Albuquerque;  Byron  L. 
Beddo,  Albuquerque:  Irvin  E.  Hendryson,  Albuquerque; 
Bruce  Storrs,  Santa  Fe;  Eugene  P.  Szerlip,  Albuquerque; 
James  K.  Weaver,  Albuquerque;  Julius  L.  Wilson,  Santa  Fe. 

Dyslexia  Committee:  J.  C.  Dotson,  Los  Alamos,  Chairman; 
George  W.  Brown,  Albuquerque;  William  F.  Blank,  Albu- 
querque; Edward  B.  Burke,  Jr.,  Hobbs;  Don  F.  Seelinger, 
Albuquerque. 

Fee  Committee:  J.  J.  Corcoran,  Jr.,  Albuquerque,  Chairman; 
John  D.  Abrums,  Albuquerque;  Karl  L.  Bergener,  Roswell; 
John  F.  Boyd,  Albuquerque;  Frederick  R.  Brown,  Roswell; 
Frederick  Cohn,  Albuquerque;  Frank  G.  Hesse,  Albuquerque; 
C.  Spencer  Moon,  Santa  Fe;  Charles  E.  Montgomery,  Roswell; 
John  A.  Most,  Carlsbad;  Ezra  K.  Neldich,  Las  Cruces; 
Howard  B.  Peck,  Albuquerque;  John  B.  Roberts,  Albuquer- 
que: Joseph  H.  Sharpe,  Farmington. 

General  Convention  Committee:  James  R.  Gay,  Albuquerque, 
Chairman;  Frederick  R.  Brown,  Roswell;  Richard  M.  Angle, 
Santa  Fe;  Rufus  E.  Lee,  Jr.,  Los  Alamos;  Robert  S.  Stone, 
Albuquerque;  Sigmund  W.  Kosicki,  Santa  Fe. 

Grievance  Committee:  Omar  Legant,  Albuquerque,  Chairman; 
R.  P.  Beaudette,  Raton;  Ira  J.  Marshall,  Roswell. 

Hospital  Utilization  Committee;  Vaun  T.  Floyd,  Albuquerque, 
Chairman:  Ronald  V.  Dorn,  Albuquerque:  Paul  A.  Fell, 
Deming;  Thorlief  L.  Stangebye,  Jr.,  Roswell. 

Insurance  Committee:  Ulton  G.  Hodgin,  Jr.,  Albuquerque, 
Chairman;  John  D.  Abrums,  Albuquerque;  William  J.  Langlois, 
Jr.,  Albuquerque. 

Legislative  and  Public  Policy  Committee:  Harry  D.  Ellis. 
Santa  Fe,  Chairman;  Bernalillo — O.  D.  Johnson,  Albuquerque; 
Chaves — Morton  W.  Dann,  Roswell;  Colfax — Armin  T.  Keil, 
Raton;  Curry-Roosevelt — Lynn  W.  Abshere,  Clovis;  Dona  Ana 
— W.  Thomas  Holman,  Las  Cruces;  Eddy — James  F.  Haynes, 
Carlsbad;  Grant — Leslie  T.  Hamm,  Silver  City;  Lea — Rex  G. 
Quigley,  Hobbs;  Los  Alamos— Rufus  E.  Lee,  Jr.,  Los  Alamos; 
Luna — W.  J.  Hossley,  Deming;  McKinley — Vincent  Accardi, 
Gallup;  Mid-Rio  Grande — Eugene  L.  Coulson,  Socorro;  Otero 
— John  M.  McGuire,  Alamogordo;  Quay — Jesse  L.  Wallace, 
Tucumcari;  San  Miguel — J.  J.  Johnson,  Jr.,  Las  Vegas;  Santa 
Fe — Julius  L.  Wilson,  Santa  Fe;  San  Juan — Alvin  S.  Hartz, 
Farmington;  Sierra — Hanson  B.  Johnson,  Truth  or  Conse- 
quences; Taos — Ashley  Pond,  Taos;  Valencia — Matt  A.  Con- 
nell, Grants. 

Liaison  Committee  to  Allied  Professions  and  Voluntary  Health 
Agencies:  Clarence  H.  Peterson,  Jr.,  Carlsbad,  Chairman; 
Richard  C.  Sherman,  Alamogordo;  Lee  F.  Wollard,  Jr.,  Roswell. 

Liaison  Committee  with  University  of  New  Mexico  School 
of  Medicine;  Merril  W.  Brown,  Albuquerque,  Chairman; 
T.  L.  Carr,  Albuquerque;  Don  R.  Clark,  Roswell;  William  J. 
Hossley,  Deming;  C.  M.  Kemper,  Albuquerque;  John  C. 
McCulloch,  Farmington;  Harold  Mortimer,  Las  Vegas;  Richard 
B.  Streeper,  Santa  Fe. 

Maternal  and  Perinatal  Mortality  Committee:  W.  Duane 
McCarty,  Albuquerque,  Chairman;  Edward  D.  Fikany,  Fort 
Sumner:  Roy  F.  Goddard,  Albuquerque;  Robert  A.  Munsick, 
Albuquerque:  John  T.  Tyson,  Albuquerque. 

Medical-Legal  Committee;  John  K.  Torrens,  Albuquerque, 
Chairman;  Lynn  W.  Abshere,  Clovis;  Eric  W.  Best,  Albu- 
querque; H.  P.  Borgeson,  Alamogordo:  Murray  M.  Friedman, 
Santa  Fe;  Edward  L.  Johnson,  Albuquerque:  Louis  Levin, 
Albuquerque:  Earl  L.  Malone,  Roswell;  Clifford  E.  Mol- 
holm, Albuquerque;  John  S.  Moore,  Roswell;  Rupert  H. 
Pate,  Carlsbad;  Peter  Van  Schoonhoven,  Albuquerque; 
Albert  G.  Simms,  II,  Albuquerque;  Margery  U.  Whipple, 
Santa  Fe. 

Medicine  and  Religion  Committee:  William  S.  Lovekin  Albu- 
querque, Chairman;  C.  Pardue  Bunch,  Artesia;  Ulton  G. 
Hodgin,  Jr.,  Albuquerque. 

Mental  Health  and  Alcoholism  Committee;  Fred  W.  Langnar, 
Albuquerque,  Chairman;  Lee  R.  Chutkow,  Los  Alamos;  E. 
Mary  Mostyn,  Albuquerque;  William  F.  Sears,  Las  Vegas; 
Gizella  W.  Shannon,  Carlsbad;  S.  Robert  Stubbs,  Jr.,  Ala- 
mogordo. 

NEMPAC  Board  of  Directors:  R.  P.  Beaudette,  Raton,  Chair- 
man; William  E.  Cohenour,  Albuquerque;  Ronald  K.  Cooper, 
Albuquerque:  Mrs.  Louise  Rowdabaugh,  Albuquerque:  Mrs. 
Elsie  Mae  Mains,  Farmington;  Omar  Legant,  Albuquerque: 


Armin  T.  Keil,  Raton,  Secretary;  J.  J.  Johnson,  Jr.,  Las 
Vegas;  Mrs.  Audrey  Connell,  Grants;  Frank  G.  Hesse,  Albu- 
querque; William  J.  Hossley,  Deming;  Clarence  H.  Petersbn, 
Carlsbad;  Bob  W.  Williams,  Las  Cruces;  Morton  W.  Dann, 
Roswell;  Irving  Klein,  Albuquerque. 

Orientation  Committee:  George  M.  Boyden,  Albuquerque, 
Chairman;  Richard  C.  Sherman,  Alamogordo;  Robert  E. 
Cutler,  Espanola. 

Public  Relations  Committee;  John  F.  Griffin,  Albuquerque, 
Chairman;  Robert  P.  Beaudette,  Raton;  Junius  A.  Evans, 
Roswell;  Arnold  H.  Franzblau,  Carlsbad;  James  R.  Gay, 
Albuquerque;  Edward  O.  Goodrich,  Santa  Fe;  Robert  B. 
Hilley,  Santa  Fe;  Henry  R.  Hyslop,  Roswell;  James  W. 
Messer,  Clovis;  Bob  W.  Williams,  Las  Cruces. 

Rocky  Mountain  Medical  Conference  Continuing  Committee: 
Marcus  J.  Smith,  Santa  Fe,  Chairman;  James  S.  Clarke,  Albu- 
querque; William  Hentel,  Albuquerque;  Walter  J.  Hopkins, 
Albuquerque;  Richard  B.  Streeper,  Santa  Fe. 


Utah  State  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-eleet:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees;  Box  Elder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City,  1969;  Cache  Valley  Medical  Society, 
Merrill  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society, 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1969;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton, 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1968;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  American  Medical  Association: 
Ralph  C.  Jorgenson.  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal;  Mr. 
Hoyt  W.  Brewster,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Laurence  W.  Greene,  Jr.,  Laramie 

President-elect:  Heirry  N.  Stephenson,  Newcastle 

Vice  President:  Raymond  E.  Kunkel,  Thermopolis 

Secretary:  Elmer  S.  McKay,  Lander 

Treasurer:  John  J.  Corbett,  Casper 

Delegate  to  AMA:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  AMA:  Thomas  Nicholas,  Buffalo 

Speaker  of  the  House:  Roy  Holmes,  Casper 

Vice  Speaker  of  the  House:  G.  R.  Cheatham,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal;  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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Who’ll  pay 
the  bills 
when  you’re 
sick  or  hurt? 


Suppose  you  were  disabled  tomor- 
row by  a serious  illness  or  accident. 
Would  your  family  have  the  neces- 
sary funds  to  live  on  until  you 
were  able  to  return  to  your  prac- 
tice? 

Don't  take  chances  Protect  your 
family  now  with  CMS's  low-cost 
plan  of  disability  income  protec- 
tion. 


PAYS  up  to  $800.00  a month 
when  you're  sick  or  hurt  and  can't 
work. 

For  full  details,  complete  and  mail 
the  coupon  below  today. 


Mutual 

g^mahaSL/ 


Are  you  using  MEDIPHONE? 

It's  Mutual  of  Omaha's  new  serv- 
ice that  can  save  you  time  and 
money.  Now,  to  furnish  Mutual  of 
Omaha  the  information  necessary 
to  qualify  an  applicant  for  insur- 
ance, you  simply  dictate  the  infor- 
mation requested  into  your  tele- 
phone, relieving  you  and  your  staff 
of  burdensome,  time-consuming 
work.  To  use  Mediphone,  coll 
402 — 342-7530  collect.  Hundreds 
of  your  fellow  doctors  have  already 
discovered  how  helpful  Mediphone 
can  be  in  cutting  down  on  paper 
work.  Find  out  how  Mediphone  can 
help  you.  Send  for  a free  pamphlet 
describing  Mediphone  today. 


Vincent  Anderson  Agency 

Mutual  of  Omaha 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colo.  80202 

Please  rush  me  full  details  on  the  Society's  Disability  Income  Plan  plus 
my  free  copy  of  the  pamphlet  describing  the  advantages  of  Mediphone. 


The  Gampang  that  pags 

1 

i 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

1 

1 Adtdress 

HOME  OFFICE:  OMAHA,  NEBRASKA 

-1268-369 

i 

1 City 

State 

Zip- 

TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 


Newton  Optical 
Company 

Gathering  to 

Medical  Profession  Patronage 

309  16th  Street  f /irW  \ Telephone 

Denver  80202  534-8714 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass  eyes 
specially  made  to  lit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 
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Rocky  Mountain  Medical  Journal 


A part  of  all  you  earn 

is  yours  to  keep  . . . 

Are  you  keeping  enough  of  what  you  earn  in 
your  practice?  . . . Are  you  really  sure?  That’s 
one  of  the  important  questions  an  expert  counselor 
from  Professional  Management  Midwest  can  help 
you  answer. 

Your  PMM  representative  has  over  22  years 
accumulation  of  statistical  data  and  sound  solu- 
tions to  practice  management  problems  at  his 
disposal.  He’s  enthusiastic  about  his  career.  He 
has  one  thing  on  his  mind — “How  can  I help  my 
clients  make  their  practice  more  enjoyable  and 
profitable.” 

He  knows  how  to  identify  problem  areas  in  your 
practice,  and  how  to  help  you  solve  them.  He  can 
show  you  how  to  make  the  operation  of  your 
practice  more  profitable  and  how  to  realize  the 
maximum  growth  from  your  investments. 

Let  him  show  you  how.  Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

11685  West  2Sth  Place 

Phone:  823-3053 

Denver,  Colorado  80215  3-6-9-68 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


OGALLALA,  NEBRASKA  ALL  AMERICAN  CITY  of  5,000 
has  fully  equipped  clinic  for  two  general  practitioners. 
Proven  income  potential.  Colorado  climate.  Located  on  inter- 
section of  4 highways  including  Interstate  80.  Hunting,  fish- 
ing and  golf.  Up  to  date  schools.  Hospital  capacity  being 
doubled  to  84  beds.  Box  627,  Ogallala,  Nebraska  69153.  768-4-3B 


OPHTHALMOLOGIST,  55,  Board  Qualified,  desires  relocation. 

Association  with  older  physician  or  purchase  of  established 
practice.  Available  January  1969.  Colorado  or  Nevada.  Reply 
to  Box  763-9-3B,  Rocky  Mountain  Medical  Journal,  1809  E. 
18th  Avenue,  Denver,  Colorado  80218.  768-9-3B 


NEED  LOCUM  TENENS  for  period  September  9th  through 
28th.  Family  type  internal  medicine  practice  in  Littleton, 
Colorado.  Phone  798-2436.  868-8-2 


GENERAL  SURGERY  RESIDENCY— Fully  Approved  4-year 
program;  positions  available  for  first-year  residents  on  July 
1,  1969.  402-bed  hospital  of  which  111  are  assigned  to  surgical 
service;  affiliation  for  pediatric  and  female  surgery  at  Davis 
Monthan  AFB  Hospital,  Tucson;  affiliation  with  University  of 
Arizona  College  of  Medicine;  active  research  service;  ECFMG 
certificate  required  of  foreign  graduates.  Salary  first  year 
$6,300.  Contact  Chief  of  Staff,  VA  Hospital,  Tucson,  Arizona 
85713.  An  Equal  Opportunity  Employer.  968-4-lB 


DERMATOLGIST,  NEUROSURGEON,  OPHTHALMOLOGIST 
needed  to  balance  out  a 33-Doctor,  well-established  group  in 
their  Cherry  Hills  Medical  Arts  Building,  3535  S.  Lafayette, 
Englewood,  Colorado.  Minutes  from  two  fine  hospitals  and  the 
New  Englewood  Shopping  Center.  Only  576  sq.  ft.  left,  avail- 
able immediately.  Call  (303)  761-2543  or  985-1909  eves  or  write 
Richardson  & Company,  300  E.  Hampden  Avenue,  Englewood, 
Colorado  80110.  968-5-lB 


M.D.  WANTED — Partnership  dissolved.  Requires  two  M.D.’s 
for  very  active  general  practice.  Contact  Dr.  Alex  Coblentz, 
M.D.,  M.S.(S),  717  North  Las  Vegas  Blvd.,  Las  Vegas,  Nevada 
£9101.  968-1-1 


OB-GYN  AND  GENERAL  SURGEON  needed  by  ten-man 
group,  southeastern  Montana.  Salary  first  year  $24,000.  Part- 
nership interest  after  first  year.  Reply  to  Box  968-2-2B,  Rocky 
Mountain  Medical  Journal,  1809  East  18th  Ave.,  Denver,  Colo- 
rado 80218.  968-2-2B 


TUCSON-INTERNAL  MEDICINE  RESIDENCY— Newly  ap- 
proved 3-year  program;  402-bed  GM  and  S hospital  of  which 
241  are  assigned  to  Medical  Service;  affiliation  with  the  new 
University  of  Arizona  College  of  Medicine  whose  faculty  is 
responsible  for  supervision  of  the  program  and  consultation  in 
the  subspecialties;  active  research  service,  full-time  staff  of 
11  board  certified  internists;  ECFMG  certificate  required  of 
foreign  graduates  not  engaged  in  Exchange  Visitors  Program. 
Salaries;  first  year,  $6,300;  second  year,  $6,500;  third  year, 
$7,100.  Contact  Chief,  Medical  Service,  VA  Hospital,  Tucson, 
Arizona  85713.  Equal  Opportunity  Employer.  988-3-lB 


FOR  LEASE:  The  exclusive  hunting  and  fishing  rights  on 
more  than  15,000  acres  of  land  to  a group  of  up  to  30.  River, 
creeks,  reservoirs — lots  of  big  game.  Located  in  the  Walden, 
area.  Also,  summer  home  sites  for  sale.  Meyring  Livestock, 
Walden,  Colorado  (303)  723-4547.  868-4-3B 


RADIOLOGIST — Age  40;  Board  certified.  University  trained, 
7 years  experience;  desires  radiology  practice  or  association 
in  Coiorado  or  adjacent  Rocky  Mountain  state.  Write  Box 
8v58-3-2B,  Rocky  Mountain  Medical  Journal,  1809  E.  18th  Ave., 
Denver,  Colorado  80218.  868-3-2B 


EXCLUSIVELY 


msm^ 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 
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\l^C. 

Speer  at  Acoma  * Denver  • 534'0631 


r Discriminating  Doctors 
everywhere  specify 

STEEUCASE 

Custom  Line 
Office  Furniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  can  "individual- 
ize" your  office. 

Stop  In  soon—  or  phone  end  our  representative  will  call 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

t 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Keso  vogljr 

1830  CURTIS  DENVER  534-4257 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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When  ifs  time  for  Thorazine'cM^^^romazine 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg. 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 

©1967,  1968  Smith  Kline  & French  Laboratories 

Smith  Kiine  & French  Laboratories,  Philadelphia 
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THE  RESTLESS  DUODENUM... 


DUODENUM— (Conventional  X-ray)  The  restless  duo- 
denum makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive,  is  this  duodenum  normal? 


Pro-Banthine' 

brand  of  III'  1 * 1 

propantheline  bromide 


For  fifteen  years  Pro-Banthine  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^’^  repro- 


duced above,  the  gastrointestinal  tract 
was  relaxed  with  Pro-Banthine.  The  duo- 
denum was  intubated.  Pro-Banthine  in 
a dose  of  60  mg.  intramuscularly  was 
used  to  assure  prompt  aperistalsis,  and 
double-contrast  visualization  was 
achieved  with  ordinary  barium  and  air. 

The  same  pharmacologic  efficiency 
has  proved  of  pronounced  value  in  such 
conditions  as:  peptic  ulcer,  pylorospasm, 
biliary  dyskinesia,  functional  hypermo- 
tility and  irritable  colon. 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  m^. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  Ij  10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
helps  break  down  tenacious  mu- 
cous secretions . . . tends  to  inhibit 
cough  rOflex... soothes  irritated 
throat  membranes . . . reduces 
congestion  in  the  bronchial  tree. 
And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE" 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Smiles  speak  louder  than  words 

for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


_____ 

Available  in 

Concentrated  Liquid  or  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.  A. 
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To  the  Editor*: 

The  “Dear  Physician”  letter  indites  seven  state- 
ments which  the  signatories  wish  to  submit  to  a 
beginning,  contemporary  dialogue.  I agree  it  well 
may  go  to  months  or  years — or  possibly  a lifetime. 

The  first  question  that  must  be  settled  is  in 
what  way  this  dialogue  is  either  mainly  or  exclu- 
sively to  be  pursued.  Language  written  or  spoken 
must,  of  necessity,  be  the  medium.  But  language, 
functioning  as  it  may  in  five  ways,  if  employed  in 
its  strictly  logical  role  renders  obligatory  com- 
pliance with  the  rules  of  logic  the  minimal  exer- 
cise of  which  is  to  observe  the  laws  of  thought. 
The  signatories  speak  of  “formulating  rational 
opinions”  which  suggest  they  incline  to  the  logical 
use  of  language.  Logic,  of  course,  is  one  of  the 
disciplines  and  by  definition,  is  the  study  of  the 
general  conditions  of  valid  inference. 

Another  distinction  that  must  be  sharply  drawn 
is  that  between  belief  and  knowledge,  for  while  all 
knowledge  is  belief,  not  all  belief  is  knowledge. 
One  is  then  brought  to  the  epistemological  prob- 
lem: namely,  the  origin,  nature,  structure  and 
validity  of  knowledge. 

In  sum,  before  proceeding  to  what  is  specific  an 
agreement  is  needed  on  what  is  generic. 

F.  R.  Calhoun,  M.D., 

Denver 

*This  is  one  of  several  "rises”  received  by  us  and  the  Den- 
ver Medical  Bulletin  in  response  to  “Medical  Students  Look 
Ahead”  (Aug..  1968). 

All  right,  let’s  ask  them  to  define  their  terms  but,  please, 
in  words  of  two  or  three  syllables  so  all  may  understand. 
—Ed 


HOSPITAL 

LIFE 

DISABILITY 
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GROWING 
WITH  THE 
ELEVEN 


WESTERN  STATES 


After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 


warning : may  he  habit  forming 

Pectin (214  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 
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WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Picture  of 
a sprained  shoulder 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i"2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^. ..to  retain  effectiveness  even 
on  continued  administration^... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  ablets 


Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions;  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage;  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc. 

1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.x  Dis. 

Nerv.  Syst.  25:iZ0,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2,895,877 

McNEIUl^ABORATORIES,  INC.,  FORT  WASHINGTQN,  PA* 
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excitement 


for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbitai  in  Phenaphen  with  Codeine  — fo  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen'  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbitai  (’A  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming):  Aspirin  (2Vj  gr.).  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  V«  gr.  (No.  2).  Vj  gr.  (No.  3).  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A IJ  r||^D||k|C 
RICHMOND.  VA.  23220  /I'rl'I/UDI 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 


for  prescribing  Mellaril 

* (Thioridazine  HCl) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms ; nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 

While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellarir 

(Thioridazine  HCl) 
25mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 

A 

SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  es-teg 


tllO  peptic 

1 1 ulee^: 

antacid 


solved  by 

Mylantq 

'will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?' 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  »Danhof,  i,  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonfu! 

(5  ml.)  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 
dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 
chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 
or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


.but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE™ 

(AHintimiiNE  HaiHsw 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitant^. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement^ 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visuall 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

® MERCK  SHARP  & DOHME  Division  of  Merck  & Co.  Inc  West  Point  Pa  19486 

WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 
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Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserp AZIDE  provides  not  only  the  classic  thiazide/ 
•eserpine  formula;  it  supplements  it  with  the  mildly 
jedative  effect  of  Butisol  (butabarbital). 

Zlhnical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure^ ...  at  times  below  the  levels 
attained  with  previous  therapy^;  (2)  “striking”  im- 
provement in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness^;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”^ 

And  Butiserp AZIDE  offers  an  added  advantage;  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserp  azide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
itive  colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnines: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
illergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
30wel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy;  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
slism;  adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions;  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide — US')  induce  electrolyte  imbalance;  when  used  with 
digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
ciency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  ^eje//r//ie  — Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  ffenera/— Exercise  caution  in  coronary  artery  disease.  Ad- 
verse Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia. 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  BUTiserpazide®-25  or  Butiserpazide®-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.<kefennces:  1.  Johnson,  H.  J.,  Jr.: 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazjde-25 

Prestabs®*  Tablets  “ 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 


Butiserpazide^SO 

Prestabs®*  Tablets  * 


Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 
Reserpine  0.1  mg. 


tWarnmg:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIl ) 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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Upper  respiratory  infection!  I thought  everything 
was  a *virus^  these  days?’* 


Rocky  Mountain  Medical  Journal 


Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine® 
in  two  different  tablet  formulations. 


And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet^" 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen.  500  mg. 


PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate.  Lilly 

(containing  Intrinsic  Factor) .150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) .110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 

anemia. 


Coniraindieattons:  Hemochromatosis  and  hemosiderosis.  i 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  neui 
rological  progression.  Adequate  doses  of  vitamin  Bit  (parenterat 
©r  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  (hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  ot 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistanci 
may  develop  in  some  cases  of  pernicious  anemia  t©  the  potential 
tion  of  absorption  of  physiological  doses  of  vitamin  Bu.  If  resist- 
ance occurs,  parenteral  therapy,  ©r  oral  therapy  with  s©-calle£  : 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  regF ' 
men  fits  all  cases,  and  the  status  of  the  patient  observed  fr » 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


TrinsiGon 

— the  multifactor  hematinic 


% 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


linical  and  laboratory  studies  are  considered  essential  and  are 
bcommended. 

fdverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
lation.  Reducing  the  dose  and  administering  it  with  meals  will 
hinimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
)llowed  oral  administration  of  liver-stomach  material.  Instances 
f apparent  allergic  sensitization  have  also  been  reported  after 
ral  administration  of  folic  acid. 

•osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
tandard  response  in  the  average  uncomplicated  case  of  perni- 
ious  anemia.) 

^ow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
jitrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [o32Bea] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 
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The  greatness  of  medicine  in  this  country  is  an  acknowledged  achievement 
throughout  the  free  world.  It  was  accomplished  by  a united  effort  of  every  re- 
sponsible agent — the  physician,  pharmacist,  and  researcher  on  one  hand  and  the 
drug  industry  and  our  hospital  and  educational  systems  on  the  other.  Only  a 
free  economic  system  made  it  possible.  Basically  we  are  all  entrepreneurs  in 
this  highly  competitive  society  and  our  inter-dependency  becomes  ro-ore  appar- 
ent each  day.  We  all  demand  freedom  of  choice  from  our  clients  and  freedom  of 
thought  in  our  actions. 

To  preserve  this  unique  system  from  perennial  attacks  so  prevalent  in  our 
country  today,  medicine  decided  that  some  form  of  a .political  action  committee 
would  be  necessary,  and  so  AMP  AC,  the  American  Medical  Political  Action 
Committee,  came  into  being  about  eight  years  ago.  In  eight  years  it  has  achieved 
an  enviable  position  as  the  major  spokesman  for  sound  constitutional  govern- 
ment for  both  political  parties.  AMPAC  and  COMP  AC,  the  Colorado  Medical 
Political  Action  Committee,  have  done  this  by  educating,  encouraging,  and  stim- 
ulating our  members  to  take  a more  active  and  effective  part  in  governmental 
affairs.  When  our  members  have  come  to  understand  the  nature  and  action  of 
government,  they  have  been  more  successful  in  carrying  out  their  formerly 
neglected  civic  responsibilities. 

COMP  AC  is  a voluntary,  non-profit,  unincorporated  committee  endorsed  by 
the  constituent  societies  that  represent  all  the  physicians,  dentists,  osteopaths, 
and  veterinarians  in  the  State  of  Colorado.  We  are  not  affiliated  with  any  poli- 
tical party,  but  we  certainly  encourage  our  members  to  participate  actively  in 
the  party  of  their  choice. 

Our  final  goal  is  to  make  every  member  of  our  constituent  societies  feel  the 
need  for  achieving  individual  political  responsibility.  Medical  political  respon- 
sibility is  the  only  way  that  medicine  will  be  able  to  guide  and  to  provide  for  the 
medical  needs  of  the  future.  We  have  successfully  demonstrated  that  medicine 
can  elect  conscientious  candidates  for  office,  and  through  continued  UNITED 
political  action  our  efforts  will  develop  and  achieve  goals  thought  now  to  be 
impossible. 

Join  your  state  PAC  now! 


Francis  T.  Candlin,  DVM 
Chairman,  COMP  AC 


Rocky  Mountain  Medical,  Journal 
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ACHROMYCIN 

'ETRACYCLINE 
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Mip  C«..  Iftc..  Nt«  Yofh,  No.  NY  3S8 


See  inside  fold  for  product  summnrv 


Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  i^erapy  is  prolonged, 
serum  level  deteripinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  tijeth. 

Side  Effects:  Gas(rointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glbssitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  AdulfDaily  Dosage  :OneGm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


"Mans  best  f riend'in  wintertime  diarrheas 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  Donnatal®).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 


THEmA 
FORHULATIOH 
F0HEVEB7 
GOTOHHlNfi  KEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
les'5  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate ICK)  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 1 0.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

9 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

O 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

9 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  NTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  NTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10 


When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
nibal  overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection— -nystatin  to 
help  prevent  mondial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion  consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial  infections.  Contraindications:  The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components. Warnings: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs. 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
actions: Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HCl  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Peniciilin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever:  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis:  urticaria:  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.).  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567A]  800198 

Additional  information  available  j _ 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  4620S  I 
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Nobody  Votes  in 
My  Town* 


-s  ANOTHER  presidential  election  day  ap- 
proaches, probably  never  before  was  so  much 
at  stake  in  America.  But  most  of  my  3,700 
townsmen  apparently  are  chronic  misfits  who 
couldn’t  care  less.  My  town  is  “Jacktown” 

— Southern  Michigan 
Prison,  near  Jackson. 

Now,  in  the  morn- 
ing chow  line,  a young 
murderer  and  a mid- 
dle-aged burglar  come  close  to  blows  in  an 
argument  on  the  merits  of  the  Republican 
Party.  An  alert  guard  breaks  it  up  just  in 
time.  The  burglar  is  serving  his  fifth  term 
in  my  town.  I know  him  well.  So,  after  he 
cools  off,  I needle  him  a bit,  saying,  “I  take  it 
you’d  vote  Democratic.”  He  scowls  and  says, 
“Hey,  man — I never  voted  in  my  life.  I’ve  got 
sense  enough  to  know  no  matter  who  gets 
elected,  the  best  John  Q.  Public’s  gonna  get 
is  the  worst  of  it.  The  hell  with  votin’!” 

That’s  seditious  philosophy,  isn’t  it?  “The 
hell  with  votin’!”  means  down  with  democ- 
racy, your  country,  your  government  and, 
consequently,  every  home  (where  govern- 
ment really  begins)  in  the  land. 

Yet,  I have  been  guilty  of  comparable 
“sedition.”  It  came  out  disguised  something 
like  this:  “Didn’t  get  around  to  voting;  had 
too  many  other  things  to  do  on  election  day.” 
The  reflection  lures  me  into  deep  concern 
and  holds  me  down  with  this  hard  and  heavy 
fact;  I have  been  stripped  of  my  voting 
rights  for  many  elections  to  come. 

I begin  to  wonder  how  my  neighbors  feel 
about  not  being  allowed  to  vote.  Later,  I 
question  nearly  300  of  them.  Almost  90  per 
cent  merely  shrug  or  otherwise  indicate  lack 
of  concern.  Eighty  individuals  admit  that 
they’d  never  voted!  (Could  the  deeds  that 
landed  us  here  be  germane  to  such  disregard 
for  democracy?)  Consider  three  responses  to: 
“Did  you  vote  regularly  when  you  were 
free?” 


Gambling  syndicate  underling  (age  33, 
serving  5-10  years) : “The  organization  always 
saw  to  it  that  I voted;  even  told  me  who  and 
what  to  vote  for.” 

Alcoholic  (doing  1-2  for  non-support) : 
“They’d  let  me  off  work  in  time  to  make  it  to 
the  polls,  all  right.  But  I’d  stop  at  a buddy’s 
house  to  talk  the  election  over.  There’d  be 
a bottle  or  two  around.  And  somehow,  be- 
fore I considered  all  the  issues  and  candi- 
dates and  decided  who’d  get  my  vote,  it 
was  too  late  or  I was  too  loaded  to  care  any 
more.” 

Vote  fraud  fall-guy  (age  72,  serving  iy2-2 
years):  “Election  days  was  gravy  days  for 
me.  I always  voted.  Got  five  bucks  a ballot. 
Sometimes  I made  as  much  as  fifty-five  or 
sixty  dollars.” 

As  for  me — well,  occasionally  it  is  diffi- 
cult to  face  the  mirror  of  patriotism  and  like 
what  you  see.  Instead  of  voting,  I have  gone 
hunting  and  fishing;  attended  to  personal 
matters  of  assorted  kinds.  But  the  future  will 
offer  opportunities  to  prove  my  determina- 
tion never  again  to  skip  a chance  to  vote. 

In  the  meantime,  what  about  you? 

Like  many  other  sheer  blessings  in  our 
full-fashioned  freedom,  the  privilege  of  vot- 
ing just  can’t  completely  be  appreciated  until 
it  is  lost.  I know.  So  I must  agree  with  the 
immigrant  who  said:  “Americans  can’t  ade- 
quately appreciate  their  system  of  govern- 
ment because  they  don’t  understand  what 
it  ain’t.” 

However,  our  Star  Spangled  Banner 
waves  best  when  every  thread  is  intact. 
Similarly,  the  government  it  represents  needs 
every  vote. 

But  nobody  votes  in  my  town.  Nobody 
may. 

What  could  be  worse,  patriotically? 

— Your  town,  where  every  adult  may 
vote  . . . and  you  don’t. 


*This  impressive  message  came  from  a convict  in  Michi-  Pete  Simer,  87776 

gan.  He  came  to  appreciate  the  privilege  of  voting  after  t i T,/r.  i 

it  was  lost!  Jackson,  Mich. 
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TT  HE  FOLLOWING  LETTER  was  recently  sent 
to  his  fellow  members  by  the  President  of 
the  Nevada  State  Medical  Association: 


As  I have  journeyed  about  the  state  over  the 
past  few  months  I have  developed  considerable 

concern  over  what  ap- 
pears to  be  some  uneasi- 
ISevada  State  ness  over  AMA  policy 

Medical  toward  social  issues  fac- 

Association  our  country  today.  It 

occurs  to  me  that  we  who 
have  been  students  in 
the  biological  sciences  might  apply  some  of  the 
principles  of  the  basic  laws  of  life,  as  we  make 
decisions  relative  to  issues  and  problems  facing 
society  today.  One  of  these  laws  states  that  any- 
thing that  lives  is  a prisoner  of  its  ecology.  As 
the  environment  is  revised,  the  inhabitants  that 
fail  to  respond  to  the  revisions  are  punished  by 
incongruity,  abrasion  and,  finally,  extinction.  It 
is  certainly  an  understatement  of  fact  to  say  that 
society  today  bears  no  semblance  of  similarity, 
culturally,  economically,  technically,  or  medically 
to  the  society  of  50  or  more  years  ago,  and  cer- 
tainly solutions  to  problems  are  likewise  divergent 
and  more  complex. 


The  deep-rooted  social  and  economic  prob- 
lems of  today  cannot  be  attacked  by  simple,  single 
shot  approaches.  In  order  to  meet  a horde  of 
social  problems  facing  society  today,  much  social 
legislation  has  been  enacted.  The  89th  Congress 
alone  produced  21  new  health  programs,  17  new 
educational  programs,  15  new  economic  develop- 
ment programs,  12  new  programs  to  meet  prob- 
lems of  cities,  and  4 new  manpower  programs. 
Organized  medicine  has  strenuously  opposed  much 
of  this  legislation  which  pertains  to  health  mat- 
ters which  threaten  the  private  sector  of  medi- 
cine; it  would  appear  Congress  has  been  motivated 
to  favor  such  legislation  with  the  rationale  that 
they  are  following  the  dictates  of  the  majority 
of  voters.  The  winds  of  social  change  are  blowing 
strongly,  and  it  appears  to  me  that  an  early  re- 
versal of  this  trend  through  our  democratic  gov- 
ernmental process  is  highly  unlikely.  Therefore, 
the  great  tree  of  organized  medicine  situated  in 
the  ecological  winds  of  change  must  bend  or  be 
torn  out  by  the  roots.  Being  law-abiding  citizens, 
there  is  no  alternative  other  than  to  guide,  direct 
as  necessary,  work  to  amend  programs  already 
here  and  to  help  in  the  design  of  others  to  fore- 
stall and  prevent  socialistic  legislation  for  the 
future.  We  cannot  accomplish  this  without  unity, 
for  with  unity  we  stand — divided  we  fall. 


Dr.  Milford  O.  Rouse,  President  of  the  American 


Medical  Association,  has  repeatedly  stressed  the 
expanding  responsibilities  of  physicians.  He  sum- 
med up  these  responsibilities  in  a few  words: 

“The  social  planners  may  ‘dream  up’  and 
legislate  into  existence  one  federal  health  pro- 


gram after  another,  but  they  cannot  ‘legislate 
the  success  of  a single  program.  That  depends 
on  the  support  and  collaboration  of  the  medical 
profession,  which  will  be  won  by  consideration 
for  the  profession’s  principles  and  its  concern 
for  the  quality  of  health  care  it  delivers  to 
those  whom  it  serves.  Now  is  an  ideal  time  for 
every  physician  to  make  a sincere  diagnostic 
study  of  the  accomplishments  and  needs  of 
society  in  this  country,  and  then  proceed  to 
set  the  personal  example  of  integrity,  skill- 
ful sympathetic  professional  service,  and  real 
willingness  to  render  his  part  of  civic  service 
in  his  own  community.” 

As  the  Nevada  State  Journal  (Reno)  pointed 
out,  “Dr.  Rouse  has  put  his  finger  on  the  way  to 
a better  society.  There  is  no  other  way.” 

I urge  you  to  consider,  at  the  county  level, 
those  programs  which  will  confront  you  in  Public 
Law  89-749  (Comprehensive  Health  Planning), 
assume  leadership,  attend  your  county  society 
meetings,  voice  your  positions  and  express  them 
through  resolutions  to  Nevada’s  House  of  Dele- 
gates, and  abide  by  its  decision  in  the  interest  of 
a strong  state  association  for  the  deliverance  of 
better  health  care. 

Last  month  I attended  an  AMP  AC  meeting  in 
Washington,  D.  C.  during  which  the  need  for 
individual  physician  participation  in  practical 
bipartisan  activity  was  stressed.  NEMPAC-AMPAC 
membership  offers  the  physician  the  chance  to 
discharge  his  responsibility  and  to  be  a better 
citizen  in  his  own  community.  This  year  presents 
unusual  challenges  for  which  we  must  be  pre- 
pared. 

Sincerely, 

Richard  A.  Petty,  MD 

President,  Nevada  State  Medical 
Association 

This  is  an  inspiring  message  which  is 
applicable  in  all  six  states  of  our  Rocky 
Mountain  area.  Let  us  all  review  our  respon- 
sibilities as  physicians  during  this  critical 
time  in  America’s  history! 


Xn  A DAY  OF  DECREASING  emphasis  on  compe- 
tition (ungraded  school  systems,  more  en- 
couragement for  conformity,  less  emphasis  on 
individual  initiative,  etc.)  athletics  should  be 
more  important  than  ever  to  an  individual’s 

development.  The  only 
Football  valid  criticism  of  com- 

Pointers  for  petitive  athletics  is  in- 

Physicians  juries,  both  temporary 

and  permanent.  Since 
many  physicians  in  the  Rocky  Mountain  area 
have  association  and  influence  over  high 
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school  football  teams,  the  following  “point- 
ers” may  help  them. 

The  athletic  departments  have  adequate 
financial  support,  both  for  equipment  and 
salaries  to  hold  or  attract  a good  staff,  and 
physicians  should  demonstrate  more  interest 
by  appearing  before  school  boards. 

Pre-season  conditioning  will  go  a long 
way  in  preventing  injuries.  Also,  there  is 
an  increasing  problem  in  discipline  on  the 
part  of  the  athlete.  Therefore  a summer  pro- 
gram can  outline  something  for  him  to  do  to 
prevent  injury  in  the  fall.  If  pre-season  con- 
ditioning is  carried  out  there  will  be  much 
less  likelihood  of  injury — which  is  what  both 
parents  and  coaches  are  interested  in. 

Five  things  should  be  in  progress  at  the 
beginning  of  the  football  season:  (1)  Physical 
examinations  on  records  to  detect  any  con- 
traindications to  play.  (2)  Assign  shoes  a few 
days  or  weeks  before  actual  practice  starts. 


so  that  there  will  be  fewer  blisters  and  time 
off  from  practice  for  this.  (3)  Continued  at- 
tention to  antiseptics  and  cleanliness  in  the 
locker  room,  clothing,  and  equipment.  (4) 
Weight  lifting  should  be  encouraged  to  de- 
velop flexibility  and  strength,  especially  in 
the  quadriceps  and  hamstrings.  The  teach- 
ing of  proper  body  balance  and  maintenance 
of  a dynamic  state  from  the  time  the  football 
is  snapped  until  the  whistle  is  blown  is  im- 
portant in  preventing  knee  injuries.  (5)  Run- 
ning for  endurance  should  be  done  regularly, 
so  that  the  players  will  have  increased  alert- 
ness and  decreased  fatigue,  which  aids  in  pre- 
vention of  injury.  Furthermore,  if  players 
are  to  learn  a lifelong  attitude  towards  ath- 
letics and  its  benefits  to  the  body,  a “running 
start”  is  the  best  way  to  begin! 

Charles  D.  Magill,  M.D. 

Denver 


SHARE  YOUR  MEDICAL  JOURNALS  WITH  COLLEAGUES  OVERSEAS 


Specialty  Journals  Are  Greatly  Needed 

Through  the  DOCTOR  TO  DOCTOR  PROGRAM  of  the  American  Medical  Asso- 
ciation, communication  between  U.S.A.  physicians  and  overseas  colleagues  is  being 
achieved  in  many  areas  abroad. 

In  this  Program  the  individual  relationship  is  stressed — and  the  journals  assigned 
are  those  particularly  requested  by  the  overseas  physician  according  to  special 
medical  interests.  This  mutual  professional  interest  we  hope  will  lead  to  further 
personal  correspondence  between  the  two  and  to  a sympathetic  understanding  of 
each  others  problems  and  aspirations  and  eventually,  we  trust — the  underlying 
aim  of  our  Program — to  an  increase  in  international  good  will. 

Joimnals  greatly  in  demand  deal  with  surgical  specialties:  Orthopedics,  Thoracic 
and  Vascular,  E.E.N.T.,  Neurosurgery,  and  Roentgenology.  Journals  on  subspecial- 
ties in  medicine  are  also  needed:  Endocrinology,  Circulation,  Dermatology,  Phar- 
macology. Chest  Diseases,  etc.,  as  well  as  Pediatrics,  Gynecology  and  Obstetrics. 

If  you  wish  to  participate — and  we  greatly  need  your  cooperation — please  send 
the  titles  of  journals  (particularly  specialty  journals)  you  will  mail  to  colleagues 
overseas. 


Ada  Chree  Reid,  M.D.,  Director 
AMA  DOCTOR  TO  DOCTOR  PROGRAM 
10  Columbus  Circle  — Room  1270 
New  York,  New  York  10019 
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”For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
but  in  rest  from  pain^ 

John  Dryden 


Empirm’*Compound  with  Codeine  Phosphate  gr,  1/2  No.3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning— May  be  habit  forming),  Phenacetin  gr.2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

'B.W.  &.  Co.'  narcotic  products  are  Class  *'B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 


JZ)  BURROUGHS  WELLCOME  &CO.(U.S.A.)INC.,Tuckahoe,N.Y. 


A R T I C 


Presidential  Address -- 
Wyoming  State  Medical  Society* 


Laurence  W.  Greene,  Jr.,  MD,  Laramie,  Wyoming 


In  my  position  as  your  President  over  the 
past  year,  I have  been  greatly  educated  and 
rewarded.  Getting  to  know  and  work  with 
you  more  closely  has  added  to  my  knowledge 
of  the  internal  machinery  of  our  Society 
and  has  given  me  a very  basic  faith  in  the 
competency  of  its  members. 

Being  President  of  a relatively  large 
group  has  affirmed  my  belief  that  a micro- 
cosm of  America  exists  in  this  room  today. 
We  have  all  been  concerned  and,  to  a certain 
extent,  fatigued  by  the  world  situation  and 
the  political  tennis  games  in  progress.  But 
the  theme  that  is  so  prevalent  in  our  country 
today  applies  strongly  to  our  Medical  Society. 
This  Society  must  remain  strong  and  united 
to  fight  effectively  the  many  problems  we 
face  today.  Our  problems,  as  you  know,  are 
not  only  medical  and  financial,  but  social 
and  political  as  well.  We  have  been  dealing 
with  some  of  these  problems  in  our  sessions 
at  this  convention.  For  example,  should  we 
think  of  joining  with  other  less  populous 
western  states  to  form  a regional  society? 
Should  we  add  distance  and  longer  absences 
to  the  burden  of  the  clientele  we  seek  to 
serve? 

More  important,  should  we  subject  our 
members  to  Federal  control  by  placing  our 
Public  Health  Department  under  the  direc- 
tion of  the  Department  of  Health,  Education, 
and  Welfare  in  Washington,  D.  C.?  We  have 
heard  our  Governor  during  this  meeting  and 

‘Presented  before  the  House  of  Delegates  at  the  65th 
Annual  Session  of  the  Wyoming  State  Medical  Society  at 
Jackson  Lake  Lodge,  August  29,  1968.  Dr.  Greene  was 
President  1967-1968. 


we  have  listened  closely  to  his  views  on  such 
a department.  We  know,  however,  that  this 
situation  would  entail  more  than  just  help 
for  needy  people  on  welfare.  Its  scope  is 
much  broader  and  threatens  jeopardy  to  the 
health  and  health  standards  of  every  citizen 
in  our  state.  Obviously,  only  physicians  can 
handle  this  type  of  a challenge,  and  we  must 
present  a united  answer  to  the  question:  Is 
it  more  important  to  buy  an  economy  package 
or  to  maintain  the  high  standards  of  medical 
care  that  we  have  all  worked  so  hard  to 
create  in  the  State  of  Wyoming?  Several 
states — including  Alaska,  Nevada,  Utah,  New 
Mexico,  New  Hampshire,  and  Maine — are 
presently  operating  in  such  a system.  The 
program,  to  our  knowledge,  has  only  proved 
satisfactory  in  three  of  these  states.  And 
throughout,  many  physicians  are  moving  on 
to  “greener  pastures”  and  are  forsaking  a 
basic  ideal  for  a more  practicable  set  of  work- 
ing conditions.  We  must  remember  that  ad- 
visors to  the  Governor  are  politically-orient- 
ed and  they  are  not  physicians.  I am  sure  you 
wonder,  as  I do,  if  people  trained  in  welfare 
work  are  actually  and  really  able  to  meet 
the  needs  of  a Public  Health  Department  with 
its  headquarters  in  Washington. 

Coverage  by  communications  mass  media 
of  the  treatment  of  unusual  medical  cases 
and  the  brilliant  strides  members  in  our  pro- 
fession have  made  in  their  fields  have  made 
every  citizen  in  America  feel  that  he  is  en- 
titled to  intensive  specialized  care  as  a matter 
of  right.  Mr.  Average  Citizen  only  hears  and 
reads  of  medical  miracles  rising  from  the 
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flames  of  apparent  physical  disasters.  This 
is  what  we  are  really  obligated  to — this  is 
our  “big  job”  as  doctors.  But  to  accomplish 
these  miracles  requires  that  we  spend  more 
and  more  of  our  time  in  research,  and  that 
we  specialize  even  more  than  we  already 
have — and  at  what  sacrifice  to  our  patients. 
The  ambition  to  be  a doctor  is  to  be  highly 
praised  and  we  all  know  how  long  and  hard 
the  road  to  medical  competency  and  excel- 
lence is.  Reasons  for  wanting  to  be  a doctor 
can  be  either  noble  or  base.  Think  now,  was 
yours  a desire  to  serve  a segment  of  mankind 
or  to  make  a good  living  and  prepare  for  a 
luxurious  retirement?  Doctors  must  now  re- 
turn to  the  “image”  while  attaining  knowl- 
edge of  all  advanced  methodology  and  em- 
ploying with  skill  the  newest  medicines  and 
technological  advances.  This  perhaps  is  our 
most  important  and  pressing  problem,  and 


one  to  which  our  society  should  pay  special 
and  close  attention  in  the  coming  year.  I feel 
it  is  time  to  reaffirm  our  ideals — get  back  to 
the  basics  and  to  rebuild  our  image  within 
the  scope  of  our  medical  society — unite  and 
solve  our  problems  in  an  educated  and  in- 
telligent fashion,  with  our  eye  first  of  all  on 
our  patients  and  their  welfare. 

Remember,  a doctor  must  have  that  self- 
less and  precious  quality  which  concerns  it- 
self with  others’  adversities  and  which  gives 
so  freely  the  help  which  cannot  be  purchased 
at  any  price.  He  must  renew  faith  in  his 
patients  and  stimulate  confidence,  for  it  is 
through  a few  men’s  examples  that  people 
continue  to  have  belief  in  all  men.  A doctor 
must  make  stepping  stones  of  his  patient’s 
stumbling  blocks  and  help  them  to  hold  fast 
to  that  which  keeps  them  striving!  • 


Radiation  hazard  from  chest  x-rays 


Gordon  N.  Kenney,  MS,  Denver 


Physicians  are  often  asked  to  allay  fears  of 
patients  regarding  the  amount  of  radiation 
received  by  them  when  undergoing  periodic 
x-ray  examinations  as  part  of  an  annual 
physical  examination  or  for  some  other 
reason.  The  author,  a Radiological  Physicist 
in  the  X-ray  Therapy  section  of  Presbyterian 
Medical  Center,  Denver,  was  asked  to 
prepare  a statement  concerning  x-ray 
exposure  and  periodic  chest  x-ray 
examinations.  This  article  covers  this  material 
so  well  that  it  is  published  here  as  a source 
of  scientific  information  to  physicians  who 
may  ivish  to  reassure  their  patients. 


Routine  chest  x-ray  is  undoubtedly  the  most 
common  type  of  x-ray  examination  per- 
formed. Its  usefulness  in  diagnosis  of  many 
diseases  within  the  thorax  is  undisputed.  In 
fact,  it  is  this  high  degree  of  usefulness  that 
has  caused  chest  x-ray  to  become  commonly 


used  as  a routine  screening  study  for  various 
occupational  groups  (students,  hospital  work- 
ers, teachers,  etc.) . It  is  also  an  undisputable 
fact  that  exposure  to  ionizing  radiation,  such 
as  x-rays,  can  be  biologically  harmful,  pro- 
ducing both  genetic  effects  as  well  as  caus- 
ing various  diseases,  i.e.  somatic  effects.  It  is 
the  purpose  of  this  discussion  to  place  radia- 
tion hazard  from  routine  chest  x-ray  in  per- 
spective. 

Radiation  Units 

The  basic  unit  of  radiation  exposure  is 
the  roentgen.  The  submultiple  unit,  milli- 
roentgen,  will  be  used  throughout  this  dis- 
cussion. A milliroentgen,  (mR),  is  equal  to 
1/1000  of  a roentgen  and  is  an  extremely 
small  amount  of  radiation. 

Exposures  from  Chest  X-rays 

A typical  chest  x-ray  will  expose  the 
subject’s  skin  at  the  point  of  beam  entrance 
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to  approximately  10  mR.  Since  the  radiation 
beam  reduces  in  intensity  rapidly  as  it  passes 
through  the  body,  exposure  received  in  the 
area  where  the  beam  passes  out  of  the  body 
will  be  approximately  1 mR.  The  dose  re- 
ceived by  gonads  will  usually  be  less  than 
1 mR  since  they  are  not  in  the  direct  x-ray 
beam.  Thus,  maximum  exposure  is  of  the 
order  of  10  mR  for  a chest  x-ray. 

Other  Radiation  Exposures 

In  order  to  place  this  exposure  in  per- 
spective, it  is  instructive  to  compare  it  to 
other  radiation  exposures.  An  exposure  of 
50,000  to  75,000  mR  is  usually  required  to  the 
whole  body  before  any  effect  is  noticeable 
by  the  individual  or  before  any  effect  can  be 
detected  by  medical  examination.  An  ex- 
posure of  500,000  to  1,000,000  mR  is  required 
to  the  whole  body  before  a lethal  dose  is 
produced.  Exposures  of  5,000,000  to  8,000,000 
mR  are  routinely  given  to  limited  areas  of  the 
body  for  treatment  of  malignancies.  Most 
other  diagnostic  x-ray  examinations  give 
much  more  radiation  exposure  than  does 
chest  x-ray  due  to  technical  factors  involved. 
For  example,  an  x-ray  of  the  ankle  requires 
approximately  150  mR,  while  a lateral  x-ray 
of  the  pelvis  will  require  approximately  3000 
mR. 

Radiation  Workers 

Risk  from  radiation  exposure  has  been 
carefully  studied  by  many  scientific  groups 
and  their  conclusions  have  formed  the  basis 
for  the  amount  of  exposure  radiation  work- 
ers are  permitted  to  receive.  This  exposure 
level  is  5000  mR  per  year  for  individuals  past 
the  age  of  18  which  is  believed  to  be  less 
radiation  exposure  than  is  required  to  pro- 
duce a significant  risk  to  the  individual  in- 
volved. It  is  also  pertinent  to  note  that  this 
level,  5000  mR  per  year,  was  based  on  genetic 
considerations  since  the  genetic  effect  is  most 
sensitive,  i.e.,  occurs  at  lowest  exposures. 
This  implies  that  if  a person  is  no  longer 
producing  offspring,  he  could  accept  substan- 
tially larger  exposures  without  incurring  sig- 
nificant risk. 

Background  Radiation 

Everyone  lives  in  a continual  bath  of  radia- 
tion called  “background  radiation.”  This  is 
composed  of  radiation  from  three  primary 


sources:  1.  cosmic  radiation;  2.  terrestrial 
radiation,  and  3.  radioactive  fallout  from 
weapons  testing.  Cosmic  radiation  contrib- 
utes approximately  35  mR  per  year  to  each 
individual  at  sea  level.  However,  this  amount 
increases  with  altitude  so  that  people  living 
in  the  Denver  area  receive  approximately 
75  mR  per  year  from  this  source.  Terrestrial 
radiation,  i.e.,  that  from  radioactivity  in  air, 
food,  houses,  etc.,  contributes  approximately 
50  mR  per  year.  Finally,  fallout  produces 
approximately  5 mR  per  year.  Thus,  a person 
living  in  Denver  is  exposed  to  approximately 
130  mR  per  year  just  from  background  ra- 
diation. 

Dental  X-rays 

Finally,  it  is  pertinent  to  note  the  situa- 
tion existing  with  respect  to  dental  x-rays. 
A typical  dental  x-ray  produces  an  entrance 
exposure  of  from  500  mR  to  3000  mR.  Quite 
often,  several  films  are  taken  for  one  exam- 
ination. Yet,  an  x-ray  survey  is  often  a rou- 
tine part  of  the  annual  dental  check-up  since 
it  is  felt  that  the  risk  from  radiation  exposure 
is  more  than  balanced  by  benefit  from  in- 
formation gained  by  the  examination. 

Summary  and  Conclusions 

The  following  table  summarizes  the  radia- 
tion exposures  mentioned  above: 

10  mR — Chest  x-ray. 

100-150  mR — Background  radiation  per 
year. 

500-3,000  mR — Other  x-ray  examinations 
including  dental  x-rays. 

50,000  mR — Threshhold  exposure  for  no- 
ticeable effect  in  humans. 

500,000-1,000,000  mR — Lethal  effect  if  giv- 
en to  whole  body. 

5,000,000-10,000,000  mR — Exposures  given 
for  cancer  therapy. 

These  figures  clearly  indicate  that  the 
amount  of  radiation  involved  in  a chest  x-ray 
is  certainly  very  small  and  is  much  less  than 
is  received  from  background,  from  other 
types  of  x-rays,  or  from  intentional  exposure 
as  received  by  radiation  workers.  These  fig- 
ures, together  with  proved  benefits  of  chest 
x-ray  programs,  indicate  that  the  benefit  is 
substantially  larger  than  the  risk  resulting 
from  the  small  amounts  of  radiation  received 
from  routine  chest  x-ray.  • 
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Breathing’s  a snap  again”  he  said  gingerly. 

(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
suecess  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate ) —along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 


engaging  m operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 


in  sinusitis,  colds,  U.R.I. 

Dimetapp'Extentabs 


A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 


up  to  10-12  hours  clear 
breathiuff  on  one  tablet 


Heart  Sound  Screening  in 
Gallatin  County,  Montana 


Edward  L.  King,  MD*,  and 
Paul  O.  Woolley,  MD**,  Manhattan,  Montana 


This  is  believed  to  be  the  first  field  use 
of  this  screening  device  in  the  United  States 
in  support  of  the  family  or  primary 
physician.  It  can  be  a useful  ad junct  to 
medical  services  in  our  large  geographic  area. 


Gallatin  County,  Montana,  is  located  in  a 
high  mountain  valley  just  north  and  west  of 
Yellowstone  National  Park.  With  only  4 per 
cent  of  Montana’s  population,  this  county 
consistently  reports  from  10  to  30  per  cent 
of  the  new  cases  of  streptococcal  infections 
in  the  state.  During  1964  and  1965,  Gallatin 
County  reported  30  per  cent  of  the  new  cases 
of  rheumatic  fever  in  Montana.  To  determine 
the  importance  of  these  isolated  facts,  it  was 
decided  to  develop  prevalence  data  on  rheu- 
matic and  congenital  heart  disease.  A project 
to  screen  all  of  the  estimated  7,000  school 
children  in  Gallatin  County  during  the  1966- 
67  school  year  was  designed.  The  availability 
of  the  Phonocardioscan^  — an  analog  digital 
computer  programmed  for  rapid  analysis  of 
consecutive  heart  sounds  through  a recording 
head  with  ECG  timing — made  this  project 
feasible.^ 

*Dr.  King  is  in  general  practice,  Manhattan,  Montana  and 

is  part-time  Health  Officer,  Gallatin  County,  Montana. 
‘*Dr.  Woolley  is  Chiet,  program  Development  Section, 
Heart  Disease  and  Stroke  Control  Program,  USPHS, 
Arlington,  Virginia.  Formerly  Heart  Disease  Control  Offi- 
cer, Montana  Dept  of  Health.  This  project  was  supported 
in  part  by  a grant  from  the  Children’s  Bureau,  Washington, 
D.  C. 


Gallatin  County  is  served  by  35  physicians, 
19  acting  as  primary  doctors  and  the  re- 
mainder seeing  patients  only  by  referral  or 
having  limited  practices.  Only  two  of  these 
primary  doctors  practice  in  rural  areas  of 
the  county,  the  rest  being  located  at  the  coun- 
ty seat,  Bozeman.  It  was  hoped  that  this  study 
would  show  whether  the  rural  population  had 
more  undiagnosed  heart  disease  than  the  ur- 
ban group.  In  addition,  this  study  provided  a 
means  for  evaluating  the  effectiveness  of 
periodic  school  physical  examinations  by  the 
health  officer  in  finding  cardiac  disease. 

This  project  was  developed  as  a coopera- 
tive effort  of  the  Montana  State  Department 
of  Health,  the  Gallatin  County  Medical  So- 
ciety, the  Gallatin  County  Health  Depart- 
ment and  various  local  public  and  parochial 
school  districts;  and  was  endorsed  and  sup- 
ported by  the  Montana  Heart  Association. 

Method 

Screening  was  done  during  daily  school 
sessions.  Individual  school  students  were 
screened  at  four  body  sites — the  apex,  and 
the  2nd,  3rd  and  4th  interspaces  immediately 
to  the  left  of  the  sternum,  with  ECG  timing 
leads  placed  laterally  on  the  lower  chest.  Any 
child  with  60  per  cent  of  beats  at  a single  site 
outside  normal  limits  was  rescreened  on  the 
same  school  day,  before  being  included  in  the 
final  “outside  normal  limits”  (ONL)  group. 
Educational  information  furnished  by  the 
Heart  Association  was  referred  home  to  all 
parents  with  registration  cards,  and  only 
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those  children  whose  parents  submitted  writ- 
ten requests  for  nonparticipation  (7  of  7,017) 
were  excluded  from  the  project.  The  registra- 
tion cards  provided  an  opportunity  to  check 
any  prior  parent  knowledge  of  rheumatic 
fever  or  heart  disease. 

Using  this  screening  method,  100  children 
could  be  checked  in  a school  day.  The  screen- 
ing started  in  West  Yellowstone  in  September 
1966  and  finished  in  Bozeman  in  February 
1967.  All  screening  information  regarding  the 
ONL  group  was  forwarded  to  the  family  doc- 
tor. When  the  family  doctor  provided  an 
etiologic  and  anatomic  diagnosis,  those  chil- 
dren with  known  heart  disease  were  dropped 
from  further  follow-up  study.  Children  not 
previously  known  to  have  murmurs  were  re- 
ferred to  their  family  physician  for  cardiac 
evaluation.  The  members  of  the  Gallatin 
County  Medical  Society  cooperated  in  sup- 
plying adequate  diagnostic  evaluations,  in- 
cluding ECG’s,  chest  x-rays,  blood  studies, 
etc.  Upon  request  of  the  family  physician,  any 
child  needing  further  studies  and  evaluation 
could  be  referred  to  the  Montana  Rheumatic 
Fever  and  Heart  Diagnostic  Center  in  Great 
Falls,  200  miles  from  Bozeman.  Following  the 
completed  evaluations,  the  local  Health  Of- 
ficer and/or  the  State  Heart  Disease  Control 
Officer  met  with  the  family  physician  to 
discuss  their  findings  and  review  results. 

Results 

A total  of  6,961  children  (99.2%  of  the 
7,017  school  enrollment)  were  screened. 
Eight  per  cent  of  these  children  were  ONL 
on  the  first  screening  and  5 per  cent  (372) 
were  ONL  on  the  second  screening.  All  of  the 
second  screening  ONL  children  were  referred 
to  family  physicians.  Heart  disease  was  dem- 
onstrated in  45  of  these  children:  24  con- 
genital lesions,  20  rheumatic  lesions,  and  1 
primary  pericarditis.  The  anatomic  and  etio- 
logic findings  are  listed  in  Table  1.  Of  these 
45  children,  15  were  not  known  to  have  heart 
disease  or  had  not  been  fully  diagnosed  by 
their  family  doctor  prior  to  the  screening. 
Listed  as  undiagnosed  were  those  children 
whose  parents  or  doctor  knew  of  a murmur, 
but  lacked  a definitive  diagnosis.  Five  of  the 
20  children  with  rheumatic  heart  disease  and 
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10  of  the  24  with  congenital  heart  disease 
were  previously  undiagnosed.  There  was  an 
overall  prevalence  rate  of  heart  disease  in  the 
study  community  of  6.4  cases  per  1,000  school 
students. 

TABLE  1 

HEART  SOUND  SCREENING  STUDY 
Gallatin  County,  Montana 
Types  of  Heart  Disease  Found 

Un- 

Congenital  Heart  Disease  Known  known  Total 


Pulmonic  Stenosis  3 4 7 

Aortic  Stenosis  4 15 

Tetralogy  (Operated)  1 0 1 

Patent  Ductus  (Operated)  ....  1 0 1 

Ventricular  Septal  Defect 

(Operated)  3 0 3 

Ventricular  Septal  Defect 

(Unoperated)  2 3 5 

Atrial  Septal  Defect 

(Unoperated)  0 2 2 

Sub-Totals  14  10  24 


Un- 

Rheumatic  Heart  Disease  Known  known  Total 

Single  Valve  Lesions 

Mitral  Insufficiency  4 0 4 

Mitral  Stenosis  4 3 7 

Mixed  Valve  Lesions 
Aortic  and  Mitral  In- 
sufficiency   2 13 

Aortic  Stenosis  and  Mitral  In- 
sufficiency   10  1 

Mitral  Stenosis  and  In- 
sufficiency   3 1 4 

Sub-Totals  14  5 19 

Un- 

Other  Cardiac  Lesions  Known  known  Total 

Rheumatic  Pericarditis  10  1 

Primary  Pericarditis  10  1 

Totals 30  15  45 

At  least  two  additional  cases  of  heart 
disease  (one  congenital  pulmonary  stenosis 
and  one  rheumatic  mitral  stenosis)  have 
since  been  reported  which  were  not  identi- 
fied by  the  screening  procedure.  One  case 
of  coarctation  of  the  aorta,  already  known 
in  the  study  population,  was  not  detected 
since  no  screening  was  done  to  right  of  the 
sternum.  Special  checking  of  this  one  stu- 
dent during  the  study  did  yield  ONL  sounds 
to  the  right  of  the  sternum.  Thus  at  least 
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three  cases  of  cardiovascular  abnormalities 
were  missed  by  the  screening  techniques 
used.  The  adjusted  overall  prevalence  rate 
was  6.9  cases  of  heart  disease  per  1,000  chil- 
dren (3.9  cases  of  congenital  heart  disease 
and  3.0  cases  of  rheumatic  heart  disease). 

Of  the  45  cases  of  heart  disease  located, 
16  children  lived  in  Bozeman,  and  29  in  rural 
areas  of  the  county.  Undiagnosed  heart  dis- 
ease was  found  in  5 of  the  16  Bozeman  chil- 
dren and  10  of  the  29  living  in  rural  areas,  in- 
dicating the  same  level  of  undiagnosed  heart 
disease  in  each  group. 

One  child  with  a congenital  pulmonary 
valve  lesion,  who  was  beginning  to  show 
signs  of  pulmonary  hypertension,  has  had 
the  defect  corrected  as  the  result  of  this 
project.  Extracardiac  causes  of  abnormal 
heart  sounds  included  anemia  and  blood 
dyscrasia.  These  children  were  brought  under 
treatment  as  the  result  of  this  study. 

Only  three  of  the  children  demonstrated 
to  have  rheumatic  heart  lesions  had  previous- 
ly been  reported  to  the  health  department  as 
having  had  rheumatic  fever.  The  Gallatin 
County  Health  Department  had  performed 


periodic  screening  physical  examinations  for 
some  of  the  school  population  until  1962,  when 
the  department  was  reduced  from  a full  time 
to  a part  time  health  officer.  Of  the  45  chil- 
dren with  heart  disease,  22  were  in  the  school 
system  and  had  been  examined  by  the  full 
time  health  officer.  Of  these  22  children,  only 
4 were  found  to  have  abnormal  heart  sounds, 
during  the  health  department  examinations. 
Discussion 

In  a previous  Montana  study,  using  tape 
recorded  heart  sounds  as  the  screening  tech- 
nic, 7,800  school  children  were  examined. 
Prevalence  data  and  percentages  of  undiag- 
nosed heart  disease  were  similar  to  the  pres- 
ent study.®  A 1963  study  in  Denver  involving 
17,000  school  children  disclosed  a prevalence 
rate  of  congenital  heart  disease  of  4.6  cases 
per  1,000  children,^  and  1.8  cases  of  rheumatic 
heart  disease  per  1,000  school  children.®  While 
these  reports  vary  somewhat  with  the  find- 
ings in  Gallatin  County,  the  variance  is  not 
great. 

The  Montana  Heart  Diagnostic  Center  is 
available  to  all  Montana  physicians.  Twenty- 
three  of  45  children  with  heart  disease  in 
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this  study  have  been  examined  at  the  Heart 
Diagnostic  Center  or  at  other  cardiac  centers 
and  their  diagnoses  confirmed.  All  of  the 
primary  physicians  involved  in  this  study 
used  the  Heart  Diagnostic  Center  for  some 
of  their  problem  cases,  either  prior  to  or  dur- 
ing the  study.  The  fact  that  only  3 of  20  cases 
of  rheumatic  heart  disease  had  previously 
been  reported  to  the  health  department  might 
suggest  some  over-diagnosis,  however,  the 
general  tendency  for  physicians  to  under- 
report to  health  departments  is  well  known. 

Two  cardiac  demonstration  workshops 
were  held  in  Bozeman,  Montana,  in  conjunc- 
tion with  the  screening  program.  The  primary 
purpose  of  these  workshops  was  physician 
education,  permitting  doctors  to  present  cases 
of  unusual  heart  sounds  they  had  evaluated 
as  the  result  of  the  screening.  The  discussant 
and  consultant  was  the  pediatrician  in  charge 
of  the  Montana  Heart  Diagnostic  Center. 
These  teaching  conferences  were  enthusias- 
tically received,  and  constituted  a useful 
adjunct  of  this  HSS  program. 

Only  three  children  whose  sounds  were 
outside  normal  limits  have  not  been  taken  to 
their  family  doctor  since  the  school  screen- 
ing. Lack  of  finances  was  given  as  the  reason 


for  non  follow-up.  No  serious  problems  of 
iatrogenic  heart  disease  have  been  found  to 
develop  from  the  screening.  It  was  antici- 
pated that  some  debriefing  for  parents  might 
be  necessary  after  cardiac  evaluations,  but 
this  has  not  proved  necessary.  This  may  be 
related  to  the  educational  literature  fur- 
nished or  the  publicity  prior  to  the  screening 
project. 

Screening  costs  of  the  study  were  approxi- 
mately $ .50  per  child  screened,  and  $728.00 
for  each  new  case  of  heart  disease  demon- 
strated as  the  result  of  the  screening.  These 
costs  are  not  thought  to  be  excessive  for  a 
semi-rural  and  sparsely  populated  area  such 
as  Gallatin  County. 

Summary 

Seven  thousand  school  children  were 
screened  for  imusual  heart  sounds  by  an  ana- 
log digital  computer.  Three  hundred  seventy 
were  outside  normal  limits.  Following  family 
doctor  evaluation,  45  were  found  to  have 
heart  disease,  24  congenital  and  20  rheumatic, 
with  1 primary  pericarditis.  Fifteen  of  the  45 
children  were  previously  undiagnosed.  Heart 
sound  screening  can  be  a useful  adjunct  to 
medical  services  in  rural  areas.  • 
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Sarcoidosis* 


A review  of  recent  literature  and  presentation  of  a case 


Emil  O.  Muhs,  MD,  Livermore,  California 


Sarcoidosis  is  a disease  of  unknown  etiology 
commonly  seen  in  northern  Europe  and 
in  the  eastern  and  southeastern  portion  of 
the  United  States.  It  is  more  common 
in  dark  skinned  people  in  the  United 
States,  but  this  is  not  true  in  Europe. 

Every  organ  of  the  body  may  be  affected 
but  it  is  most  common  in  the  mediastinal 
lymph  nodes  and  the  lungs.  It  is  more 
commonly  seen  among  the  middle  aged 
people.  It  is  identified  by  two  of  three 
criteria,  namely,  systemic  involvement 
compatible  with  sarcoidosis,  histological 
findings  of  a granuloma  coimpatible  with 
sarcoid,  or  a positive  Kveim  test.  It  is 
rarely  fatal  and  when  indicated  as  in  a 
severe  or  progressive  case  it  is  treated 
with  cortisone. 


Sarcoidosis,  or  sarcoid,  is  a worldwide  disease 
but  more  common  in  certain  areas.  It  is 
known  as  a common  disease  in  Europe,  espe- 
cially in  the  northern  countries,  and  it  has 
become  known  as  a fairly  commonplace  dis- 
order along  the  eastern  seaboard  and  in  the 
southeastern  portion  of  the  United  States. 
Since  it  is  so  infrequent  in  the  central  and 
western  states,  it  is  felt  a review  of  the  recent 
literature  to  familiarize  physicians  with  the 
disease  at  this  time  is  indicated.  Unless 
otherwise  indicated,  most  of  this  review  was 
taken  from  the  publications  of  Atwood  and 
Nelson,^  Siltzbach^®  and  Israel  and  Sones.®  At 
this  hospital,  only  10  cases  of  sarcoidosis  have 
been  seen  from  1961  through  1965,  strangely, 
five  of  these  were  seen  in  1965  and,  peculiarly, 

*From  the  Pulmonary  Disease  Section  of  the  Veterans 
Administration  Hospital,  Livermore,  California. 


none  were  seen  during  1966  and  1967.  One 
case  seen  at  this  hospital  will  be  presented 
and  some  chest  x-rays  will  be  included  to 
show  some  variations  of  the  intrathoracic 
sarcoidosis. 

EPONYMS 


Year 

Name  described 


Hutchinson’s  “Papillary  psoriasis,” 

“Mortimer’s  Malady”  1869 

Besiner  Lupus  Perino 1889 

Boeck  Multiple  benign  sarcoid 1889 

Boeck  Benign  Miliary  lupoid 1905 

Herfordt  Uveoparoid  fever 1909 

Jungling  Osteitis  tuberculosis  multiplex 

cystica  1911 

Schaumann  Benign  lymphogranuloma 1917 


The  term  sarcoid  was  suggested  by  Boeck 
because  the  microscopic  picture  of  the  lesions 
he  described  brought  to  Boeck’s  mind  sar- 
coma— tumor  of  the  flesh. 

Definition 

Sarcoidosis  presents  itself  in  many  differ- 
ent manifestations  and  since  the  etiology  is 
not  known  it  is  perhaps  best  described,  or 
possibly  defined,  in  the  words  of  Israel  and 
Sones:  “A  systemic  granulomatious  disease 
of  undetermined  etiology.  Characteristically, 
mediastinal  lymph  nodes,  lungs,  liver,  skin, 
uveal  tract,  parotid  and  cervical  glands  are 
involved,  but  any  organ  or  tissue  may  be 
affected.  Since  the  characteristic  epithelioid 
tubercules  with  little  or  no  necrosis  may  be 
simulated  by  the  granulomas  of  tuberculosis, 
beryllium  disease  and  fungal  infections,  the 
diagnosis  cannot  be  established  by  histologi- 
cal examination  alone.  Systemic  involvement 
must  be  demonstrated  and  other  causes  of 
local  sarcoid  reactions  must  be  excluded.”^-® 
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Epidemiology 

Interest  in  sarcoidosis  has  been  expanding 
in  the  last  decade  and  is  to  be  accounted  for 
mainly  by  growing  recognition^'*  and  physi- 
cian interest.  It  is  an  interesting  by-product 
of  the  widespread  use  of  the  miniature  chest 
x-ray.  An  x-ray  survey  among  Swedish  army 
recruits  disclosed  that  sarcoidosis  is  twice  as 
prevalent  among  them  as  is  active  tubercu- 
losis. The  results  of  epidemologic  studies 
were  presented  at  the  third  International 
Conference  on  Sarcoidosis  at  Stockholm  in 
1963.*^  It  is  difficult  to  compare  international 
prevalence  of  sarcoidosis  because  of  the 
awareness,  or  lack  of  awareness,  of  the  disease 
among  the  physicians  in  various  countries. 
The  inherent  shortcomings  of  mass  miniature 
radiography  as  a tool  for  detecting  sarcoidosis, 
however,  is  useless  for  statistical  purposes 
without  resorting  to  organ  biopsy,  or  a Kveim 
test  (discussed  under  diagnosis)  to  establish 
a definite  diagnosis.  Sweden  presented  the 
highest  prevalence  of  sarcoidosis,  averaging 
64  cases  per  100,000  based  on  radiographic 
study  and  other  diagnostic  means  of  about 
two  million  people  from  1953  to  1960.  For  no 
discernible  reason,  existing  rates  vary  widely 
from  one  area  of  Sweden  to  another,  ranging 
from  as  little  as  4.0  to  as  much  as  137  per 
100,000  population  (as  in  the  United  States, 
see  below).  Next  highest  rate  of  this  disease 
in  other  countries  in  order  are  Norway, 
Netherlands,  England  and  Wales,  Switzerland 
and  Yugoslavia. 

In  New  York  City,  prevalence  varied  with 
the  ethnic  composition  of  the  population.** 
The  over-all  rate  was  39  per  100,000,  but  in 
the  Negro  population  it  was  ten  times  higher 
than  that  in  the  Caucasian  population.  The 
prevalence  of  sarcoidosis  exceeded  that  of 
tuberculosis  among  Negro  women  aged  20  to 
39  years.  The  greater  prevalence  of  sarcoid- 
osis among  Negroes  is  characteristic  through- 
out the  United  States.  Persons  bom  in  Puerto 
Rico,  also  had  a high  prevalance  rate — 
20  per  100,000.  In  the  survey  of  350  American 
veterans  who  served  in  World  War  II,  sar- 
coidosis was  estimated  to  be  at  least  20  times 
as  common  in  the  negro  as  in  white  veterans. 
In  West  Africa  one  case  of  ocular  sarcoidosis 
was  reported  in  Ibadan,  Nigeria,  whereas, 


Cook  and  Carter®  reported  three  cases  of 
intrathoracic  sarcoidosis  in  West  Africans. 
They  further  state  that  as  diagnostic  facilities 
improve  it  is  possible  that  the  present  im- 
pression of  its  rarity  there  may  prove  to  be 
erroneous.  Sarcoidosis  is  predominately  a 
disease  of  early  adult  life  with  the  greatest 
number  of  cases  occurring  between  the  ages 
of  20-40  years.  Females  in  the  United  States 
seem  to  be  more  susceptible  to  sarcoidosis 
than  males,  but  the  report  at  the  Stockholm 
Conference  revealed  the  prevalence  to  be  no 
greater  among  females  than  male  subjects. 

A survey  with  20,000  roentgenograms  cov- 
ering two-thirds  of  the  entire  Indian  and 
Eskimo  population  of  Canada  in  1962  revealed 
only  three  cases  of  sarcoidosis,  whereas  less 
than  a dozen  cases  have  been  reported  among 
the  American  Indians.*®  Sarcoidosis  appears 
to  be  extremely  rare  among  the  Chinese;  only 
two  cases  in  Chinese  women  have  been  re- 
ported in  the  American  literature.*® 

Etiology 

Since  the  specific  etiology  of  sarcoidosis 
is  not  known,  a discussion  of  theories  is  pre- 
sented. For  a long  time  it  was  felt  that  sar- 
coidosis and  tuberculosis  were  closely  related, 
or  that  perhaps  sarcoidosis  was  a sequel  of 
tuberculosis.  At  the  Stockholm  Conference 
arguments  were  presented  for  and  against  the 
role  of  the  tubercule  bacillus,  but  no  answer 
or  conclusion  was  forthcoming.**  In  view  of 
the  previously  mentioned  infrequency  of  sar- 
coidosis among  the  American  Indians  as  well 
as  the  Canadian  Indians  and  Eskimos  where 
tuberculosis  is  very  common  and  the  fact  that 
pulmonary  sarcoidosis  is  usually  found  in  the 
absence  of  tuberculosis,  one  cannot  conclude 
that  a relationship  exists  between  these  two 
diseases. 

In  recent  years  a rather  strong  feeling 
developed  that  pine  pollen  was  the  respon- 
sible factor  in  producing  sarcoidosis.  It  was 
brought  out  at  the  Stockholm  Conference 
that  in  Hungary  considerable  numbers  of 
cases  of  sarcoidosis  are  seen,  but  there  are  no 
pine  trees  in  the  entire  country.  Furthermore, 
Hagerstand  and  Linell,®  in  order  to  imitate 
the  conditions  prevailing  in  nature,  gave  pine 
pollen  to  rabbits  and  white  mice  by  the  intra- 
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tracheal  route.  Since  sarcoidosis  is  largely  a 
disease  of  the  lymph  nodes,  the  lymphatics 
were  studied  for  absorption  of  the  pollen. 
None  of  the  animals  showed  sarcoid-like  epi- 
theliod  cell  granulomas  in  the  limgs  or  in  the 
mediastinal  lymph  nodes.  They  reported  simi- 
lar findings  from  four  different  workers  from 
different  laboratories.  Hence  the  theory  ap- 
pears disproved. 

It  was  reported  at  the  Stockholm  Confer- 
ence that  patients  with  sarcoidosis  and  with 
tuberculosis  often  harbor  in  their  scar  tissues, 
phages  which  lyse  mycobacteria;  phages  of 
this  type  were  also  found  in  stools  of  such 
patients.  These  phages  were  rarely  found  in 
patients  with  other  diseases.  Sera  obtained 
from  tuberculosis  patients  infected  with  such 
phages  contain  phage-neutralizing  antibodies, 
but  the  sera  of  patients  with  sarcoidosis  have 
either  low  titers  of  phage-neutralizing  anti- 
bodies, or  none  at  all.  By  adding  to  culture 
media,  tissues  excised  from  patients  with  sar- 
coidosis and  phage-neutralizing  antibodies  ob- 
tained from  immmunized  rabbits,  they  were 
able  to  isolate,  after  repeated  passages,  strains 
of  unclassified,  or  anonymous  mycobacteria. 
On  this  basis  it  was  suggested  that  sarcoidosis 
may  result  from  an  infection  with  the  variant 
forms  of  mycobacteria,  which,  because  of 
associated  phage  action  and  antibody  re- 
sponse, are  present  in  the  tissues  for  brief 
periods  only. 

It  appears  that  there  is  some  heretofore 
unknown,  or  undiscovered,  link  in  the  endo- 
crine system  responsible  for  the  causation  of 
the  disease  called  sarcoidosis.  The  reason  for 
this  consideration  is  two-fold:  first,  the  most 
effective  treatment  (see  under  treatment)  for 
this  disease  is  cortisone,  or  some  form  thereof, 
and  secondly,  although  the  test  needs  more 
study  and  work  done  to  verify  its  validity, 
the  metyrapone  ditartrate  (Metopirone)  test 
(see  under  diagnosis)  becomes  positive  in 
about  80  per  cent  of  cases  with  recent  sarcoid- 
osis, whereas  it  changes  to  negative  when  the 
disease  has  been  treated  and  stabilized.  This 
test  was  introduced  by  Brun,  et  al.,^  who  also 
suggest  that  this  may  be  a new  etiopathogenic 
hypothesis. 


Clinical  features 

The  manifestations  of  sarcoidosis  are  often 
insidious,  and  the  disease  is  frequently  dis- 
covered by  mass  x-ray  surveys  rather  than 
because  the  patient  is  compelled  to  seek  medi- 
cal care.  This  should  not  be  interpreted  to 
indicate  that  patients  with  sarcoidosis  suffer 
no  impairment  of  health.  The  percentage  of 
undetected  cases  of  sarcoidosis  in  the  general 
population  has  been  hypothetically  placed  at 
80  per  cent  and  these  currently  detected  at 
20  per  cent.  The  largest  category  among  the 
undetected  group  is  that  of  patients  with 
silent  sarcoidosis  whose  former  lesions  have 
gone  on  to  apparently  complete  regression. 
Such  cases  may  no  longer  be  detectable  even 
with  scrupulously  carried-out  autopsy  obser- 
vations. Most  people  who  actually  have  sar- 
coidosis do  have  symptoms  and  these  may 
be  extremely  severe.  According  to  Israel  and 
Sones®  only  11  per  cent  of  patients  were  truly 
free  of  symptoms.  The  commonest  symptoms 
were  systemic  ones,  such  as  weight  loss  and 
fatigue. 

Intrathoracic  region  sarcoidosis  is  the 
earliest  and  the  most  commonly  involved 
area.^  In  many  cases  the  intrathoracic  in- 
volvement may  be  asymptomatic  with  the 
disease  being  detected  only  by  a routine  chest 
film.  Hilar  or  mediastinal  adenopathy  is  the 
most  frequent  intrathoracic  manifestation 
and  is  almost  invariably  bilateral.  Paratrach- 
eal  node  involvement  tends  to  be  more  prom- 
inent on  the  right  when  it  occurs.  In  spite 
of  the  size  that  these  nodes  may  attain,  they 
almost  never  produce  obstruction.  If  only 
the  hilar  nodes  are  involved,  the  prognosis  is 
considered  to  be  very  good,  with  72  to  84  per 
cent  of  patients  progressing  to  complete 
radiographic  clearing  in  five  years  or  less. 
Endobronchial  involvement  in  sarcoidosis  is 
usually  asymptomatic,  although  mild  cough 
or  other  respiratory  symptoms  may  occur. 
When  endobronchial  obstruction  supervenes, 
it  is  almost  invariably  due  to  endobronchial 
lesions  rather  than  extrinsic  pressure  from 
mediastinal  nodes. 

When  the  pulmonary  parenchyma  is  in- 
volved, the  patient  tends  to  be  more  sympto- 
matic, often  complaining  of  such  symptoms 
as  cough,  dyspnea  on  exertion,  occasionally 
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hemoptosis  and  chest  or  shoulder  pain.  The 
radiographic  picture  of  parenchymal  infiltra- 
tion is  variable,  ranging  from  mild  accentua- 
tion of  interstitial  markings,  through  patterns 
mimicking  bronchopneumonia,  metastatic  tu- 
mors and  miliary  tuberculosis.  Long  involve- 
ment is  almost  always  bilateral  with  a definite 
tendency  to  spare  the  apices  and  the  extreme 
bases.  The  prognostic  implications  of  paren- 
chymal involvement  are  more  serious  since 
up  to  19  per  cent  of  these  cases  develop  per- 
manent fibrotic  changes. 

An  unusual  intrathoracic  manifestation  of 
sarcoidosis  is  pleural  effusion.  Because  of  the 
extreme  rarity  of  this,  a patient  with  sarcoid- 
osis who  develops  a pleural  effusion  should 
be  investigated  for  possibilities  of  an  asso- 
ciated tuberculosis  infection,  congestive  heart 
failure,  or  carcinoma. 

Peripheral  adenopathy  is  considered  to  be 
the  second  most  common  manifestation  of 
sarcoidosis  and  noted  in  about  one-third  of 
cases,  but  some  authors  have  reported  as  high 
as  60  to  90  per  cent.  Glandular  enlargement 
may  occur  in  any  location  but  the  cervical 
nodes  are  probably  the  most  frequently  af- 
fected. Sarcoidal  nodes  tend  to  be  rubbery, 
non-tender,  non-suppurative  and  discrete, 
rather  than  matted. 

Cutaneous  involvement  in  sarcoidosis 
takes  many  forms.  Probably  the  most  char- 
acteristic manifestations  are  brown  to  viola- 
ceous, maculopapular,  occasionally  lichenoid 
lesions  which  have  a special  tendency  to 
appear  on  the  face.  The  extremities,  neck 
and  trunk,  however,  are  often  subcutaneous 
nodular  lesions,  erythema  nodosum  and  lupus 
perino  are  relatively  common  cutaneous 
forms  of  sarcoidosis.  One  writer  reports  that 
erythema  nodosum  is  prevalent  among  young 
white  women  of  Swedish,  Puerto  Rican  and 
Irish  backgrounds^®  where  this  form  of  cuta- 
neous lesion  as  well  as  other  forms  are  espe- 
cially common  in  Negroes.® 

Ocular  sarcoidosis  takes  many  forms  and 
has  been  found  at  the  Johns  Hopkins  Hospital 
in  60  per  cent  of  patients  with  sarcoidosis. 
Anterior  uveal  inflammation  is  the  most  com- 
mon and  may  be  associated  with  parotid 
swelling  and  fever,  the  so-called  “Uveoparo- 
tid fever  of  Heerfordt”  in  up  to  6 per  cent  of 


the  cases.  Many  other  less  common  types  of 
ocular  damage  may  occur,  including  keratitis, 
corneal  calcifications,  nodular  vitreous  opaci- 
ties, optic  neuritis,  orbital  tumors,  paralysis 
of  extraocular  muscles,  lenticular  opacities, 
retinitis,  choroiditis,  and  enlargement  of  the 
lacrimal  glands.  Because  of  the  potential 
progression  of  certain  of  these  lesions  to 
partial  or  complete  blindness,  ocular  involve- 
ment is  one  of  the  most  serious  features  of 
sarcoidosis. 

Hepatic  sarcoidosis  producing  enlargement 
of  the  liver  is  detectable  clinically  in  ap- 
proximately 15  per  cent  of  cases  of  sarcoid- 
osis, but  microscopically  much  commoner. 
Epithelioid  tubercules  of  the  liver  have  been 
found  in  80  per  cent  of  patients  with  disease. 
Aspiration  biopsy  of  the  liver  provides  a 
useful  method  of  demonstrating  sarcoid  le- 
sions, but  such  granulomas  have  also  been 
found  in  tuberculosis,  brucellosis,  histoplas- 
mosis, infectious  mononucleosis,  and  viral 
hepatitis.  Liver  biopsy  consequently  is  a 
ready  means  of  finding  histologic  evidence 
of  sarcoidosis,  but  a poor  means  of  differenti- 
ating this  disease  from  other  granulomatous 
diseases.  Liver  function  tests  may  frequently 
be  abnormal,  such  as  the  flocculation  tests, 
globulin  and  sulfobromphthalein  (Brom- 
sulphalein)  tests. 

Sarcoidosis  of  the  hones  have  been  found 
by  various  writers  in  patients  from  6 to  20 
per  cent,  depending  upon  the  thoroughness 
of  the  search  for  lesions.  Israel  and  Sones® 
states,  “The  changes  indicative  of  sarcoidosis 
fell  into  three  categories:  (1)  single  or  mul- 
tiple rounded  radiolucencies  in  the  epiphyses, 
often  referred  to  as  ‘punched-out’  lesions; 
(2)  diffuse  thinning  of  the  cortex  and  widen- 
ing of  the  medulla  with  a reticular  pattern 
of  the  trabeculae,  producing  a honeycombed 
configuration,  and  (3)  coalescing  lesions,  pro- 
ducing destruction  of  the  bone.”  The  bones 
of  the  hands  and  feet  appear  to  be  most  fre- 
quently involved  and  serve  a valuable  cor- 
roborative evidence  for  the  diagnosis  of  sar- 
coidosis inasmuch  as  such  bony  lesions  rarely 
occur  in  similar  diseases  such  as  tuberculosis, 
histoplasmosis  and  berylliosis. 

Splenic  involvement  is  found  more  fre- 
quently at  autopsy  than  during  life;  some 


44 


Rocky  Mountain  Medical  Journal 


report  77  per  cent  sarcoid  granulomas  found 
at  autopsy  of  patients  with  sarcoidosis.  Sple- 
nomegaly, occasionally  found  ante-mortum 
with  sarcoidosis,  is  usually  accompanied  with 
marked  leukopenia. 

Parotid  swelling  due  to  sarcoidosis  occurs 
either  unilaterally  or  bilaterally  with  about 
equal  frequency.  It  is  often  associated  with 
lassitude,  fever,  gastrointestinal  upsets,  joint 
pains  and  night  sweats  which  may  precede 
the  actual  glandular  enlargement  by  several 
days  to  weeks. 

Endocrine  system  sarcoidosis  exhibits  a 
striking  predilection  for  one  endocrine  gland, 
the  pituitary.  Sarcoid  involvement  is  not  un- 
commonly responsible  for  diabetes  insipidus 
or  pan-hypopituitarism.  Sarcoidosis  of  the 
thyroid,  pancreas,  ovaries,  testes,  and  ad- 
renals, rarely  if  ever  occur. 

Neurological  manifestations,  as  stated  by 
Atwood  and  Nelson,^  “while  relatively  rare, 
are  highly  diverse  and  potentially  lethal.  The 
cranial  and  peripheral  nerves,  the  central 
nervous  system  and  the  meninges  may  all  be 
involved.  Seventh  nerve  palsy  is  the  most 
frequently  seen  neurological  abnormality.” 

Cardiac  involvement  is  another  relatively 
infrequent  but  potentially  fatal  complication 
of  sarcoidosis.  Granulomatous  infiltration  of 
the  myocardial  and  conductile  tissue  may 
occur,  but  more  commonly  the  heart  is  in- 
volved as  secondary  to  pulmonary  fibrosis 
and  results  in  cor  pulmonale. 

Sarcoidosis  of  the  kidney  is  the  most 
rarely  found  of  all  the  vital  organs  involved 
with  the  disease;  however,  when  hypercal- 
cemia is  severe  (see  below  under  serologic 
findings),  anorexia,  vomiting,  muscle  weak- 
ness and  polyuria  with  eventual  renal  failure 
and  death  may  occur.  Koburn,  et  al.,^  in  re- 
porting a case  state:  “Typical  sarcoid  lesions 
in  the  kidneys  have  been  found  in  as  much  as 
7 to  19  per  cent  of  autopsy  cases  of  generalized 
sarcoidosis,  but  these  lesions  are  usually  con- 
sidered incidental  findings  with  little  or  no 
clinical  significance.  . . . This  case  represents 
the  fourth  reported  in  which  sarcoid  involve- 
ment of  the  kidney  was  recognized  and  in- 
criminated during  life  as  a cause  of  impaired 
renal  function.” 


Skeletal  muscle  is  at  times  found  to  have 
sarcoid  granulomas  and  produces  symptoms 
of  weakness,  myalgia,  or  at  times  atrophy. 

Hardy,  et  al.,'  report  an  unusual  case  of 
sarcoidosis  involving  not  only  the  lungs  and 
cranial  nerves  but  also  the  esophagus  causing 
dysphagia  and  dysphonia.  This  is  the  fourth 
case  of  esophageal  sarcoidosis  reported  in  the 
literature. 

The  fever  of  sarcoidosis  is  frequently  a 
forgotten  item  in  the  discussion  of  the  disease 
as  well  as  in  the  literature.  It  is  very  common 
in  erythema  nodosum  and  uveoparotitis. 
Nolan  and  Kaltskin^^  observed  75  patients,  all 
of  whom  met  the  minimal  diagnostic  criteria 
for  sarcoidosis  (see  first  paragraph  under  Di- 
agnosis) , and  report  that  41  per  cent  exhibited 
fever  of  significant  magnitude  and  duration. 
Of  the  41  per  cent,  77  per  cent  had  a tempera- 
ture of  101°-103°  F.  and  23  per  cent  had  a 
temperature  of  over  103°  F.  The  temperature 
was  often  accompanied  by  night  sweats,  chills, 
or  leukocytosis,  or  a combination  of  these. 
The  fever  could  not  be  correlated  with  age, 
sex,  or  with  the  extent,  localization  or  activ- 
ity of  the  underlying  sarcoidosis.  Although 
the  duration  of  symptoms  was  somewhat 
shorter  in  those  with  fever,  there  were  many 
exceptions,  so  that  the  fever  was  not  neces- 
sarily an  early  manifestation  of  the  disease. 
Failure  to  recognize  that  sarcoidosis  may 
give  rise  to  fever  was  responsible  for  many 
diagnostic  errors  and  often  led  to  futile  thera- 
peutic trials  with  specific  agents  directed  to 
tuberculosis  or  other  infections. 

Diagnosis 

There  is  no  single,  wholly  reliable  test 
for  sarcoidosis.  The  diagnosis  of  this  disease 
must  rest  upon  consideration  of  several  fac- 
tors. Three  main  criteria  are  available  and 
the  findings  of  any  two,  in  combination,  will 
usually  suffice  to  establish  the  diagnosis, 
namely,  a clinical  picture  of  systemic  involve- 
ment compatible  with  sarcoidosis,  histologic 
evidence  of  granuloma  formation  of  the  sar- 
coidal  type,  and  a positive  Kveim  test. 

A Kveim  test,  the  third  major  disa gnostic 
criterion,  is  performed  by  injecting  intra- 
dermally,  in  the  flexor  surface  of  the  forearm, 
0.1  to  0.2  ml.  of  a heat-sterilized  10  per  cent 
saline  suspension  of  human  sarcoid  tissue 
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obtained  from  the  spleen,  or  lymph  nodes  of 
a patient  with  active  sarcoidosis.  After  four 
to  eight  weeks,  the  nodule  appearing  at  the 
injection  site  is  removed  by  punch  biopsy. 
A positive  test  consists  of  the  histologic  dem- 
onstration of  well-organized  aggregates  of 
large  mononuclear  cells  with  pale-staining 
cytoplasm  (epithelioid  cells),  with  or  without 
giant  cells.  The  incidence  of  positive  Kveim 
reactions  is  found  to  be  greatest  in  early  cases 
of  sarcoidosis,  diminishing  with  chronicity 
and  becoming  negative  in  a high  percentage 
of  inactive  cases.  Stiltzbach^  states:  “The 
intracutaneous  Kveim  test  employing  vali- 
dated test  suspensions  was  microscopically 
positive  in  92  per  cent  of  the  patients.”  At 
present,  there  is  still  the  problem  of  obtaining 
the  antigen  due  to  scarcity  of  a potent  specific 
product,  the  difficulty  in  standardization  of 
this  material  and  its  occasional  deterioration 
which  may  eventually  impair  its  potency  and 
specificity.  (The  Kveim  antigen  is  made  and 
tested  at  the  Rockefeller  Institute,  New  York 
City.) 

Carlens,^^  in  his  diagnostic  procedures, 
first  feels  for  a palpable  gland  in  the  neck 
and  biopsies  same.  If  the  gland  biopsy  is  not 
diagnostic,  a bronchoscopic  examination  is 
done  with  a biopsy  taken  from,  or  near,  a 
bronchial  bifurcation.  These  procedures  yield 
many  positive  diagnoses.  If  a diagnosis  has 
not  been  established,  he  proceeds  with  a 
mediastinoscopy.  In  some  cases  in  which  it 
was  considered  indicated,  a bronchoscopy  and 
mediastinoscopy  was  done  at  the  same  sitting. 
In  five  years  123  mediastinoscopies  were  done 
with  a positive  diagnosis  established  in  118 
cases,  or  96  per  cent.  Mediastinoscopy  seems 
to  be  a most  reliable  method,  but  appears  on 
a superficial  view  to  be  a most  elaborate 
procedure.  However,  no  complications  what- 
soever have  been  experienced  in  these  cases. 

Serological  findings  in  sarcoidosis^  vary  as 
follows:  the  sedimentation  rate  is  elevated 
in  about  66  per  cent  of  cases,  serum  proteins 
showed  an  elevation  in  47  per  cent  of  Alpha-2, 
beta  and  gamma  globulins,  increased  serum 
alkaline  phosphatase  in  35  per  cent,  ceph- 
flocculation  test  is  up  in  45  per  cent,  anemia 
(hemoglobin  less  than  11  grams)  in  17  per 
cent  and  leukopenia  in  31  per  cent  of  cases. 


One  of  the  most  threatening  features  of  sar- 
coidosis is  hypercalcemia  which  develops  in 
20-30  per  cent  of  cases  in  the  United  States. 
As  previously  mentioned  (under  sarcoidosis 
of  the  kidney)  renal  failure  and  death  may 
occur  if  not  recognized  and  properly  treated. 

Negative  tuberculin  reactors  have  been 
found  in  about  72-90  per  cent  of  sarcoidosis 
cases.  The  tuberculin  sensitivity,  in  reality, 
is  not  absent  in  most  cases,  but  merely  sup- 
pressed and  becomes  positive  again  when  sar- 
coidosis subsides.  One  Japanese  writer  re- 
ports that  of  14  well-established  tuberculin 
positive  patients  who  later  developed  sar- 
coidosis, 10  had  lost  their  positive  tuberculin 
tests. 

Urinary  hydroxproline  excretion”  in  pa- 
tients with  sarcoidosis  whose  disease  was  of 
short  duration  and  widespread  was  signifi- 
cantly greater  than  the  control  subjects,  or 
patients  with  sarcoidosis  whose  disease  was 
predominately  fibrotic  in  character  and 
known  to  have  been  present  for  more  than 
two  years.  Early  cases  of  the  disease  showed 
a fall  in  urinary  hydroxyproline  excretion 
with  time,  irrespective  of  the  mode  of  ther- 
apy, or  lack  of  it.  This  coincides  with  clearing 
of  the  chest  films,  and  fall  in  alkaline  phos- 
phatase. It  suggested  that  assay  of  this  amino 
acid  in  the  urine  may  be  a more  convenient 
and  accurate  index  of  the  disease  progression, 
or  retrogression,  than  technics  currently 
available. 

Burn,  et  al.,^  report  the  use  of  metyrapone 
ditartrate  (Metopirone)  test  which  becomes 
positive  in  about  80  per  cent  of  cases  with 
recent  sarcoidosis,  while  it  changes  to  nega- 
tive when  the  disease  has  been  treated  and 
stabilized.  The  test  is  most  frequently  posi- 
tive in  endothoracic  sarcoidosis.  It  is  neces- 
sary to  stop  all  cortisone  therapy  at  least  10 
days  before  starting  the  test  since  there  is  a 
tendency  for  the  metyrapone  ditartrate  test 
to  normalize  during  the  administration  of  this 
drug.  The  test  is  carried  out  over  a three-day 
period.  The  first  day,  the  patient  receives 
nothing  and  the  urine  is  collected  for  verifica- 
tion of  the  urinary  steriods  and  to  determine 
preliminary  dosage.  On  the  second  day,  the 
subject  takes,  by  mouth,  three  capsules  of 
250  mg.  of  metyrapone  ditartrate  (Metopirone) 
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every  four  hours  for  a total  of  4.5  Gms.  Urine 
of  the  second  and  third  24-hour  periods  veri- 
fies the  secretions  of  17-hydroxy-corticoste- 
roids and  tetrahydro-compound  “S”  (H4S) 
under  Metopirone  effect. 

Nolan  and  Kaltskin^^  mention  the  follow- 
ing as  a minimal  diagnostic  criteria:  (1)  His- 
tologic demonstration  of  granulomata  includ- 
ing needle  liver  biopsies.  (2)  Absence  of  acid- 
fast  bacteria  in  biopsied  tissue.  (3)  Absence 
of  acid-fast  bacilla  in  the  sputa  and  gastric 
washes.  (4)  Radiologic  evidence  of  hilar  ade- 
nopathy, or  pulmonary  infiltration  consistent 
with  sarcoidosis,  or  both.  (5)  Negative,  or 
only  weakly  positive  reaction  to  purified  pro- 
tein derivative  (P.P.D.)  second  strength.  (6) 
Negative  reactions  to  fungi  skin  tests.  (7) 
Negative  brucella  agglutination  reactions.  (8) 
Fever,  if  the  rectal  temperature  attained  a 
level  of  at  least  101°  F.  for  a minimum  period 
of  three  days. 

Kingery^®  states:  “Skin  lesions  can  be 
found  in  more  than  one-third  of  patients  with 
systemic  sarcoidosis.  These  lesions  represent 
dermal  sarcoid  granulomata  and  are  capable 
of  wide  variation  in  clinical  appearance,  even 
though  the  microscopic  picture  is  constant. 
Examination  with  the  eye  and  hand  (for  the 
infiltrate  is  often  more  easily  palpated  than 
seen)  must  be  followed  with  microscopic  veri- 
fication. Every  patient  with  suspected  sar- 
coidosis should  be  carefully  examined  for  pos- 
sible diagnostic  dermal  granulomata.” 

T reatment 

Many  forms  of  treatment  have  been  at- 
tempted for  sarcoidosis  including  antibiotics, 
radiation,  mechlorethamine  (nitrogen  mus- 
tard) and  others  but  cortisone  is  the  treat- 
ment of  choice.  Of  interest  is  the  fact  that 
isoniazid  not  having  any  apparent  effect  on 
the  disease,  is  a strong  argument  against  tu- 
berculosis etiology  of  this  malady. 

Isoniazid,  however,  because  of  its  anti- 
tuberculosis effect,  should  be  given  in  all 
cases  where  a skin  test  is  positive  for  tuber- 
culosis, because  of  the  well  known  fact  of 
steroids  activating  hidden  nodules  of  tuber- 
culosis resulting  in  a complication  of  active 
tuberculosis  and  sarcoidosis.  Many  physicians 
use  antituberculosis  treatment  in  all  cases 
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where  steroids  are  used  and  use  it  for  not 
less  than  18  months,  or  longer,  if  there  is  a 
recurrence  of  sarcoidosis. 

The  majority  of  authors  agree  that  in  most 
cases  of  sarcoidosis,  no  treatment  is  needed 
because  symptoms  are  seldom  disabling  and 
the  proportion  in  whom  lesions  improve  is 
high  and  go  on  to  spontaneous  recovery.  Be- 
cause of  the  well  known  hazards  of  high,  or 
prolonged  systemic  corticosteroid  therapy, 
these  drugs  should  be  used  cautiously  and 
only  in  cases  where  permanent  damage  or 
death  may  ensue  from  lack  of  treatment. 
Such  cases  have  been  outlined  by  Atwood 
and  Nelson,^  as  follows:  “(1)  involvement 
of  a vital  organ  such  as  the  central  nervous 
system  or  heart;  (2)  acute  or  subacute  ocular 
involvement;  (3)  progressive  pulmonary  par- 
enchymal involvement;  (4)  persistent  hyper- 
calcemia; (5)  acute  or  subacute  illness  with 
constitutional  symptoms  such  as  weight  loss, 
fever,  malaise,  liver  dysfunction  and  hyper- 
splenism;  (6)  progressive  and  disfiguring  skin 
lesions.” 

Svanborg^®  states,  “The  efficacy  of  corti- 
costeroids is  established.  Radiographic  clear- 
ing is  seen  after  treatment,  but,  at  the  same 
time,  functional  improvement  is  less  pro- 
nounced. Cortisone  treatment  cannot  possibly 
have  any  effect  on  scar  tissue  already  present, 
but  if  the  patient  with  progressive  pulmonary 
involvement  does  not  receive  treatment,  in- 
creasing granulomatous  lesions  could  give 
rise  to  more  severe  pulmonary  insufficiency.” 

Prednisone  in  doses  of  30-60  mg.  (or  an 
equivalent  steroid)  daily  should  be  given  for 
a period  of  three  months  to  a year  or  more, 
depending  upon  the  severity  of  the  case  and 
its  response  to  treatment.  The  ease  should  be 
followed  closely  not  only  during  the  treat- 
ment, but  also  following  the  treatment  for  a 
period  of  five  years  because  of  the  possibility 
of  recurrence.  Some  authors  repprt  a recur- 
rence of  50  per  cent  in  some  of  the  more 
severe  pulmonary  forms  of  sarcoidosis.  The 
prednisone  is  tapered  off  as  soon  as  it  appears 
possible  to  do  so  at  the  rate  of  from  5-10  mg. 
over  a period  of  4-8  weeks.  It  has  been  noted 
that  some  cases  present  problems  during 
withdrawal  of  prednisone  such  as  an  elevated 
temperature.  In  such  cases  ACTH  in  20  unit 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 


doses  two  times  a week  during  the  with- 
drawal period  is  helpful. 

Chloroquine  in  doses  of  400-600  mg.  daily 
has  been  used  in  the  various  forms  of  sar- 
coidosis inasmuch  as  they  were  safer  to  use 
than  the  steroids.  Although,  in  its  use,  the 
side  effects  of  the  steroids  were  removed,  it 
was  discovered  that  not  only  prolonged  treat- 
ment and  retreatment  was  frequent  but  side 
effects  of  chloroquine  were  troublesome.  The 
side  effects  consisted  of  anorexia,  headache, 
dizziness,  itching  and  transitory  diplopia. 
Some  patients  alsO'  experienced  clouding  of 
the  cornea  and  blurring  of  vision.  These  side 
effects  fortunately  cleared  up  shortly  after 
the  drug  was  stopped. 

Morbid  anatomy  of  the  elementary  process 

The  characteristic  microscopic  feature  of 
sarcoidosis  is  the  so-called  “naked  tubercle” 
which  consists  of  epithelioid  cells  intermin- 
gled with  histiocytes,  lymphocytes  and  Lang- 
hans'  giant  cells.^  While  some  traces  of  a 
“lymphocytic  cuff”  may  be  present,  this  does 
not  develop  as  fully  as  in  true  tuberculosis 
granuloma.  From  this  lack  of  fully  developed 
lymphocytic  cuff  surrounding  or  “clothing” 
the  sarcoid  granuloma,  comes  the  term 
“naked  tubercle.”  In  addition  to  these  histo- 
logic features,  5-10  per  cent  of  sarcoidal  gran- 
ulomas show  the  presence  of  Schaumann  or 
asteroid  bodies;  these,  however,  are  not  spe- 
cific for  sarcoidosis.  With  age  the  sarcoid 
granuloma  shows  increasing  fibrosis.  These 
fibrotic  changes  begin  peripherally  and  pro- 
gress toward  the  center  of  the  lesion  until 
virtually  the  entire  granuloma  is  converted 
into  a cicatricial  mass. 

It  must  be  borne  in  mind,  however,  almost 
indistinguishable  granulomata  may  also  occur 
in  diseases  as  tuberculosis,  leprosy,  lymph- 
oma, deep  mycosis,  berylliosis,  silicosis,  hepi- 
titis,  periarteritis  nodosa  and  sites  of  trauma. 
Therefore,  the  finding  of  granuloma  alone  is 
not  diagnostic  of  sarcoidosis,  but  the  clinical 
picture  or  Kveim  test  must  be  considered 
in  order  to  establish  the  diagnosis. 

Prognosis 

There  have  been  considerable  ■ variations 
reported  by  various  authors  in  the  prognosis 
of  sarcoidosis.  Very  little  is  written  about  the 
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prognosis  of  sarcoid  of  the  skin,  erythema 
nodosum,  or  other  forms  of  sarcoidosis,  but 
intrathoracic  lesions  are  fairly  well  discussed. 
However,  here  is  also  some  variation  depend- 
ing on  the  extent  of  the  disease,  the  length 
of  time  elapsed  before  effective  treatment 
was  instituted  and  complications  with  other 
diseases  such  ais  tuberculosis,  silicosis,  etc. 
Relapse  after  complete  remission  is  unusual. 
When  the  spread  to  the  lungs  had  already 
occurred  at  the  time  of  recognition  of  the 
disease  in  the  presence  of  hilar  adenopathy, 
the  outlook  was  less  favorable  than  in  pa- 
tients with  hilar  adenopathy  alone.  Approxi- 
mately 60  per  cent  of  treated  patients  im- 
proved and  about  one-half  of  these  recovered 
completely;  about  20  per  cent  remained  un- 
changed, about  10  per  cent  became  gradually 
worse,  whereas  the  remainder  died  under 
treatment.  Sex,  age  and  race  of  the  patient 
and  the  presence  of  ocular  and  cutaneous 
involvement  appeared  to  have  no  clear-cut 
relation  to  the  eventual  outcome. 

CASE  REPORT 

Patient  M.  M.,  a 44-year-old  white  male,  con- 
struction worker,  had  been  having  frequent  colds, 
cough  with  slight  production  of  white  mucus,  loss 
of  8 pounds  in  weight  and  occasional  night  sweats. 
Because  his  step-daughter  had  tuberculosis  he  had 
been  having  frequent  skin  tests  for  tuberculosis 
which  were  all  negative.  His  wife  persuaded  him 
to  go  to  his  doctor,  who  took  a chest  x-ray.  Two 
weeks  later  he  was  informed  by  a Public  Health 
nurse  that  he  had  pulmonary  tuberculosis  and 
was  advised  to  be  hospitalized  at  once.  He  was 
admitted  to  this  local  county  hospital  on  July  12, 
1965.  His  skin  test  was  still  negative  for  tubercu- 
losis and  his  sputum  was  negative  for  acid-fast 
bacteria  on  smear.  A bronchoscopic  examination 
was  done  on  July  20,  1965,  and  was  reported  to 
show  a negative  tracheo-bronchial  tree.  On  July 
14,  1965,  he  was  started  on  streptomycin  (SM), 
isoniazid  (INH)  and  para-aminosalicylic  acid 
(PAS). 

He  was  transferred  to  this  hospital  on  July  28, 
1965.  His  admission  chest  x-ray  (Fig.  1)  showed 
a scattered  fibro-nodular  infiltrate  throughout 
most  of  the  lung  fields  bilaterally.  Sputum  and 
gastric  washes  were  negative  on  smear  and  culture 
for  acid-fast  bacilli.  Skin  tests  were  negative  on 
first  and  second  strengths  of  purified  protein  de- 
rivative (P.P.D.),  and  for  coccidioidin,  histoplas- 
min  and  blastomycin.  Hematology  and  urinalysis 
were  normal. 

On  August  26,  1965,  he  was  seen  by  a consult- 
ing chest  surgeon  who  felt  that  this  was  a case 
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of  pulmonary  sarcoidosis  and  advised  a lung  bi- 
opsy. On  September  22,  1965,  an  exploratory 
thoracotomy  was  done.  There  were  various  sized 
nodular  masses  and  tubercles  with  larger  aggre- 
gates of  tubercles  forming  masses;  these  involved 
all  segments  and  lobes  but  to  a lesser  degree  the 
lower  and  middle  lobe  on  the  right.  Similar  nodules 
were  noted  in  the  parietal  pleura,  pericardium, 
and  diaphragmatic  deflection  of  the  parietal  pleura. 
Biopsy  was  performed  on  the  larger  mass  of  the 
right  upper  lobe  in  the  form  of  a wedge-shaped 
resection.  The  patient  made  an  uneventful  re- 
covery. 

Histologic  examination  revealed  a conglomera- 
tion of  non-caseating  epithelial  tubercles  consist- 
ing of  whorls  of  epithelial  cells  in  the  center  of 
which  are  multinucleated  giant  cells  arranged  in 
clusters  and  in  a ring,  or  horse-shoe  fashion.  The 
surrounding  parenchyma  showed  marked  inter- 
stitial proliferation  and  exudative  reaction  with 
heavy  lymphocytic  and  giant  cell  infiltration. 

After  recovery  from  surgery  this  patient  was 
so  elated  that  he  did  not  have  tuberculosis,  he 
became  so  unusually  anxious  to  go  home  that  he 
could  not  be  convinced  to  remain  for  treatment 
for  sarcoidosis.  The  SM,  INH  and  PAS  were  dis- 
continued at  the  time  of  surgery.  He  was  dis- 
charged on  October  13,  1965,  but  returned  for 
observation  periodically.  He  was  last  seen  on  Nov. 
6,  1967,  at  which  time  his  chest  x-ray  showed  no 
change  of  the  infiltrate  from  the  time  he  was 


Fig.  1.  Chest  x-ray  of  patient  M.  M.,  showing  the 
jibro-nodular  infiltrate  throughout  the  upper  two- 
thirds  of  both  lungs. 


discharged  from  the  hospital.  He  was  making  his 
living  as  a cab  driver  as  he  was  not  able  to  return 
to  his  usual  vocation  because  of  dyspnea  on  moder- 
ate exertion. 


Fig.  2.  Roentgenogram  of  chest  of  another  patient 
with  pulmonary  sarcoidosis  showing  a dense  fib- 
rous infiltrate  with  cavitation  in  the  upper  half  of 
the  right  lung  and  fibrous  infiltration  of  the  upper 
half  of  the  left  lung. 


Fig.  3.  X-ray  of  chest  of  a patient  with  hilar  gland 
sarcoidosis.  The  enlarged  glands  are  barely  visible 
to  the  right  of  the  vertebrae.  The  lungs  do  not 
show  any  disease. 
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Fig.  4.  Lateral  view  of  Fig.  3 showing  the  enlarged 
glands  in  the  middle  of  the  chest. 


Fig.  5.  Chest  x-ray  of  a patient  with  hilar  gland 
sarcoidosis.  The  involved  gland  is  plainly  seen  next 
to  the  hilar  structures  in  the  lower  portion  of  the 
right  lung  field.  The  lungs  are  clear  of  disease. 
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and  in  the  southeastern  portion  of  the  United 
States,  but  rarely  found  throughout  the  re- 
maining portion  of  this  country.  The  etiology 
of  this  malady  is  unknown  but  various  theo- 
ries have  been  proposed,  all  of  which  have 
been  disproved.  It  would  appear,  however, 
that  there  is  some  unknown  endocrine  gland 
system  resulting  in  the  formation  of  this  dis- 
ease. It  involves  people  of  dark  skin  more 
frequently  than  those  with  light  skin  in  the 
United  States,  but  in  Europe  this  does  not 
hold  true.  Although  it  is  seen  in  older  people, 
it  is  most  often  seen  in  the  middle  or  younger 
age  groups.  Almost  every  organ  of  the  body 
is  affected,  but  it  most  frequently  involves 
the  chest  or  the  lungs. 

The  diagnosis  of  sarcoidosis  is  made  on 
the  finding  of  two  of  the  three  criteria,  gen- 
eral system  involvement  compatible  with 
sarcoidosis,  histologic  evidence  of  granuloma 
formation  of  the  sarcoid  type,  and  a positive 
Kveim  test. 

Treatment  of  the  disease  consists  chiefly 
of  cortisone  when  the  disease  is  severe,  or 
progressive,  otherwise  no  treatment  is  indi- 
cated. Of  the  total  number  of  cases  of  sarcoid 
present  throughout  the  entire  population, 
only  a few  terminate  in  death,  some  remain 
disabled  because  of  pulmonary  insufficiency, 
but  many  go  on  to  complete  recovery.  • 
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Fig.  6.  Lateral  view  of  Fig.  5 showing  the  enlarged 
glands  in  the  central  lower  portion  of  the  chest 
indicated  by  the  arrow. 


Summary 

A review  of  recent  literature  has  been 
presented  with  a report  of  one  case  of  sarcoid- 
osis. X-rays  of  the  presented  case  and  chest 
x-rays  of  three  additional  cases  of  sarcoidosis 
are  shown  to  show  some  variations  of  intra- 
thoracic  disease.  Sarcoidosis  is  a common 
disease  in  Europe  and  in  the  eastern  seaboard 
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Breast  cancer— 
the  Bullbrook  discriminant* 


Kenneth  K.  Meyer,  MD,  Sayre,  Pennsylvania 


A biochemical  test  may  predict  the 
patient  likely  to  develop  breast  cancer 
and  the  patient  with  recurrent  cancer  who 
will  respond  to  adrenalectomy  or 
hypophysectomy. 

The  growth  and  spread  of  breast  cancer 
can  be  modified  by  changing  the  hormonal 
characteristics  of  the  patient  through  re- 
moval of  her  ovaries,  adrenals  or  pituitary, 
or  by  giving  her  sex  steriods  or  corticoids. 
Until  recently,  there  was  no  means  to  predict 
response  to  surgical  manipulation  of  the  pa- 
tient’s hormonal  milieu  by  adrenalectomy  or 
hypophysectomy.  However,  the  occasional 
prolonged  regression  after  such  surgery 
caused  the  British  surgeon,  Hayward,  to  ask 
if  the  response  depended  on  the  pre-existing 
production  of  steriods  which  could  be  esti- 
mated through  analysis  of  urinary  steriod 
metabolites.^  Initial  tehnics  were  crude,  but 
later  biochemical  studies  by  Bulbrook  and  his 
associates  at  the  Imperial  Cancer  Research 
Institute  were  correlated  with  the  clinical 
evaluation  by  Hayward  and  his  associates 
and  a “discriminant”  devised  which  evaluat- 
ed the  relationship  between  the  amounts  of 
androgen  metabolites  and  corticoid  met- 
abolites excreted  in  urine  in  24  hours.^  This 
discriminant  is  a means  of  predicting  re- 
sponse of  adrenalectomy  or  hypophysectomy, 

♦From  the  Department  of  Surgery,  Guthrie  Clinic  Ltd., 
Sayre,  Penn.  Presented  at  the  Tenth  Annual  Nevada  Can- 
cer Seminar. 


of  predicting  recurrence  after  mastectomy, 
and  possibly  of  predicting  who  may  develop 
breast  cancer.  Their  research  has  shown  the 
characteristics  of  the  woman  with  breast 
cancer  influence  the  course  of  her  disease, 
and  that,  by  measuring  these  characteristics, 
we  can  plan  therapy  more  effectively. 

Breast  cancer  research  and  therapy  has 
taken  many  dead  ends,  partly  from  misap- 
plication of  otherwise  valid  concepts.  One  of 
these  is  Halstead’s  “cure”  of  breast  cancer 
by  radical  mastectomy.^  The  removal  of  the 
breast,  the  underlying  pectoral  muscles  and 
the  axillary  lymph  nodes  with  a wide  margin 
of  normal  skin,  was  devised  to  eliminate  the 
problem  of  local  recurrence  which  followed 
simple  excision  or  mastectomy.  Because  that, 
of  itself,  improved  the  survival,  surgeons 
came  to  believe  that  radical  mastectomy  to- 
tally rid  the  patient  of  her  cancer.  But  Hal- 
stead himself  held  the  surgeon  responsible 
only  for  the  principle  growth  and  its  axillary 
involvement,  and  felt  that  “the  efficiency  of 
the  operation  is  measured  in  terms  of  local 
recurrence  rather  than  of  ultimate  cure.”  He 
ignored  the  problem  of  internal  recurrence 
because  he  felt  that  it  was  not  the  surgeon’s 
responsibility.  He  spoke  of  local  recurrence 
only.  In  preventing  local  recurrence,  radical 
mastectomy  is  superior  to  the  simple  resec- 
tion, but  in  prolonging  life,  there  may  be  no 
advantage  of  radical  over  simple  mastectomy. 
Knowing  what  the  value  of  the  operations 
are,  we  can  more  readily  define  their  proper 
place  in  the  management  of  the  patient  with 
breast  cancer. 
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Another  problem  has  been  the  idea  that 
estrogens  cause  breast  cancer.  This  developed 
from  Beatson’s  theory  of  a humoral  factor, 
coming  from  the  ovaries,  which  influenced 
breast  cancer  and  which,  by  removal  of  the 
ovaries,  could  produce  regression  of  tumor 
growth  and  prolonged  improvement  in  the 
well-being  of  the  patient.^  Research  effort 
was  concentrated  on  the  study  of  the  hor- 
mones produced  by  the  ovarian  cortex,  it  be- 
ing assumed  that  the  ovarian  stroma  had 
little  function  except  to  support  the  cortex. 
In  the  several  studies  using  natural  and  syn- 
thetic estrogens,  it  has  finally  become  ap- 
parent that  estrogens  alone  do  not  cause 
breast  cancer,  but  are  factors  in  the  main- 
tenance of  the  growth  of  the  tumor  once  it  is 
established.  The  significant  underlying  defect 
in  the  premise  was  the  failure  to  recognize 
the  activity  of  the  ovarian  stroma.  Rice  and 
Savard  demonstrated  that  the  ovarian  stroma 
is  a functional  hormonal  tissue  which  pro- 
duces large  amoimts  of  the  androgen,  andro- 
stenedione,  as  well  as  other  steroids.®  Had 
this  been  recognized  earlier,  the  years  of  ef- 
fort to  establish  estrogen  as  the  cause  of 
breast  cancer  may  have  been  avoided. 

Androstenedione,  the  principal  female 
androgen,  is  produced  in  large  amounts  both 
by  the  ovarian  stroma  and  the  adrenal  cortex.® 
This  common  relationship  between  the  func- 
tion in  the  ovary  and  adrenal  may  explain 
why  a measurement  of  the  relative  levels  of 
androgen  and  corticoid  metabolites  is  useful 
in  the  prediction  of  response  to  adrenalec- 
tomy or  hypophysectomy.  No  clinically  sig- 
nificant differences  in  estrogen  excretion 
have  been  found  in  patients  with  breast  can- 
cer in  several  attempts  to  do  so.  In  part,  this 
reflects  the  difficulty  of  measuring  estrogens 
accurately.  However,  disturbed  androgen 
metabolism,  either  alone  or  in  relation  to 
estrogen  and  corticoid  excretion,  is  probably 
of  major  importance  in  the  growth,  and  per- 
haps in  the  development  of  breast  cancer. 

Bulbrook  and  Hayward  were  the  first  to 
apply  study  of  urinary  steroid  metabolites 
to  the  clinical  care  of  patients  with  recurrent 
breast  cancer.  Their  discriminant  was  de- 
veloped after  statistical  study  of  the  interre- 


lationships of  hormonal  excretion  to  deter- 
mine that  which  gave  the  best  prognostic  fit. 
The  discriminant  is: 

80-80  ( 17-hydroxyco  r t i c o s te  roi  d (mg/24 
hrs)  -|-  etiocholanolone  (/ig/24  hrs) . 

17  hydroxy  corticosteroid  excretion  usually 
varies  between  2-6  mg/24  hrs,  and  etiocho- 
lanolone between  0.8  to  4.9  mg  or  80  to  490 
micrograms  per  24  hours.  The  discriminant  is 
positive  if  etiocholanolone  is  high  in  relation 
to  the  17  hydroxycorticosteroid  output,  and 
negative  if  etiocholanolone  is  low. 

Nearly  all  normal  women  have  a positive 
discriminant,  which  becomes  less  positive 
with  age.  Women  with  recurrent  breast  can- 
cer have  a different  discriminant  than  normal 
women;  few  have  strongly  positive  discrimi- 
nants, more  than  half  have  negative  discrimi- 
nants, some  of  which  are  very  nearly  mirror 
images  of  the  positive  discriminant  present 
normally.  In  a retrospective  study,  Bulbrook 
and  Hayward’'  found  that  women  who  had 
negative  discriminants  did  poorly  after  hypo- 
physectomy and  those  with  positive  discrimi- 
nants responded  well.  To  determine  the  value 
of  this  discriminant  through  a prospective 
study,  they  measured  the  steroids  preop- 
eratively  and  performed  hypophysectomy  on 
those  with  positive  discriminants,  and  adren- 
alectomy on  those  whose  discriminant  was 
negative.  As  can  be  seen  in  Fig.  1,  the  patients 
with  positive  discriminants  had  a 45  per  cent 
regression  rate  with  hypophysectomy,  while 
those  with  negative  discriminants  had  only  a 
7 per  cent  regression  rate.  Conversely,  the 
failure  rate  to  hypophysectomy  was  30  per 
cent  in  those  with  positive  discriminants;  a 
negative  discriminant  was  associated  with  70 
per  cent  failure  rate  to  adrenalectomy.  In  a 
second  trial,  the  patients  with  positive  dis- 
criminants were  treated  by  adrenalectomy, 
and  those  with  negative  by  hypophysectomy. 
The  hypophysectomy  in  patients  with  a nega- 
tive discriminant  resulted  in  a 15  per  cent 
regression  rate,  and  30  per  cent  of  the  pa- 
tients with  positive  discriminants  had  re- 
gression after  adrenalectomy.  In  both  studies, 
the  discriminant  was  a more  efficient  pre- 
dictor of  failure  than  of  success,  as  only  10 
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FIRST  CLINICAL  TRIAL 
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SECOND  CLINICAL  TRIAL 
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Fig.  1.  Comparison  of  results  of  clinical  trials  on 
selection  of  patients  for  endocrine  ablation  by 
means  of  discriminant.  S - Successful  response: 
I - Intermediate  response:  F - Failure.  The  figures 
below  refer  to  the  number  of  patients  in  each 
group.  From  Bulbrook  and  Hayward  in  “Changing 
Concepts  in  Breast  Cancer,”  page  141. 


per  cent  of  those  who  had  negative  discrimi- 
nants had  favorable  responses  to  ablative 
therapy,  but  65  per  cent  failed  to  respond, 
whereas  with  positive  discriminants,  only  45 
per  cent  had  definitely  favorable  response, 
and  27  per  cent  failed  to  respond  to  the  ther- 
apy. The  intermediate  group  consists  of  pa- 
tients who  did  not  do  worse  after  their  op- 
eration but  did  not  achieve  the  objective  evi- 
dence of  regression  that  was  required  for  the 
determination  of  a successful  result. 

The  value  of  the  discriminant  is  enhanced 
if  other  factors  are  considered  as  well.  The 
menopausal  status  of  the  patient  is  quite  im- 
portant, especially  if  the  discriminant  is 
negative,  (Fig.  2).  Twenty  per  cent  of  pre- 
menopausal patients  with  negative  discrimi- 
nants responded  to  ablative  therapy,  but 
none  who  were  immediately  postmenopausal 
or  within  six  years  of  menopause  had  any  re- 


Fig. 2.  Relatioinships  between  menopausal  status 
and  response  to  endocrine  ablation.  The  numbers 
above  the  columns  refer  to  number  of  patients  in 
each  group.  From  Bulbrook  and  Hayward  in 
“Changing  Concepts  in  Breast  Cancer,”  page  142. 


sponse  to  ablative  hormonal  therapy.  Women 
with  negative  discriminants  who  were  more 
than  six  years  postmenopausal  had  a 20  per 
cent  response  rate  to  hypophysectomy  or 
adrenalectomy.  However,  there  was  still  a 
significant  response  rate  to  hypophysectomy 
or  adrenalectomy  in  those  patients  who  were 
from  one  to  six  years  postmenopausal  if  their 
discriminant  was  positive. 

The  period  free  of  disease  following  mas- 
tectomy is  also  of  importance  in  those  with 
negative  discriminants  (Fig.  3),  and  the 
longer  the  free  period  the  less  important  the 
negative  discriminant  becomes.  However,  if 
recurrence  develops  within  24  months  after 
mastectomy,  the  patient  with  a negative  dis- 
criminant is  almost  certain  to  have  no  re- 
gression of  her  disease  after  adrenalectomy  or 
hypophysectomy.  Recurrences  three  or  more 
years  after  mastectomy  frequently  respond 
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favorably  even  though  the  patient  has  a nega- 
tive discriminant. 

These  studies  demonstrate  a clinically 
feasible  method  for  selecting  patients  for 
ablative  surgery  and  avoiding  such  proce- 
dures in  those  who  are  unlikely  to  respond. 


Fig.  3.  Relationship  of  free  period  and  response  to 
endocrine  ablation.  From  Bulbrook  and  Hayward 
in  “Changing  Concepts  in  Breast  Cancer,”  page  143. 
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Fig.  4.  a:  Discriminant  plotted  against  age  in 
normal  volunteers,  b:  Discriminant  plotted  against 
age  in  patients  ten  days  after  mastectomy,  c:  Dis- 
criminant plotted  against  age  in  patients  with  ad- 
vanced cancer  of  breast.  From  “Steroid  Excretion 
in  Early  Breast  Cancer”  by  J.  L.  Hayward,  Brit. 
J.  Surg.  51,  page  224,  1964. 


A negative  discriminant  in  a patient  with  re- 
currence less  than  two  years  after  mastec- 
tomy, or  within  six  years  after  menopause, 
should  preclude  adrenalectomy  or  hypophy- 
sectomy.  From  this,  it  seems  clear  that  de- 
ficiency of  etiocholanolone  excretion,  either 
absolute  or  relative  to  hydroxycorticosteroid 
excretion  is  of  great  prognostic  significance 
in  many  patients  with  recurrent  breast  can- 
cer, at  least  in  regard  to  their  response  to 
ablative  hormonal  therapy. 

Having  measured  the  influence  of  the  de- 
ficiency of  etiocholanolone  excretion  in 
women  with  recurrent  breast  cancer,  Bul- 
brook and  Hayward  next  sought  to  determine 
the  significance  of  this  deficiency  in  patients 
after  radical  mastectomy.®  They  measured  the 
hormonal  excretion  in  their  patients  ten  days 
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after  mastectomy  and  found  that  in  these  pa- 
tients (Fig.  4),  the  pattern  of  the  discrimi- 
nant was  similar  to  that  of  patients  with  re- 
current disease,  and  unlike  that  of  normal 
women.  Less  than  half  of  the  patients  had  a 
positive  discriminant,  and  many  had  very 
negative  discriminant  values.  The  patient 
with  negative  discriminant  had  a poor  prog- 
nosis (Fig.  5).  Within  a year  after  mastec- 
tomy, 35  per  cent  of  patients  who  had  a nega- 
tive discriminant,  developed  recurrent  breast 
cancer,  and  within  three  years  almost  50 
per  cent  had  recurrence  of  their  disease; 
whereas  less  than  20  per  cent  of  those  with  a 
positive  discriminant  had  recurrent  disease. 
F'ive  years  after  mastectomy  78  per  cent  of 
the  patients  with  positive  discriminants  were 
still  free  of  metastatic  disease,  while  only 
slightly  more  than  40  per  cent  of  those  with 
negative  discriminants  were  free  of  disease. 

It  should  be  recognized  that  patients  with 
positive  nodes  or  large  tumors  may  have  posi- 
tive discriminants,  and  those  with  small  tu- 
mors and  no  metastases  may  have  negative 
discriminants.  To  be  sure,  the  patient  with  a 

RECURRENCE  AFTER  MASTECTOMY 
( both  series ) 


■ ■ ‘ ' I 

12  3 4 5 

Years  after  mastectomy 

Fig.  5.  Relation  between  discriminant  and  recur- 
rence after  mastectomy.  From  Bulhrook  and  Hay- 
ward in  “Changing  Concepts  in  Breast  Cancer,” 
page  123. 
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large  tumor  or  axillary  metastases  is  more 
likely  to  have  a negative  discriminant,  but 
the  discriminant  is  a separate  factor  related 
in  some  manner  to  tumor  size  and  axillary 
and  distant  spread.  The  hormonal  imbalance 
of  androgen  and  corticosteroid  excretion  is 
present  at  least  at  the  time  immediately  fol- 
lowing mastectomy,  and  is  a significant  factor 
in  the  probability  of  developing  recurrence, 
and  also  in  response  to  hormonal  therapy. 
Again,  steroid  studies  of  a single  24  hour  urine 
specimen  provide  an  index  as  valuable  as  the 
presence  or  absence  of  axillary  nodes  of  the 
probability  of  recurrence.  Routine  use  of  this 
test  would  aid  in  postoperative  follow-up  of 
all  patients  who  have  had  mastectomy. 

This  evidence  that  the  hormonal  imbal- 
ance was  present  in  women  with  no  clinical 
evidence  of  disease  immediately  after  mastec- 
tomy, is  an  index  that  there  are  at  least  two 
kinds  of  patients  with  breast  cancer;  those 
who  have  a normal  androgen  to  corticoid 
ratio  and  those  whose  tumor  is  unlikely  to 
recur,  but  if  it  does  recur  is  likely  to  respond 
to  hormonal  therapy  by  means  of  adrenalec- 
tomy or  hypophysectomy;  and  a second  group 
with  a disturbed  antrogen  to  corticoid  steroid 
hormonal  pattern  who  are  likely  to  have  early 
recurrence  and  who  are  unlikely  to  respond 
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Fig.  6.  The  weighted  deviations  of  the  individual 
17-OHCS  and  etiocholanolone  values  plotted  as 
coordinates.  The  line  drawn  joining  the  majority 
of  cancer  cases  indicates  their  peripheral  tendency. 
From  Bulbrook  and  Hayward,  Lancet:  I:  page  519, 
1967. 


to  the  ablative  surgical  procedures.  The  next 
logical  thing  was  to  determine  if  these  hor- 
monal abnormalities  existed  in  women  before 
they  developed  breast  cancer  and  to  see  if  a 
group  of  women  could  be  selected  who  were 
likely  to  develop  breast  cancer.  Bulbrook  and 
Hayward  and  their  associates  are  now  study- 
ing 5,000  women  on  the  Isle  of  Gurnsey®.  A 
24  hour  urine  specimen  has  been  collected  on 
these  women  and  these  patients  are  being 
observed  carefully  for  evidence  of  breast  can- 
cer. They  found  that  the  steroid  excretion  of 
many  women  varies  strongly  from  the  mean. 
The  abnormalities  of  urinary  hormonal  ex- 
cretion are  multifactored.  Breast  cancer  de- 
velops in  those  women  who  differ  strongly 
from  the  mean  (Fig.  6). 

It  is  too  soon  to  be  certain  of  the  signifi- 
cance of  this  study,  but  if  all  women  who  de- 
velop breast  cancer  have  urinary  steroid  ex- 
cretions similar  to  those  who  have  developed 
breast  cancer  during  this  study,  then  it  should 
be  possible  to  define  a high  risk  group.  Hor- 
mone evaluation  in  women  with  a family  his- 
tory of  breast  cancer,  a personal  history  of 
thyroid  disease,  diabetes  or  obesity  may  make 
it  possible  to  predict  accurately  which  women 
in  those  groups  are  likely  to  develop  breast 
cancer. 

Discussion 

The  response  of  patients  to  treatment  of 
recurrent  breast  cancer  by  hypophysectomy 
or  andrenalectomy  is  related  to  the  preopera- 
tive endocrine  status.  Other  investigators 
have  extracted  various  androgen  metabolites 
to  reach  conclusions  similar  to  those  of  Bul- 
brook, Hayward  and  their  associates.  Miller 
et  al“  used  a ratio  of  ll-deoxy-17-oxosteroids 
to  17-OHCS.  Wilson  et  al.^^  utilized  the  incre- 
ment in  excretion  in  response  to  ACTH  stim- 
ulation; but  no  studies  have  determined  a 
clinically  distinctive  difference  in  estrogen 
excretion. 

All  have  found  the  time  interval  between 
mastectomy  and  recurrence,  and  the  patient’s 
menopausal  status,  to  be  important  considera- 
tions in  improving  predictive  accuracy  of 
urinary  steroid  excretions. 

These  studies  demonstrate  the  interrela- 
tionship of  the  characteristics  of  the  patient 
and  characteristics  of  her  tumor.  Recurrence 
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usually  comes  rapidly  in  those  with  low 
androgen  to  corticoid  ratios  (their  “host  re- 
sistance” or  “immune  response”  is  poor)  and 
the  disease  is  not  modifiable  by  andrenalec- 
tomy  or  hypophysectomy.  Yet,  should  recur- 
rence be  delayed  (“slow  doubling  time”),  it 
will  respond  to  ablative  surgery.  Conversely, 
the  patient  with  a positive  discriminant  us- 
ually has  delayed  recurrence  that  responds  to 
endocrine  removal,  but  should  it  recur  rapid- 
ly (“fast  doubling  time”),  the  disease  is  still 
likely  to  regress  after  hypophysectomy  or 
adrenalectomy. 

We  probably  shall  be  able  to  modify 
the  patient’s  characteristics  more  effectively 
than  we  can  attack  the  tumor  directly,  and 
further  understanding  of  these  character- 
istics is  leading  us  towards  our  goal  of  cure 
of  cancer  of  the  breast. 


Summary 

Bulbrook,  Hayward  and  their  associates 
have  described  a means  of  predicting  patients 
who  are  likely  to  develop  breast  cancer,  and 
of  selecting  those  women  whose  recurernt 
breast  cancer  will  respond  to  adrenalectomy 
or  hypophysectomy.  Their  discriminant  for 
selection  is  based  on  the  relative  levels  of 
etiocholanolone  and  17  hydroxycorticosteroid 
excretion.  These  studies  are  available  at  ma- 
jor commercial  clinical  laboratories,  though 
not  in  most  hospital  laboratories,  and  can  be 
applied  by  clinicians  in  the  care  of  their  own 
patients. 

Continuing  studies  by  these  and  other  re- 
searchers aid  our  understanding  of  the  inter- 
relationship of  hormonal,  biological  and 
tumor  factors  in  the  course  of  breast  cancer 
in  a particular  patient.  • 
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Uncommon  metastases  from 
cancer  of  the  endolarynx* 

Carlos  E.  Garciga,  MD,  and  Martin  E.  Bischoff,  MD,  Denver 


The  unusual  occurrence  of  skeletal 
and  cutaneous  metastases  from  cancer 
of  the  endolarynx  is  documented.  A brief 
discussion  of  the  role  of  radiotherapy 
and  the  expected  results  in  terms  of 
five-year  survival  rates  are  given. 


Cancer  of  the  endolarynx  with  development 
of  distant  metastases  is  an  uncommon  occur- 
rence. The  authors  have  collected  four  pa- 
tients who  were  so  afflicted.  All  of  these 
manifested  multiple  cutaneous  and/or  skele- 
tal metastases  as  well  as  local  recurrence. 

Definitive  treatment  of  the  primary  le- 
sions is  prescribed  by  Ackerman  and  del- 
Regato*,  Moss®,  and  Lederman'^  according  to 
location  and  extension  of  the  tumor.  Carcino- 
mas of  the  supraglottic  area  are  commonly 
undifferentiated,  radiosensitive  and  radiocur- 
able,  and  usually  voluminous.  Radiotherapy 
is  the  method  of  choice. 

Carcinomas  of  the  subglottic  area  are 
usually  well  differentiated,  less  radiosensi- 
tive and  less  radiocurable  and,  therefore,  best 
treated  by  total  laryngectomy.  However, 
when  the  subglottic  tumors  are  seen  in  an 
early  stage  without  involvement  of  the  carti- 
lages, they  are  best  managed  with  adequate 
radiotherapy.  Surgery  should  be  reserved  for 
extensive  subglottic  lesions,  which,  on  the 
other  hand,  are  followed  not  uncommonly  by 
recurrences  at  the  tracheal  stoma®. 

♦From  the  Department  of  Radiology,  Division  of  Radiation 
Therapy,  University  of  Colorado  Medical  Center,  Denver. 
Dr.  Garciga  was  formerly  Associate  Professor  of  Radiology 
and  Chief,  Division  of  Radiation  Therapy.  He  is  now 
Chief  of  Radiation  Therapy.  V.  A.  Hospital,  Miami,  Florida. 


Treatment  of  glottic  carcinomas  could  be 
considered  by  some  as  more  controversial.  If 
properly  administered,  radiotherapy  effects 
80-85  per  cent  five-year  survival  with  mini- 
mal or  no  speech  impairment,  while  surgical 
removal  should  be  more  effective  in  terms  of 
five-year  survival.  However,  successful  radio- 
therapy results  in  preservation  of  the  func- 
tion of  the  larynx,  while  partial  or  total 
laryngectomy  necessarily  impairs  or  destroys 
the  patient’s  ability  for  normal  speech.  In 
addition,  if  radiation  does  not  result  in  per- 
manent control  of  the  cancer,  surgical  re- 
moval is  applicable  without  diminished 
effectiveness’^. 

After  appraising  the  results  in  600  cases 
of  carcinoma  of  the  larynx.  Smith,  et  al.^®, 
concluded  that  radiotherapy  and  surgery 
were  equally  effective  in  treating  early  le- 
sions. Five-year  survival  in  supraglottic 
lesions  was  87  per  cent,  and  in  glottic,  92 
per  cent.  Results  decreased,  in  terms  of  five- 
year  survival  for  more  advanced  lesions,  to 
a salvage  rate  of  20  per  cent  for  those  extend- 
ing beyond  the  larynx. 

The  four  cases  to  be  presented  represent 
tumors  of  the  endolarynx.  Definitive  therapy 
was  attained  with  surgery  in  two  cases,  radio- 
therapy was  used  in  two. 

CASE  HISTORIES 

Case  1 (J.  B.)  was  a 57-year-old  white  man. 
Squamous  cell  carcinoma  of  the  larynx  was  diag- 
nosed by  biopsy  in  October,  1960.  The  lesion  was 
described  as  being  on  the  left  margin  of  the 
laryngeal  surface  of  the  epiglottis. 

Radiation  therapy  to  the  epiglottis  was  given 
elsewhere  through  opposing  lateral  portals  with 
orthovoltage.  A tumor  dose  of  6200  R was  given 
in  a period  of  43  elapsed  days.  In  June,  1961, 
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Fig.  1,  Case  1 (J.B.)  Aspect  of  the  large,  fungating 
tumor  at  the  time  of  admission  UCMC  (Oct.  2, 
1962). 

Fig.  2,  Case  1 (J.B)  Same  patient  six  months 
after  12,000  rads  via  Co60,  delivered  in  60  elapsed 
days.  At  this  time,  multiple  cutaneous  metastases 
were  already  present. 

Fig.  3,  Case  1 (J.B.)  Osteolytic  metastases,  skull. 
Fig.  4,  Case  1 (J.B.)  Wide  zone  of  destruction, 
ill-defined,  body  of  mandible. 

Fig.  5,  Case  1 (J.B.)  Metastatic  destruction,  lesser 
trochanter  and  neck  of  femur. 

Fig.  6,  Case  1 (J.B.)  Osteolytic  metastasis,  shaft 
of  femur. 


Fig.  7,  Case  2 (B.W.M.)  When  patient  was  first 
seen  at  UCMC  in  August,  1966,  with  multiple  sub- 
maxillary and  neck  nodules. 

Fig.  8,  Case  2 (B.W.M.)  Same  patient  on  Nov.  11, 
1966,  after  several  repeated  radiotherapeutic  at- 
tempts. By  this  time,  multiple  new  nodules  ap- 
peared over  the  chest  wall  and  posterior  aspect 
of  the  neck. 

Fig.  9,  Case  3 (L.Y.)  Destructive  metastatic  lesion 
permeating  the  proximal  tibia. 

Fig.  10,  Case  4 (C.H.S.)  Nov.  5,  1967,  when  patient 
seen  for  the  first  time.  Right  forehead  cutaneous 
metastasis. 
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Fig.  11,  Case  4 (C.H.S.)  Nov.  30, 
1967,  elevated,  well  circumscribed 
skin  nodule  on  the  anterior  aspect 
of  the  right  arm. 

Fig.  12,  Case  4 (C.H.S.)  Nov.  30, 
1967,  big  subcutaneous  mestastatic 
nodule  present  on  the  right  supra- 
scapular region. 

Fig.  13,  Case  4 (C.H.S.)  Destruc- 
tion in  ilium  by  lytic  lesion. 

Fig.  14,  Case  4 (C.H.S.)  Destruc- 
tion in  anterior  iliac  crest  by 
lytic  lesion. 

Fig.  15,  Case  4 (C.H.S.)  Destruc- 
tion of  glenoid  of  scapula  by  lytic 
metastasis.  Proximal  humerus 
also  permeated  by  tumor. 


recurrence  was  suspected  and  a total  laryngectomy 
was  performed;  a persistent  ulcer  was  present  on 
the  posterior  surface  of  the  epiglottis,  but  no 
histologic  evidence  of  malignancy  was  proved. 
Later,  in  February,  1962,  a right  radical  neck 
dissection  was  performed,  and  the  specimen  showed 
metastatic  carcinoma  in  the  internal  jugular  lymph 
nodes. 

Our  introduction  to  this  patient  was  on  October 
2,  1962,  when  he  was  referred  with  a large,  ulcer- 
ated, fungating  mass  occupying  the  right  supra- 
clavicular area  and  measuring  10  cm.  x 11  cm.  x 
5 cm.  (Fig.  1).  Telecobalt  therapy  was  initiated 
on  this  tumor  giving  12,000  rads  surface  dose 
through  a 14  cm.  x 12  cm.  field  in  60  elapsed  days. 
Tumor  response  was  dramatic  as  shown  in  Fig.  2. 

However,  for  the  next  six  months,  new  meta- 
static lesions  appeared  quite  rapidly.  Cutaneous 
metastases  presented  inferior  to  the  jaw  on  both 


sides  and  beneath  the  chin,  at  the  margin  of  the 
supraclavicular  mass,  on  the  right  breast,  the  scalp, 
and  at  the  left  of  the  tracheostomy  stoma.  Bilateral 
axillary  metastases  were  present.  Skeletal  metas- 
tases were  demonstrated  in  the  skull,  mandible, 
femora,  right  iliac  crest,  and  left  clavicle  (Figs. 
3,  4,  5,  6). 

Depending  on  the  location  and  structures  in- 
volved, these  lesions  were  treated  with  a variety 
of  radiation  sources,  such  as  Telecobalt  60,  250 
KVP,  140  KVP,  Phillips  Contact-45  KVP,  Derma- 
dex  100  KVP  and  a Strontium  90  applicator.  The 
patient  expired  in  April,  1963. 

Case  2 (B.W.M.):  On  a 58-year-old  white  male 
physician  in  1963,  direct  and  indirect  laryngoscopy 
demonstrated  a 6 mm.  elevated,  fungating  growth 
on  the  left  aryepiglottic  fold  extending  downward 
over  the  medial  wall  of  the  pyriform  sinus.  A 
partially  fixed  mass  measuring  3 cm.  x 5 cm.  x 
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6 cm.  was  found  over  the  left  sternocleidomastoid 
muscle.  Biopsy  of  the  laryngeal  tumor  showed  a 
poorly  differentiated  squamous  cell  carcinoma. 

Since  the  patient  refused  surgery,  Telecobalt- 
therapy  was  administered  elsewhere.  In  40  elapsed 
days  a midline  tumor  dose  of  6475  rads  was 
given  through  a 9 cm.  x 8 cm.  left  lateral  por- 
tal and  a 7 cm.  x 8 cm.  right  lateral  portal. 
Two  weeks  after  completion  of  radiotherapy,  a 
left  radical  neck  dissection  was  done.  In  February, 

1965,  recurrence  in  the  pyriform  sinus  necessitated 
total  laryngectomy,  which  was  then  accepted.  In 
June,  1965,  a recurrence  on  the  posterior  pharyn- 
geal wall  was  treated,  also  elsewhere,  with  an 
intra-oral  cone  and  140  KVP  apparatus.  A dose  of 
5805  rads  was  achieved  in  53  elapsed  days. 

Subsequently,  numerous  metastatic  lesions  ap- 
peared at  intervals  disseminated  in  the  subcu- 
taneous tissue  around  the  surgical  scar  and  in  the 
left  neck  and  enlarged  cervical  lymph  nodes  de- 
veloped in  the  right  neck.  All  these  lesions  were 
treated  subsequently  with  radiation.  In  March, 

1966,  a surgical  excision  of  scar  and  adjacent  skin 
was  performed  with  repair  by  a split- thickness 
skin  graft. 

When  first  seen  by  us  in  August,  1966,  the 
patient  had  multiple  raised,  red,  skin  nodules  in 
the  surgical  scars  of  the  left  neck.  Cutaneous 
metastases  were  present  on  the  left  upper  anterior 
thorax,  on  the  left  posterior  neck,  beneath  the 
chin,  and  in  the  submaxillary  region  (Fig.  7). 
Radiation  therapy  again  was  started  using  250 
KVP  machine  to  the  posterior  aspect  of  the  neck, 
and  Phillips  Contact  Unit  (45  KVP)  to  those  small 
superficial  lesions  over  the  chin,  thorax  and  left 
neck.  This  therapy  was  continued  until  November, 
1966,  with  very  poor  results  at  which  time  chemo- 
therapy was  given  (Fig.  8).  The  patient  expired 
in  June,  1967. 

Case  3 (L.Y.)  was  a 56-year-old  white  man 
admitted  the  first  time  through  the  emergency 
room  in  acute  respiratory  distress.  An  emergency 
tracheostomy  was  done  passing  through  an  ap- 
parent huge  laryngeal  mass.  Direct  laryngoscopy 
revealed  an  extensive  tumor  which  diffusely  in- 
volved the  false  cords,  ventricles,  and  true  cords. 
In  November,  1964,  total  laryngectomy  was  done, 
and  histology  revealed  squamous  cell  carcinoma. 

In  March,  1965,  the  patient  was  referred  from 
the  ENT  Department  to  Radiotherapy  with  bi- 
lateral cervical  lymphadenopathy  and  an  exophytic 
tumor  involving  the  tracheostomy  site.  Radiation 
therapy  began  March  17,  1965. 

Telecobalt  therapy  was  directed  to  the  tracheal 
stoma.  A tumor  dose  of  4150  rads  was  given  in 
36  elapsed  days  with  excellent  response.  Approxi- 
mately four  months  later,  the  patient  returned  for 
treatment  of  rapidly  growing  cervical  lymphade- 
nopathy. During  this  second  course  of  therapy, 
skeletal  metastases  first  became  apparent  (Fig.  9). 
A large  lytic  metastasis  in  the  left  proximal  tibia 
was  biopsied,  and  squamous  cell  carcinoma  was 
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present.  Subsequently,  lymphadenopathy  devel- 
oped in  the  right  and  left  submandibular  areas, 
left  axilla,  and  in  the  right  supraclavicular  fossa. 
The  patient  expired  in  March,  1966. 

Case  4 (C.H.S.):  In  1965  this  45-year-old  white 
man  underwent  total  laryngectomy  and  bilateral 
radical  neck  dissection  for  an  ulcerative  lesion  of 
the  right  false  and  true  cord  which  had  extended 
into  the  ventricle  and  anteriorly  across  to  the  left. 
Bilateral  lymphadenopathy  was  present.  A poorly 
differentiated  squamous  cell  carcinoma  of  the  true 
cords  was  diagnosed  histologically. 

In  May,  1967,  a left  upper  lung  lobectomy  was 
carried  out  for  a solitary  mass  considered  histo- 
logically to  be  metastatic  from  the  larynx.  At  the 
same  time,  left  hilar  lymph  nodes  were  removed 
but  found  to  be  negative  for  malignancy. 

Cutaneous  metastases  first  appeared  in  July, 
1967,  but  chemotherapy  was  attempted  due  to  the 
multiplicity  of  the  lesions.  When  first  seen  in  the 
Radiotherapy  Division  in  November,  1967,  cu- 
taneous metastases  were  present  on  the  right  fore- 
head (biopsy  proved),  posterior  right  shoulder, 
right  arm,  right  upper  anterior  thigh,  and  right 
abdomen  (Fig.  10).  Lytic  metastases  were  demon- 
strated in  the  pelvis  and  left  scapula  and  left 
sixth  rib. 

Numerous  portals  were  employed  to  irradiate 
the  several  cutaneous  masses  as  well  as  the  bone 
lesions.  Treated  tumors  regressed  and  pain  lessened 
considerably.  However,  new  metastases  appeared 
over  the  left  mandible  and  right  wrist,  near  the 
conclusion  of  the  treatment.  The  patient  is  still 
living,  but  with  obvious  disseminated  disease. 

Discussion 

It  is  generally  accepted  that  in  the  usual 
course  of  uncontrolled  cancer  of  the  endo- 
larynx,  extension  of  the  tumor  is  local.  The 


tumor  may  invade  or  obstruct  vital  structures 
within  the  anatomical  limits  of  the  larynx 
or  metastasize  to  cervical  lymph  nodes.  Death 
usually  intervenes  before  tumor  growth  in 
more  distant  parts  of  the  body  becomes  evi- 
dent. 

Presentation  of  four  patients  with  cuta- 
neous and/or  skeletal  metastases  from  laryn- 
geal cancer  is  made  to  acquaint  radiothera- 
pists with  this  unusual  occurrence.  Dissemi- 
nation of  metastases  in  these  patients  was 
rapid  and  widespread,  as  is  more  commonly 
seen  from  tumors  originating  in  other  organs, 
e.g.,  breast,  prostate,  kidney  and  intestines. 
In  our  patients,  lesions  appeared  more  rapidly 
than  effective  treatment  could  be  accom- 
plished. 

This  number  of  patients  is  too  small  to 
allow  evaluation  of  the  role  that  definitive 
therapy  may  or  may  not  have  had  in  the 
ultimate  outcome.  However,  it  is  worthy  of 
comment  that  the  two  patients  who  had  radi- 
cal surgery  also  had  extensive  supraglottic 
involvement.  Radiotherapy  as  the  initial 
method  of  treatment  is  preferable.  Further 
salvage  of  patients  is  then  possible  by  surgical 
removal  of  the  larynx,  if  and  when  indicated. 
This  approach  to  treatment  necessitates  close 
observation  during  the  early  and  intermedi- 
ate post-irradiation  period,  and  prohibits  pro- 
crastination if  there  is  clinical  evidence  of 
tumor.  • 
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Intensive  care 
for  newborns* 


L.  Joseph  Butterfield,  MD,  Denver 


The  AMA-sponsored  First  International 
Conference  on  Prematurity,  received  this 
enthusiastically,  especially  the  ^^Perinatal 
Distress  Registry”  concept.  It  is  of  regional 
importance  in  this  section  of  the 
United  States. 


Among  the  instructions  to  the  speakers  for 
this  First  International  Conference  on  Pre- 
maturity was  the  suggestion  to  emphasize 
modern  or  experimental  approaches  to  new- 
born care.  It  was  also  suggested  that  speak- 
ers describe  programs  specific  to  their  ex- 
perience and  local  area.  I have  interpreted 
these  instructions  literally  and  take  pleasure 
in  presenting  certain  features  of  newborn 
care  in  Colorado  and  in  conducting  a verbal 
tour  of  the  Newborn  Center  of  the  Denver 
Children’s  Hospital.  Time  does  not  permit 
discussion  of  the  specific  medical  and  sur- 
gical problems  that  we  see  in  this  unit  but 
only  a brief  introduction  to  the  Newborn 
Center  and  how  it  relates  to  Colorado  and  the 
Rocky  Mountain  region. 

* Presented  at  the  American  Medical  Association’s  “First 
International  Conference  on  Prematurity”  in  Fort  Lauder- 
dale, Florida,  on  January  13,  1968.  The  author  is  Director 
of  the  Newborn  Center,  Children’s  Hospital,  Denver. 


Colorado  is  a big  state  with  a low  popu- 
lation density.  Ninety  per  cent  of  the  popu- 
lation lives  in  a 20  mile-wide  strip  that 
meanders  along  the  east  face  of  the  Rocky 
Mountains  from  Wyoming  to  New  Mexico. 
Colorado  babies  are  born  in  93  hospitals. 
During  a five  year  period  only  six  of  these 
institutions  averaged  2,000  or  more  deliveries 
per  year  and  69  hospitals  delivered  fewer 
than  500  babies  each  year.  Such  a dispersion 
of  obstetric  activity  logically  raises  questions 
about  the  hazards  of  small  obstetrical  serv- 
ices. Since  this  is  a prevalent  bias  in  medical 
thinking,  I have  been  following  the  neonatal 
mortality  of  Colorado  infants  by  hospital  of 
b'rth  for  several  years  with  the  Vital  Statis- 
tics Division  of  the  Colorado  State  Depart- 
ment of  Public  Health.  Based  on  214,000  live 
births  from  1961  through  1965,  the  neonatal 
mortality  in  the  69  small  hospitals  is  lower 
than  it  is  in  24  larger  hospitals  except  in  the 
six  hospitals  delivering  in  excess  of  2,000 
babies  per  year.  In  addition,  preliminary 
perinatal  mortality  figures  for  three  con- 
secutive years  suggest  that  perinatal  mor- 
tality is  also  higher  in  the  larger  hospitals. 
For  several  years  maternal  mortality  in  Colo- 
rado has  been  below  the  national  average. 
In  1966  only  four  mothers  were  lost,  a ma- 
ternal mortality  of  1.1/10,000  live  births. 
These  three  bits  of  statistical  background  are 
presented  to  suggest  that  Colorado  is  seeing 
certain  favorable  trends  in  the  care  of  moth- 
ers and  newborns  based  on  earlier  recogni- 
tion of  maternal  and  neonatal  problems  and 
judicious  transfer  to  regional  referral  hos- 
pitals. With  combined  emphasis  on  positive 
relationships  between  practicing  physicians 
and  between  private  hospitals,  we  hope  to 
see  our  vital  statistics  in  maternal  and  child 
care  take  a proud  position  among  these  50 
states. 

The  neonatal  gap 

However,  some  of  our  vital  statistics  have 
not  been  sources  of  state  pride;  in  1963,  Colo- 
rado ranked  32nd  in  the  nation  in  infant  mor- 
tality. With  the  exception  of  the  Premature 
Infant  Center  at  the  University  of  Colorado 
Medical  Center,  there  was  not  a single  fa- 
cility in  Colorado  which  was  concerned  with 
intensive  care  for  newborns.  About  this  time. 


for  October  1968 


65 


Children’s  Hospital  in  Denver  was  consider- 
ing the  activation  of  a Premature  Infant  Cen- 
ter. On  taking  a second  look  at  the  needs  for 
newborn  care  in  Colorado,  it  became  apparent 
that  a considerable  gap  in  medical  attention 
existed.  Sick  newborns  who  weighed  more 
than  2500  grams  were  generally  excluded 
from  the  Premature  Infant  Center  because 
of  the  strict  admission  policies.  They  were 
also  unwelcome  in  the  busy  nurseries  of  the 
general  hospitals  who  were  primarily  con- 
cerned with  well  babies.  The  result  was  that 
sick  newborns  often  became  the  awkward 
patients  on  the  pediatric  service  of  the  gen- 
eral hospital. 

Two  forces  then  led  to  the  establishment 
of  the  Department  of  Neonatology  and  the 
Newborn  Center  at  Denver  Children’s  Hos- 
pital. One  was  the  recognition  that  a gap  in 
neonatal  services  existed;  the  other,  more 
external,  force  was  the  mounting  academic 
interest  in  the  newborn  infant  and  the  in- 
creasing need  to  recognize  this  in  a balanced 
pediatric  residency  program. 

The  newborn  center 

The  Newborn  Center  became  a function- 
ing service  on  February  1,  1965.  The  purposes 
of  the  Newborn  Center  were  and  continue 
to  be; 

1.  To  provide  an  intensive  care  unit  for 
sick  newborns  from  the  Rocky  Mountain  re- 
gion. 

2.  To  provide  an  academic  setting  in  which 
physicians  and  nurses  at  all  levels  of  training 
and  experience  could  learn  to  provide  better 
newborn  care  and  to  recognize  the  ways  to 
utilize  a regional  newborn  center.  Also,  to 
foster  local  and  regional  educational  pro- 
grams based  on  newborn  care. 

3.  To  provide  an  environment  to  which 
investigators  might  bring  their  questions 
about  perinatal  problems  and  pursue  their 
research  interests  unhampered  by  patient 
care  responsibilities. 

4.  To  achieve  these  goals  within  the  phil- 
osophical framework  of  a private  hospital 
with  an  open  staff  of  private  physicians. 

The  map 

As  one  enters  the  Newborn  Center,  he  is 
confronted  by  a 4’  x 5’  map  of  the  State  of 
Colorado.  Th's  colorful  map  serves  many 


purposes.  First  it  acquaints  visitors  from 
throughout  the  country  with  the  interesting 
terrain  of  Colorado.  Second,  it  introduces 
the  interns,  residents,  and  fellows  to  the  com- 
munities of  the  state.  Third,  it  can  be  a reas- 
suring experience  for  the  parent  of  a small 
infant  with  a birth  defect  from  Toonerville, 
Colorado,  to  know  that  we,  too,  are  aware  of 
where  the  baby  lives.  It  is  also  helpful  in 
the  planning  of  the  discharge  of  an  infant 
when  it  will  be  necessary  to  coordinate  his 
care  with  the  Public  Health  Nurse  or  the 
Social  Worker  in  a distant  county  of  Colorado. 

Perinatal  distress  registry 

Across  the  aisle  from  the  Nurses  Station 
is  a blackboard  on  which  may  be  seen  the 
dregs  of  an  earlier  lecture  during  the  course 
of  teaching  rounds  of  the  details  of  the  preg- 
nancy of  a woman  who  might  give  birth  to 
a high  risk  infant  and  whose  admission  to 
the  Newborn  Center  is  anticipated.  This 
early  warning  about  possible  problem  babies 
is  not  only  a demonstration  of  obstetric  and 
pediatric  cooperation,  but  is  an  interesting 
teaching  device  in  that  the  diagnostic  and 
therapeutic  possibilities  of  the  anticipated 
infant  can  be  discussed  long  before  the  infant 
arrives.  The  net  result,  of  course,  is  better 
care.  Obstetricians  and  general  practitioners 
throughout  the  region  are  encouraged  to 
participate  in  this  perinatal  distress  registry 
whenever  there  is  a likelihood  that  the  fetus 
under  their  care  may  come  to  the  Newborn 
Center. 

Early  ambulation 

When  such  a baby  is  delivered  in  one 
of  93  hospitals  in  Colorado  and  it  is  neces- 
sary to  transport  him  to  the  Newborn  Center, 
preliminary  planning  has  already  been  done 
to  expedite  the  transfer.  If  the  baby  is  born 
in  one  of  the  nearby  general  hospitals  which 
collectively  deliver  6,000  babies  each  year, 
the  baby  is  brought  to  the  Newborn  Center 
in  a heated  transport  incubator  in  either  an 
ambulance  or  a private  car.  When  the  baby 
is  bom  in  a more  distant  hospital,  air  trans- 
portation can  be  utilized.  Through  previous 
planning  with  charter  a.r  services  and  com- 
mercial air  carriers  who  serve  the  region, 
it  is  possible  to  fly  infants  from  throughout 
the  Rocky  Mountain  region  as  well  as  the 
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plains  area  into  the  Newborn  Center  in  a 
matter  of  hours  and  with  a minimum  of  delay 
in  arrangements. 

Patient  roster 

On  the  wall  of  the  central  Nurses  Sta- 
tion is  a 3’  X 4’  lined  plastic  chart  which  serves 
as  an  instant  information  source.  The  name 
of  every  infant  in  the  Newborn  Center  ap- 
pears on  this  wall  chart  as  does  his  location, 
his  working  diagnosis  and  other  pertinent 
vital  statistics  and  laboratory  data.  This  open 
recording  system  has  several  advantages  of 
communication  among  the  housestaff  and 
the  nurses.  It  also  informs  each  physician 
who  enters  the  Newborn  Center  of  the  na- 
ture of  the  problems  of  all  of  the  infants  in 
residence.  This  has  an  educational  overtone 
which  ;s  appreciated  by  the  physicians  on 
the  staff.  It  also  has  an  interesting  effect 
on  the  parents  in  that  they  can  see  that  we 
are  all  talking  about  the  same  diagnosis  in 
a very  open  fashion.  To  date,  no  parents  has 
objected  to  the  legitimate  diagnosis  of  their 
infant  appearing  on  this  wall  chart. 
Mothering-in 

As  soon  as  the  condition  of  the  patient 
permits,  mothers  are  brought  into  immediate 
contact  with  their  infants.  This  early  involve- 
ment of  mothers — and  fathers — in  the  care  of 
their  sick  infants  is  both  an  educational  effort 
and  possibly  a measure  of  prevention  in  help- 
ing parents  work  through  a time  of  fear  and 
frustration. 

Educational  activity 

Educational  activity  in  the  Newborn  Cen- 
ter and  that  sponsored  by  the  Department  of 
Neonatology  comes  in  several  forms.  For  the 
sake  of  brevity  they  are  listed: 

1.  Attending  Staff  Teaching  Rounds  are 
made  daily  by  members  of  the  hospital  staff. 

2.  Neonatology  Rounds  is  a weekly  con- 
ference oriented  to  a patient  from  the  New- 
born Center. 

3.  Resident  Grand  Rounds  are  held  week- 
ly and  are  occasionally  based  on  material 
from  the  Newborn  Center. 

4.  Pediatric  Grand  Rounds  are  held  week- 
ly for  the  pediatric  community.  These  rounds 
alternate  between  Denver  Children’s  Hospital 
and  the  University  of  Colorado  Medical  Cen- 
ter. 


5.  The  Aspen  Conference  on  the  Newborn, 
an  annual  conference  sponsored  by  the  De- 
partment of  Neonatology,  has  attracted  phy- 
sicians with  an  interest  in  perinatal  problems 
from  the  United  States  and  Canada. 

6.  Maternal  and  Child  Health  Conferences 
have  been  offered  to  the  nursing  community 
each  month,  presenting  a regularly  scheduled 
postgraduate  session  for  nurses  from  Colo- 
rado. Subject  matter  from  the  maternal  and 
child  health  area  was  presented  by  physi- 
cians, nurses,  public  health  officials  and  social 
service  workers. 

7.  Baby-Watching  posters  have  been  de- 
veloped from  the  earlier  examples  of  pe- 
diatric surgeons  and  have  been  provided  to 
regional  hospitals  as  educational  stimuli.  We 
have  included  a list  of  danger  signs  that  may 
be  important  for  all  nursery  personnel  to 
consider  as  they  watch  the  babies  in  their 
nurseries. 

8.  Telemeeting  or  a telephone  hookup  to 
bring  Pediatric  Grand  Rounds  to  regional 
hospitals  was  initiated  in  1967  when  physi- 
cians in  Cheyenne,  Wyoming,  Colorado 
Springs,  Colorado  and  Durango,  Colorado, 
listened  to  a discussion  of  fetal  malnutrition 
and  viewed  the  slide  material  presented. 

In  each  of  these  educational  programs, 
considerable  effort  has  been  made  to  bring 
the  obstetrician,  the  pediatrician,  the  general 
practitioner,  and  the  nurse  into  a free  ex- 
change of  information  centering  on  perinatal 
problems. 

Research  activity 

Research  activity  in  the  Newborn  Center 
is  coordinated  with  established  regional  in- 
vestigators and  their  valuable  laboratory 
support.  The  heavy  flow  of  case  material 
offers  many  research  potentials.  Also,  the 
unique  case  may  open  the  door  to  a wider 
clinical  research  experience  than  the  single 
case  would  allow. 

An  example  of  the  latter  situation  was  the 
19-day-old  infant  with  Western  Encephalitis. 
The  diagnosis  was  suspected  on  clinical 
grounds  and  established  by  serologic  means 
through  the  cooperation  of  the  Colorado  State 
Health  Department  and  the  United  States 
Public  Health  Service  Arbovirus  Laboratory. 
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This  advertisement  for  TAO®  (tri- 
acetyloleandomycin),  published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . and 
emphasized  thatthedrug  is  “forthe 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen*  in  the  hospital.  *Staphy- 
lococcus  aureus.” 

We  emphasize  that  triacetylole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic.  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline have  a similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
priorto  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.B.ROERIO  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 

23S  EAST42nd  STREET 
NEW  YORK,  N.Y.  10017 


TAO®(lriacetylolean(lomycin) 

Brief  Summary 

INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  V\/hen  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 

J.B.ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.10017 


This  case  led  us  to  10  others  in  young  in- 
fants from  the  river  basins  of  Colorado.  We 
have  located  all  of  them  and  have  been  fol- 
lowing their  subsequent  neurologic  and  de- 
velopmental progress  for  the  past  two  years. 
Most  of  these  infants  have  neurologic  seque- 
lae and  developmental  retardation  of  varying 
degrees. 

Other  projects  that  have  been  based  upon 
Newborn  Center  patients  and  which  were 
done  in  cooperation  with  neighboring  insti- 
tutions and  agencies  include; 

1.  Immunoglobulins  in  the  saliva  of  post- 
exchange newborns;  with  the  Allergy  Divi- 
sion of  the  University  of  Colorado  Medical 
Center. 

2.  Autohemolysins  in  the  neonate  with 
AO  hemolytic  disease;  with  the  Pediatric  De- 
partment of  the  University  of  Colorado  Medi- 
cal Center. 

3.  Hematologic  studies  in  infants  follow- 
ing intrauterine  transfusion;  with  the  Path- 
ology Department  of  the  Presbyterian  Medi- 
cal Center. 

4.  The  effect  of  altitude  on  the  incidence 
of  “prematurity;”  with  the  Vital  Statistics 
Division  of  the  Colorado  State  Department  of 
Public  Health. 

The  new  horn  center,  1965-1967 

In  the  first  11  months  of  operation,  521 
infants  were  referred  to  the  Newborn  Cen- 
ter. They  came  from  the  Denver  metropoli- 
tan area,  from  hospitals  throughout  the  State 
of  Colorado  and  from  five  surrounding  states. 
The  challenges  they  presented  ranged  from 
simple  feeding  problems  through  the  gamut 
of  atypical  gestation,  birth  defects,  metabolic 
disorders  and  surgical  emergencies  that  might 
be  expected  in  such  a population  of  newborns. 
Incidentally,  they  represented  nearly  two 
per  cent  of  the  total  newborn  population  in 
the  State  of  Colorado.  In  1966,  the  number 
of  admissions  increased  to  604  and  has  grad- 
ually increased  through  out  1967. 

The  majority  of  these  babies  are  the  pri- 
vate patients  of  pediatricians,  general  prac- 
titioners and  surgeons  on  the  staff  of  Chil- 
dren’s Hospital.  'Those  patients  with  inade- 
quate insurance  coverage  or  insufficient 
means  to  cover  the  cost  of  hospital  care  may 
be  assigned  to  the  staff  service  under  the  care 
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of  the  attending  physician.  All  patients  are 
worked  up  and  followed  by  the  interns,  resi- 
dents and  fellows  on  the  Newborn  Center. 
This  service  is  a popular  one  with  the  house- 
staff  because  of  the  challenges  offered  the 
high  percentage  of  service  patients  and  the 
relatively  greater  responsibility  in  patient 
care. 

The  Newborn  Center  is  directed  by  a full- 
time neonatologist  who  coordinates  the  pa- 
tient care,  the  educational  programs  and  the 
research  activity  in  the  area.  Since  the  ma- 
jority of  patients  are  cared  for  by  private  phy- 
sicians, this  coordinating  activity  is  an  es- 
sential function  which  allows  the  unit  to  ap- 
proach its  basic  goals  in  service,  education, 
and  research. 

In  the  1966  American  Medical  Association 
National  Conference  on  Infant  Mortality,  Dr. 
William  Tooley  proposed  that  all  deliveries 
should  be  concentrated  in  regional  hospitals 
— and  that  5,000  deliveries  per  year  should  be 
the  level  of  obstetrical  activity  needed  to 
support  a newborn  intensive  care  unit. 

In  1966,  there  were  34,899  births  in  Colo- 
rado. Six  thousand  two  hundred  and  ninety- 
nine  of  these  births  occurred  in  four  hospitals 
within  a few  blocks  of  Children’s  Hospital, 


in  what  we  now  refer  to  as  the  Hospital  Park 
of  Denver.  Another  14,778  births  occurred  in 
another  19  hospitals  in  the  five  county  metro- 
politan area.  These  19  hospitals  are  less  than 
60  minutes  from  Denver  Children’s  Hospital. 
Thus,  21,077  newborn  infants,  or  60  per  cent 
of  the  entire  state  newborn  population  of 
Colorado  has  quick  and  easy  access  to  the 
Newborn  Center. 

Close  cooperation  between  hospital  staffs 
and  the  desire  among  administrators  and 
boards  to  increase  the  efficiency  of  service 
through  improved  utilization  makes  the  New- 
born Center  of  Children’s  Hospital  a timely 
example  of  inter-hospital  cooperation.  Pe- 
diatricians and  General  Practitioners  from 
these  nearby  services  have  increasingly  ac- 
cepted this  emergency  oriented  service  of 
the  Newborn  Center  and  rely  less  and  less  on 
the  general  hospital  for  sick  newborn  care. 
Similarly,  obstetricians  facing  a management 
problem  in  gestation  frequently  call  the  New- 
born Center  to  alert  the  staff  of  the  problem 
as  they  contact  the  pediatrician  who  will  at- 
tend the  delivery.  Th:‘s  is  progress.  With  at- 
titudes in  the  community  that  have  generated 
these  early  steps  toward  improved  hospital 
efficiency,  we  foresee  even  better  care  ahead 
for  all  Colorado  newborns.  • 


SUITABLE  MUSIC  FOR  VARIOUS  MEDICAL  SPECIALISTS: 

“Heartaches” — cardiologists 
“I  Cried  for  You” — pediatricians 
“I  Cover  the  Water  Front” — urologists 
“Baby,  It’s  Cold  Outside” — obstetricians 
“Me  and  My  Shadow” — radiologists 
“Sleep,  Sleep,  Sleep” — anesthesiologists 
‘Maybe  I’m  Right  and  Maybe  I’m  Wrong” — diagnosticians 
“Anything  You  Can  Do,  I Can  Do  Better” — general  practitioners 
“South  of  the  Border” — proctologists 
“Mack  the  Knife” — surgeons 

“You  Tell  Me  Your  Dreams  and  I’ll  Tell  You  Mine” — psychiatrists 
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Prepared  by  Alan  E,  Lindsay,  MD,*  Salt  Lake  City 


Fig.  1.  This  rhythm  strip  was  obtained  24  hours  after  admission  with  a bipolar  chest  lead  on  a 69-year- 
old  white  male  admitted  to  the  hospital  with  chest  pain  and  rapid  irregular  rhythm.  On  admission  he  was 
found  to  have  atrial  fibrillation  with  occasional  ventricular  premature  beats  and  was  given  1.2  mgs.  of 
Digitoxin  orally.  Serial  electrocardiograms  and  enzyme  studies  did  not  confirm  the  presence  of  acute 
myocardial  infarction  and  it  was  presumed  that  he  had  an  episode  of  coronary  insufficiency  due  to  the 
rapid  ventricular  rate. 


Description.  This  is  a “supraventricular”  tachy- 
cardia with  a regular  heart  rate  of  130.  No  evi- 
dence of  atrial  activity  can  be  positively  identi- 
fied. There  would  be  three  possibilities: 

1.  Sinus  tachycardia  with  the  P-wave  super- 
imposed on  the  preceding  T-wave. 

2.  AV  nodal  tachycardia  with  retrograde  P- 
waves  superimposed  on  each  QRS  complex 
(so-called  “mid-nodal  rhythm.”) 

3.  Atrial  flutter  with  2:1  block. 


What  is  the  rhythm?  An  important  therapeutic 
decision  must  be  made.  If  this  is  an  AV  nodal 
tachycardia  it  might  be  a manifestation  of  digitalis 
toxicity  and  further  administration  of  digitalis 
would  be  in  error.  If  it  is  atrial  flutter,  then  more 
digitalis  is  indicated.  From  this  strip  alone  a 
definitive  diagnosis  cannot  be  made,  but  a very 
simple  bedside  maneuver  can  easily  show  us  what 
the  rhythm  is.  (Answer  on  page  89) 
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a stuffy  nose 
is  no 

laughing  matter 


Trademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 


Contraindicatioris : Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodena! 
or  bladder  neck  obstruction. 


Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

Note.The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  1“' 
uptake;  discontinue  ‘Ornade'  one  week  before 
these  tests. 


Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported, 
Supplied  : Bottles  of  50  capsules. 
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Smith  Kline  & French,  Laboratories 


Management  of  snake  bite  injuries 

Daniel  T.  Teitelbaum,  MD, 

Physician’s  Poison  Consultation  Service, 
Denver,  Colorado 

The  correct  management  of  snake  bite  injuries 
has  been  open  to  debate  for  some  time.  However, 
it  is  quite  clear  that  at  the  present  time,  the  only 
appropriate  therapy  is  the  prompt  administration 
of  an  adequate  amount  of  polyvalent  Crotalid 
antivenin.  Any  other  measures  which  are  taken 
prior  to  or  concomitant  with  the  administration  of 
antivenin  are  merely  supportive  or  delaying  tac- 
tics and  cannot  be  relied  upon  to  provide  defini- 
tive therapy. 

Popular  first  aid  measures  such  as  incision  and 
suction  on  the  wound  must  be  regarded  with  sus- 
picion. Studies  performed  at  the  Bronx  Zoo  have 
shown  that  unless  incision  and  suction  is  carried 
out  within  five  minutes  of  the  bite,  the  portion 
of  poison  removed  is  so  small  that  it  is  of  no  value. 
The  use  of  a tourniquet  placed  above  a bite  is  of 
doubtful  value,  since  the  spreading  factors  in  the 
venom  allow  the  dissemination  of  the  venom 
whether  a tourniquet  is  in  place  or  not.  If  a 
tourniquet  is  employed,  it  should  not  be  applied 
more  tightly  than  that  required  to  stop  lymphatic 
flow.  Frequently,  tourniquets  are  applied  so  tight- 
ly that  they  obstruct  arterial  flow  and  the  result 
is  the  development  of  ischemia  in  the  part  af- 
fected, which  adds  ischemic  injury  to  the  toxic 
effect  of  the  snake  bite. 

Cryotherapy  or  the  application  of  ice  to  the 
bitten  part  was  popular  for  about  ten  years  and 
was  widely  employed  by  the  armed  services  in 
the  management  of  snake  bite.  In  recent  years, 
however,  it  has  become  obvious  that  this  does  not 
significantly  decrease  the  morbidity  or  mortality 
from  snake  bite.  If  employed  improperly,  that  is, 
if  the  ice  is  allowed  to  remain  in  contact  with  the 
part  for  an  excessive  period  of  time,  cold  injury 
may  be  added  to  the  snake  bite  injury  already 
present. 

Bearing  these  principles  in  mind,  the  proper 
treatment  of  snake  bite  should  be  as  follows: 

1.  The  patient  should  be  transported  forthwith 

to  the  nearest  physician  for  the  administration  of 
antivenin.  If  an  incision  and  suction  kit  is  avail- 
able and  can  be  employed  within  the  first  five 
minutes  after  the  bite  occurs,  it  should  be  em- 
ployed. If  a tourniquet  is  placed,  it  should  not 


be  tightened  beyond  the  very  loosest  pressure  re- 
quired to  obstruct  lymphatic  return.  Ice  may  be 
employed  for  a brief  period  of  time  to  control  pain 
until  the  patient  reaches  a physician.  Upon  reach- 
ing a physician,  the  ice  should  be  discarded  and 
antivenin  administered.  Directions  for  the  use  of 
antivenin  are  included  in  each  complete  antivenin 
kit,  which  includes  a test  dose,  the  antivenin  and 
a syringe  for  administering  it. 

2.  It  should  always  be  borne  in  mind  that  the 
degree  of  poisoning  which  occurs  following  en- 
venomation  is  directly  related  to  the  size  of  the 
snake  and  the  size  of  the  victim  who  is  bitten. 
Thus  a small  child  is  at  greater  risk  than  a large 
adult.  The  child  may  require  a larger  dose  of 
antivenin  in  order  to  achieve  neutralization  of  the 
venom.  A good  index  of  whether  or  not  an  ade- 
quate amount  of  antivenin  has  been  given,  is  dis- 
appearance of  pain  following  the  administration 
of  antivenin.  When  enough  antivenin  has  been 
given,  the  local  bite  will  become  significantly  less 
painful. 

In  summary  then,  the  traditional  method  of 
incision  and  suction  for  the  treatment  of  snake 
bite,  must  be  regarded  with  suspicion  unless  it  is 
carried  out  within  the  first  five  minutes  of  en- 
venomation.  Even  if  incision,  and  suction  is  car- 
ried out,  the  patient  should  be  transported  rapidly 
to  a physician  for  the  administration  of  antivenin. 
Tourniquets  should  not  be  used  unless  very  loose- 
ly applied.  The  use  of  cryotherapy  is  frowned 
upon.  It  may  temporarily  relieve  pain  but  can- 
not be  expected  to  significantly  affect  the  mor- 
bidity in  any  given  snake  bite.  The  Physician’s 
Poison  Consultation  Service  at  the  University  of 
Colorado  Medical  Center  will  be  delighted  to 
consult  with  any  physician  requiring  assistance 
with  the  management  of  a snake  bite  at  any  time. 
The  Poison  Consultation  Service  may  be  reached 
24  hours  a day  by  calling  the  Universty  of  Colo- 
rado Medical  Center  at  399-1211  and  asking  for  the 
doctor  on  poison  call. 


Denver  Regional  Health  Director 

John  M.  Buchness,  M.D.,  is  the  new  Regional 
Health  Director  of  the  U.  S.  Public  Health  Service 
(PHS),  Department  of  Health,  Education  and 
Welfare,  for  the  five  Rocky  Mountain  States  of 
Colorado,  Idaho,  Montana,  Utah  and  Wyoming. 

The  Regional  Health  Director  is  responsible 
for  the  overall  coordination  and  administration 
of  the  Health  Services  and  Mental  Health  Admin- 
istration programs  and  resources,  including  the 
grant-in-aid  and  other  programs,  most  of  them 
conducted  cooperatively  with  state  government 
agencies,  colleges  and  universities  and  non-profit 
organizations  involved  in  hospital,  medical,  mental 
health,  training  and  research  activities. 

PHS  funds  allocated  within  Region  VIII  during 
the  last  year  exceeded  $37  million. 
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New  Executive  Secretary 
For  Utah 

Hoyt  W.  Brewster  has 
been  named  executive  sec- 
retary of  the  Utah  State 
Medical  Association  and  the 
Salt  Lake  County  Medical 
Society,  succeeding  Harold 
Bowman  who  resigned  re- 
cently. Mr.  Bowman  was 
appointed  senior  consultant 
and  will  “phase  out”  his 
activities  to  his  retirement. 

The  announcement  of  the  changes  was  made 
in  a joint  statement  by  Dr.  Drew  M.  Petersen, 
president  of  the  Utah  State  Medical  Association, 
and  Dr.  H.  A.  Theurer,  Jr.,  president  of  the  Salt 
Lake  County  Medical  Society. 

Mr.  Bowman  has  served  the  USMA  and  County 
Society  as  executive  secretary  for  the  past  16 
years.  Mr.  Brewster  has  been  assistant  executive 
secretary  to  both  associations  for  the  past  year 
and  a half. 

The  two  presidents  stated: 

“We  are  now  in  the  process  of  setting  up  bud- 
gets and  programs  for  the  new  year  and  it  is 
timely  that  Mr.  Brewster  be  indoctrinated  in  this 
important  phase  of  the  work.  It  is  also  important 
that  he  assume  responsibility  for  the  next  annual 
scientific  meetings  and  convention  at  the  Hotel 
Utah  and  gain  assistance  from  Mr.  Bowman  as 
may  be  needed.” 

Hoyt  Brewster,  a native  and  life-long  resident 
of  Salt  Lake  City,  is  a member  of  the  American 
Association  of  Medical  Society  Executives.  Prior 
to  his  affiliation  with  the  medical  association,  he 
operated  his  own  printing  and  advertising  busi- 
ness. He  also  has  had  experience  in  banking  and 
real  estate.  He  is  currently  serving  as  moderator 
of  the  USMA-sponsored  TV  program,  “Medically 
Speaking,”  over  KCPX  Channel  4. 

Mr.  Brewster,  in  addition  to  becoming  manag- 
ing editor  of  the  Utah  State  Medical  Bulletin,  will 
also  serve  as  associate  editor  to  the  Rocky  Moun- 
tain Medical  Journal. 

Dr.  Russell  M.  Nelson  Speaks  in  Israel 

Dr.  Russell  M.  Nelson,  Salt  Lake  City  cardio- 
vascular surgeon,  was  recently  featured  as  a guest 
speaker  at  the  Fourth  Asian  Pacific  Congress  of 
Cardiology,  held  September  1 through  7 in  Tel 
Aviv,  Israel.  The  title  of  his  paper  was,  “Care  of 
Patients  Following  Open  Heart  Surgery.”  It  was 
reported  that  doctors  from  all  over  the  world  were 
in  attendance  to  participate  in  the  meeting. 


Association  of  American  Physicians  and 

The  AAPS  has  employed 
as  their  new  Executive  Di- 
rector, Frank  K.  Woolley. 
Since  January,  1961  he  has 
been  with  the  Field  Service 
Division  of  the  American 
Medical  Association  — first 
performing  field  work  and, 
more  recently,  research  in 
public  affairs.  Mr.  Woolley 
has  had  30  years’  experience 
in  Washington,  D.  C.  and  has  a wide  acquaintance 
with  members  of  both  the  House  and  Senate  of 
the  United  States  Congress.  He  was  legislative 
counsel  for  the  American  Farm  Bureau  Federa- 
tion and  represented  it  before  Congressional  Com- 
mittees from  1951  through  1958.  As  associate  di- 
rector of  the  Americans  for  Constitutional  Action 
in  1959  he  developed  the  ACA  Voting  record  index 
which  analyzes  votes  of  congressmen  in  relation 
to  fundamental  economic  political  and  legal  prin- 
ciples. 


Surgeons,  Inc. 


PRACTICE  OPPORTUNITIES 
IN  UTAH 

CEDAR  CITY 
Contact:  Mr.  Whipple 
Valley  View  Medical  Center 
23  West  Center 
Cedar  City,  Utah  84720 

SALINA 

Contact:  Miss  Barbara  M.  Michelsen 
Administrator,  Salina  Hospital 
330  West  Main  Street 
Salina,  Utah  84654 

GRANGER 

Contact:  Mr.  Neil  Anderson 
Granger  Medical  Center 
3280  West  3500  South 
Granger,  Utah  84119 

NEPHI 

Contact:  Mr.  Allan  Gadd 
Juab  County  Commissioner 
Nephi,  Utah  84648 

LAYTON 

Contact:  Noall  Z.  Tanner,  M.D. 

312  West  Gentile  Street 
Layton,  Utah  84041 
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when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome— coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  {6-\2 years):  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


TELEPHONE  323-6788 


Nevada  State  Medical  Association 

3660  BAKER  LANE  • RENO,  NEVADA  89502 


RICHARD  A.  PETTY,  M.D.,  President  Executive  Secretary 

HARRY  J.  McKINNON,  Jr.,  M.D.,  President-Elect  NELSON  B.  NEFF 

V.  A.  SALVADORINI,  M.D.,  Secretary-Treasurer 

LESLIE  A.  MOREN,  M.D.,  A.M.A.  Delegate 

THOMAS  S.  WHITE,  M.D.,  A.M.A.  Alternate  Delegate 


GREETINGS : 


It  is  my  privilege  as  President  of  the  Nevada  State 
Medical  Association  to  extend  an  invitation  to  members 
of  the  Rocky  Mountain  Medical  Conference  to  meet  with  us 
in  Las  Vegas  at  our  65th  Annual  Meeting,  The  Riviera 
Hotel,  Las  Vegas,  Nevada. 

We  in  Nevada  are  most  pleased  that  Dr.  Gerald  D.  Dorman 
of  New  York  City,  President-elect  of  the  American  Medical 
Association,  will  be  our  honored  guest.  He  will  address 
us  at  our  Annual  Banquet  on  Saturday  evening,  November  9, 
1968.  So  join  us  again,  bringing  your  wife  and  members  of 
your  family.  Warm,  clear  days  and  cool  evenings  are 
assured.  Scenic  wonders  and  mechanical  masterpieces  of 
man's  accomplishments  are  at  hand  for  your  inspection  — 
and  a whole  host  of  entertainment  delights, 

I will  look  forward  to  extending  each  of  you  Nevada's 
warm,  western  greeting. 

Cordially  yours. 


Richard  A.  Petty,  M.D. 


Richard  A.  Petty,  M.D. 

President,  Nevada  State 
Medical  Association 


Gerald  D.  Dorman,  M.D. 

President-Elect,  American 
Medical  Association 


Edward  Stainbrook,  Ph.D.,  M.D. 

Professor  and  Chairman,  Department  of 
Psychiatry 

University  of  Southern  California 
School  of  Medicine 

Sherwin  M.  Woods,  M.D. 

Associate  Professor  of  Psychiatry 
University  of  Southern  California 
School  of  Medicine 

Alexander  P.  Runciman,  Ph.D. 

Reproductive  Biology  Research 
Foundation 
St.  Louis,  Missouri 


Arno  G.  Motulsky,  M.D. 

Professor  of  Medicine  and  Genetics 
University  of  Washington  School  of 
Medicine 

Philip  J.  Fialkow,  M.D. 

Assistant  Professor  of  Medicine 

University  of  Washington  School  of 
Medicine 

Charles  Epstein,  M.D. 

Associate  Professor  of  Pediatrics 
University  of  California  School  of 
Medicine,  San  Francisco 


W.  Paul  Reagan,  M.D. 

Director  of  Respiratory  Disease  Control 
Detroit  and  Wayne  County  Health 
Department,  Michigan 
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65th  Annual  Scientific  Sessions 
Nevada  State  Medical  Association 

Riviera  Hotel— Las  Vegas,  Nevada 
November  6-10,  1968 


WEDNESDAY,  November  6 

7 p.m.- — Executive  Committee 

THURSDAY,  November  7 

8 a.m. — Orientation 

2 p.m. — House  of  Delegates 

FRIDAY,  November  8 

WELCOME — Richard  A.  Petty,  President,  Nevoda 
State  Medical  Association 

"SEXUAL  PROBLEMS  IN  MEDICAL  PRACTICE" 

FRIGIDITY,  IMPOTENCE  AND  HOMOSEXUALITY 

Edward  Stainbrook,  Ph.D.,  M.D. 

SEXUAL  PROBLEMS  OF  PHYSICIANS:  Implications  for 
Clinical  Practice 

Sherwin  M.  Woods,  M.D. 

MANAGEMENT  OF  SEXUAL  INADEQUACY 

Alexander  P.  Runciman,  Ph.D. 

NOON — LUNCHEON — Ladies  Invited 

THE  REPRODUCTIVE  BIOLOGY  RESEARCH 
FOUNDATION 

Alexander  P.  Runciman,  Ph.D. 

"MEDICAL  GENETICS" 

GENETIC  APPROACHES  TO  DISEASE 

Arno  G.  Motulsky,  M.D. 

CHROMOSOMAL  ABERRATIONS 

Philip  J.  Fialkow,  M.D. 

INBORN  ERRORS  OF  METABOLISM 

Charles  Epstein,  M.D. 

SATURDAY,  November  9 

"PROBLEMS  IN  PUBLIC  HEALTH" 

RADIO-PHARMACEUTICALS  IN  CLINICAL  PRACTICE 

Eugene  van  der  Smissen,  M.D.,  Chief  of  Radiation 
Medicine,  Southwest  Radiological  Health  Laboratory, 
U.  S.  Public  Health  Service,  Nevada  Southern 
University  Campus 

EMERGING  CONCEPTS  OF  TUBERCULOSIS 
MANAGEMENT 

W.  Paul  Reagan,  M.D. 

TUBERCULOSIS  IN  NEVADA 

Edward  F.  Crippen,  M.D.,  Nevada  State  Health  Officer 

TUBERCULOSIS  AND  ATYPICAL  ACID-FAST 
INFECTIONS  IN  CHILDREN 

Richard  J.  Browning,  M.D.,  Las  Vegas 


RABIES:  TO  TREAT  OR  NOT  TO  TREAT 

Mark  L.  Herman,  M.D.,  Chief  of  Preventive  Medicine 
Services,  Nevada  State  Division  of  Health 

POPULATION  PERSPECTIVES  FOR  THE  PHYSICIAN 

Otto  Ravenholt,  M.D.,  Clark  County  District  Health 
Officer,  Las  Vegas 

NEVADA  STATE  HIGHWAY  SAFETY  EMERGENCY 
SERVICES  EDUCATIONAL  PROGRAMS 

John  W.  Batdorf,  M.D.,  Las  Vegas 

NOON— LUNCHEON — Ladies  Invited 
AMUSING  AND  CONFUSING  LEGERDEMAIN 

Johnny  Paul,  Las  Vegas 

"PRESENTATION  OF  PAPERS  BY  NEVADA 
PHYSICIANS" 

THE  INTERPRETATION  OF  THE  GLUCOSE 
TOLERANCE  TEST 

Thorne  J.  Butler,  M.D.,  Las  Vegas 

THE  DIAGNOSIS  AND  THERAPY  OF  NECK  LESIONS 

Kirk  V.  Cammack,  M.D.,  Las  Vegas 

PEPTIC  ULCER  OF  THE  STOMACH  AND  DUODENUM: 
NOTES  ON  VASCULAR  CHANGES 

Alexander  Coblentz,  M.D.,  Las  Vegas 

VAGARIES  IN  DIAGNOSIS  OF  CORONARY  ARTERY 

DISEASE 

Robert  J.  Barnet,  M.D.,  Reno 

MANAGEMENT  OF  AMPUTATION  OF  THE  TIP  OF  THE 
FINGER 

John  W.  Batdorf,  M.D.,  Las  Vegas 

DIAGNOSIS  AND  MANAGEMENT  OF  PULMONARY 
EMPHYSEMA 

Richard  J.  Browning,  M.D.,  Las  Vegas 

MENTAL  HEALTH  SERVICES  TO  SPARSELY 
POPULATED  AREAS 

Leslie  H.  Gould,  M.D.,  Reno 

FUNCTIONS  OF  THE  MEDIC  ALERT  FOUNDATION 

Joseph  C.  Elia,  M.D.,  Reno 

8 p.m.' — Annual  Banquet 

Gerald  D.  Dorman,  M.D.,  President-Elect,  American 
Medical  Association 

SUNDAY,  November  10 

9 o.m. — House  of  Delegates 
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TA-6006 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
suifonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  {symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics,  in  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer, The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodiiution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance;  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  rng.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCIN  is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCIN. 

You  know,  too,  that  DECLOMYCIN  provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient  — 300  mg  b.i.d.  or 
150  mg  q.i.d. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 

Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation  T 

of  treatment.  x 

Side  Effects:  Gastrointestinal  system -Ano-  DEMETHYLCHLORTETRACYCLINE 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  — maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions— urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth— dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  duringthe  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg.;  Tablets:  film  coated,  300 
mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Colorado  Delegate’s  Report  of  the 
Annual  Convention  of  The  American 
Medical  Association,  June  14-20,  1968 
held  in  San  Francisco,  California 

Dedicated  toward  the  continued  learning  of 
physicians,  the  American  Medical  Association’s 
117th  Annual  Convention  opened  in  San  Fran- 
cisco on  Sunday,  June  16,  1968.  The  city,  as  al- 
ways, was  beautiful  and  hospitable.  The  event, 
consistently  the  World’s  largest  gathering  of  men 
and  women  in  medicine,  attracted  nearly  18,000 
physicians  and  the  total  registration  was  over 
52,000  persons.  The  scientific  and  business  sessions 
of  the  meeting  attracted  capacity  crowds. 

The  House  of  Delegates  was  in  session  for  13 
hours  and  42  minutes,  ending  at  10:50  A.M.,  June 
20.  It  faced  143  items  of  business,  including  84 
resolutions;  39  reports  from  the  Board;  7 from  the 
Council  on  Constitution  and  Bylaws;  4 from  the 
Council  on  Medical  Education;  5 from  the  Council 
on  Medical  Service;  2 from  the  Judicial  Council; 
and  2 special  reports. 

Fourteen  of  the  items  were  accepted  or  ap- 
proved for  information;  62  were  adopted,  approved 
or  accepted;  31  were  referred  to  the  Board  and/or 
a Coimcil  or  Committee:  20  were  replaced  by  sub- 
stitute resolutions;  10  were  rejected;  2 were  post- 
poned to  the  next  meeting  of  the  House;  1 was 
tabled;  and  3 were  withdrawn. 

Dr.  Milford  Rouse,  President  of  the  American 
Medical  Association,  delivered  his  farewell  ad- 
dress during  the  opening  session  of  the  House  of 
Delegates  on  Sunday,  June  16,  1968.  During  his 
tenure  in  office  Dr.  Rouse  and  his  charming  wife, 
Laurene,  have  visited  every  state  medical  society. 
They  have  given  the  AMA  a term  of  warm, 
friendly  and  forceful  leadership  which  has  greatly 
enhanced  our  stature  and  image  in  the  eyes  of 
the  American  people.  Dr.  Rouse  has  been  one 
of  our  greatest  presidents.  In  his  final  address 
he  stated,  quoting  Patrick  Henry,  “I  know  of  no 
way  to  judge  the  future  but  by  the  past.”  Dr. 
Rouse  urged  the  House  “to  consider  seriously  the 
lessons  of  the  past”  as  the  AMA  faces  the  “signifi- 
cant challenges  of  the  future.” 

He  reviewed  some  of  the  activities  and  ac- 
complishments of  the  Association  during  the  past 
12  months,  but  concentrated  his  primary  attention 
to  the  future. 

He  urged  physicians  and  their  wives  to  be- 
come “active,  participating  citizens”  in  their  com- 
mimities,  including  the  realm  of  political  activity, 
and  called  for  “enthusiastic  support”  of  AMPAC 


to  help  move  the  federal  government  toward  “a 
more  moderate  political  philosophy.” 

Referring  to  recent  riots  and  civil  unrest.  Dr. 
Rouse  said,  “This  growing  affection  for  anarchy 
. . . this  burgeoning  attitude  that  any  means, 
however  violent,  however  distasteful,  however 
destructive  of  the  rights  and  property  of  others, 
is  justified  to  reach  an  end  desirable  to  a single 
group  . . . must  be  changed  if  the  progress  of  our 
nation  is  to  continue.” 

To  make  it  continue,  he  said,  will  require  “A 
reaffirmation  of  personal  responsibility  and  in- 
tegrity,” with  each  person  and  each  social,  cor- 
porate, economic  or  political  group  making  “an 
honest  ‘revaluation’  of  the  way  society’s  problems 
can  best  be  solved  in  the  interests  of  all  of  society.” 

An  interruption  in  the  proceeding  came  Sunday 
afternoon  during  the  opening  session  when  two 
men  seized  a microphone  in  front  of  the  podium 
and  insisted  on  addressing  the  House.  One  was 
a senior  medical  student  from  Stanford,  repre- 
senting the  Medical  Committee  on  Human  Rights; 
the  other  a welfare  worker  and  official  of  the  Bay 
Area  Poor  People’s  Campaign.  Speaker  Borne- 
meier  maintained  order  while  the  two  men  took 
turns  speaking  for  a total  of  13  minutes.  Tuesday 
a written  statement  was  presented  to  Speaker 
Bomemeier  setting  forth  the  objectives  of  the 
Medical  Committee  on  Human  Rights.  He  read  it 
to  the  House  as  a matter  of  information. 

This  was  an  interesting  and  rather  disgusting 
intrusion  on  the  doctors’  rights.  The  number  of 
mangy  characters  placed  around  the  periphery  of 
the  delegates  meeting  room  was  ominous,  but 
cooler  heads  prevailed  and  order  was  maintained. 
Our  AMA  officers  and  AMA  staff  are  to  be  com- 
mended on  the  skillful  manner  in  which  they  han- 
dled this  delicate  situation.  It  could  have  disrupted 
the  entire  meeting. 

Dr.  Dwight  L.  Wilbur,  who  took  office  as  Pres- 
ident in  his  home  city,  warned  in  his  inaugural 
address  that  organized  medicine  must  experiment, 
plan  and  take  the  leadership  in  channeling  in- 
creasingly powerful  governmental  forces  to  meet 
the  needs  of  society.  “A  government  that  expends 
more  than  $10  billion  for  health  isn’t  to  be  ig- 
nored,” he  said. 

He  pointed  out  that  during  the  next  25  years, 
which  will  see  greater  change  than  ever  before 
in  medicine,  the  “ultimate  force”  that  will  deter- 
mine the  nation’s  social,  economic  and  political 
course  will  be  public  opinion.  “The  key  question,” 
he  added,  then  becomes,  “Who  and  what  will  shape 
public  opinion?”  Eleven  specific  answers  to  the 
problems  ahead  were  listed  by  Dr.  Wilbur  and 
presented  to  the  delegates  at  their  final  session. 
They  are  significant  and  I will  quote  them,  using 
his  exact  words. 

“We  must: 

“Remain  free;  unshackled;  a profession  and  not 
a group  of  technologists  . . . 
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“Exercise  cooperative  leadership  of  all  those 
in  the  health  care  field — government,  industry,  la- 
bor and  all  segments  of  the  public  .... 

“Participate  actively  in  the  legislative  process, 
and  in  planning  and  administration  of  health  laws 
and  regulations  .... 

“Keep  in  mind  the  best  ways  to  meet  the 
needs  of  the  public  for  the  benefits  medicine  has 
to  offer  .... 

“Get  the  facts  on  the  economics  of  medical 
practice  and  of  all  health  care  ....  become  the 
experts  in  this  field.  . . . 

“Demonstrate  the  effectiveness  of  the  private 
system  of  medical  care  and  of  the  voluntary  health 
insurance  mechanism.  . . . 

“Recognize,  and  with  honesty  and  frankness 
indicate  to  the  public,  that  health  care  costs  are 
going  to  rise  and  why.  . . . 

“Expand  medical  school  facilities  and  numbers 
of  students  so  every  qualified  applicant  may  find 
a place  in  our  medical  schools.  . . . 

“Continue  to  advance  knowledge  of  the  causes 
of  major  illness.  . . . 

“Play  a more  active  role  in  all  kinds  of  plan- 
ning related  to  health.  . . . 

“Take  a more  active  part  in  the  political  sys- 
tems at  the  local,  state,  and  national  levels.” 

In  conclusion  the  President  stated,  “As  we 
begin  this  year  of  fateful  developments  for  the 
health  of  our  country  and  its  people,  let  us  focus 
on  directing  the  course  of  the  future.  We  must 
do  this  by  planning;  by  being  prepared;  by  turn- 
ing unexpected  developments  in  the  direction  of 
progress  by  fostering  high  quality  of  medical  care 
along  with  broadened  availability;  and  by  in- 
vigorating the  growth  of  the  profession  by  in- 
creasing its  numbers  and  by  activating  its  young 
members  and  passing  on  to  them  a bright  and 
unflickering  torch  of  devotion  to  human  service.” 

Dr.  Wilbur  is  a distinguished  internist  and  edu- 
cator. He  has  won  international  acclaim  and 
honor  in  his  chosen  field  of  gastroenterology.  He 
has  long  been  prominent  in  academic  circles  and 
in  organized  medicine.  He  is  the  only  AMA  presi- 
dent whose  father  before  him  had  been  so  hon- 
ored. Dr.  Wilbur’s  great  stature  will  further  aug- 
ment the  fine  principles  and  traditions  of  our 
dedicated  organization. 

Our  Stand  Against  Discrimination 

As  has  long  been  its  policy,  the  House  of  Dele- 
gates approved  a timely  resolution  and  a well- 
worded  report  which  would  further  strengthen  its 
position  against  discrimination.  The  Massachusetts 
delegation  had  introduced  a resolution  calling  for 
censure  or  expulsion  of  constituent  societies  for 
discriminatory  practices.  The  reference  commit- 
tee which  heard  testimony  on  the  resolution,  urged 
in  its  place  a reaffirmation  of  AMA  policy.  Under 
existing  AMA  policy,  the  AMA  is  “inalterably  op- 
posed” to  discrimination,  but  is  powerless  to  op- 
pose it  at  the  state  or  local  level.  Apparently,  this 


was  in  keeping  with  what  they  had  heard  at  their 
open  hearings. 

The  House,  however,  wanted  a stronger  state- 
ment. This  action  from  the  floor  was  headed  by 
Dr.  Nolan  H.  Eversole,  a veteran  delegate  from 
Boston,  who  stated,  “The  issue  is  of  such  vital 
concern  it  should  be  met  head  on.  These  oft-re- 
peated statements  are  excellent  and  leave  no  doubt 
where  the  AMA  stands  philosophically,  but  this 
isn’t  enough  for  1968.”  He  was  supported  by  Dr. 
Louise  Gloeckner  from  Pennsylvania,  and  finally 
by  Dr.  Howard  A.  Nelson,  a delegate  from  Missis- 
sippi, who  endorsed  the  stronger  stand. 

The  next  step  necessary  is  an  amendment  to 
the  bylaws,  which  will  be  carried  out  at  the 
interim  meeting  in  Miami.  If  the  language  of 
the  resolution  is  followed,  the  Judicial  Council 
would  hear  appeals  and  determine  whether  a 
state  or  county  society  had  refused  membership 
because  of  race,  color  or  religion. 

In  addition,  a joint  statement  of  the  AMA  and 
the  National  Medical  Association  was  contained 
in  a Board  report  accepted  by  the  House  for 
information.  The  statement  pointed  out  that  the 
number  of  Negro  physicians,  although  not  spe- 
cifically known,  is  not  in  proportion  to  the  Negro 
population  and  that  the  difficulty  in  finding  more 
than  a few  promising  candidates  for  medical  school 
“reflects  cultural  and  educational  problems 
stretching  back  to  the  quality  of  instruction  in  the 
secondary  and  primary  grades  and  that  of  pre- 
school training  in  the  home.” 

The  AMA  and  the  NMA  concluded  that  “genu- 
ine solutions  to  the  problems  of  increasing  the 
supply  of  Negro  physicians  must  emanate  through 
improved  curriculums,  better  teaching  and  spe- 
cialized courses  of  training  at  all  school  levels  for 
promising  Negro  students.” 

Also  urged  by  the  two  associations  were  that: 
“Special  college  courses  be  developed  for  such 
students.  Additional  scholarship  aid  be  estab- 
lished at  both  the  college  and  medical  school  level 
for  Negro  students  . . . Summer  programs  of 
special  study  be  arranged  for  all  disadvantaged 
students  about  to  enter  medical  school  . . . All 
medical  schools  encourage  members  of  their  facul- 
ties to  sponsor  special  projects  involving  Negro 
high  school  students  in  laboratory  work  or  other 
enlightening  pursuits  to  enrich  their  experiences. 
All  medical  societies,  medical  schools  and  related 
groups  expand  their  careers  programming  with 
students,  parents,  and  guidance  counselors  at 
schools  of  all  levels  . . .” 

Health  Care  Costs  and  Financing 

A report  of  the  Committee  on  Health  Care 
Financing,,  transmitted  by  the  Board,  was  ac- 
cepted for  information.  It  included  backgroxmd  on 
the  committee’s  findings  and  set  these  directions 
for  the  future: 

“Adequate  health  care  should  be  available  to 
all  who  need  it.  Recent  scientific  advances  have 
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served  to  vastly  increase  the  demand  for  medical 
services  and  to  increase  health  care  expenditures. 
Methods  of  financing  health  care  must  aid  all  in- 
dividuals to  achieve  the  health  services  they 
need.  Voluntary  programs  to  finance  the  costs 
of  health  services  must  accommodate  to  continu- 
ing changes  and  growth.” 

Proposals  under  study  by  the  committee  in- 
clude a community  fiscal  agency  for  health  serv- 
ices, “not  as  a competitor  for  existing  health  in- 
surance plans,  but  to  complement  those  efforts  and 
stimulate  greater  achievement;”  and  “income  tax 
credits  for  the  premiums  paid  for  adequate  health 
insurance  ...  an  effective  and  feasible  method  of 
encouraging  maximal  participation  in  voluntary 
comprehensive  health  insurance  programs.” 

A resolution  was  adopted  that  “the  principle 
of  graduated  income  tax  credits  for  premiums 
paid  for  adequate  health  insurance  be  adopted  as 
approved  policy  of  the  AMA.” 

Another  adopted  resolution  urged  all  state  and 
local  societies  “to  act  swiftly  and  firmly  in  all 
instances  of  known  exploitation  and  excessive 
charges  for  health  care  that  may  occur  in  their 
jurisdictions.” 

A resolution  referred  to  the  Board  called  for 
a program  by  the  AMA  of  “defining,  explaining 
and  reporting  the  many  categories  of  health  care 
expenditures;  analyzing  health  care  cost  and  ex- 
penditure data  developed  and  reported  by  other 
sources;  and  providing  . . . information  on  health 
care  costs  which  can  be  used  to  place  the  true 
costs  of  medical  care  in  proper  perspective  with 
the  public.” 

A Board  report  on  the  economics  of  health  care, 
adopted  by  the  House,  pointed  out  that  the  Board 
“has  approved  a committee  recommendation  that 
a technical  evaluation  of  the  full  potentialities  of 
the  AMA  in  the  field  of  economics  of  health  care 
be  carried  out  by  a small  advisory  group  of  com- 
petent, nationally  recognized  economists.  It  is  ex- 
pected that  this  will  be  done  promptly.” 

In  the  area  of  reducing  costs  to  patients,  the 
House  adopted  a resolution  that  “The  AMA  en- 
dorse the  principle  of  voluntary  health  insurance 
coverage  for  outpatient  X-ray  and  laboratory  serv- 
ices acceptable  to  the  hospital  and  its  medical 
staff  wherever  performed  prior  to  a scheduled 
hospital  admission;”  and  adopted  another  resolu- 
tion that  “all  insurance  companies  and  fiscal  in- 
termediaries” adopt  and  authorize  the  use  of  stand- 
ard forms  in  conjunction  with  a single  hospital 
admission  to  save  physicians’  time  and  expense. 

With  respect  to  physician  time,  the  House  rec- 
ognized “the  excellent  contribution  made  to  the 
continuing  education  and  improvement  of  phy- 
sicians’ knowledge  by  many  methods  of  medical 
meetings,  scientific  conferences  and  critical  re- 
view of  clinical  experience,”  but  pointed  out  that 
these  must  “be  contained  within  the  physician’s 
available  time”  and  urged  “continued  experimen- 
tation in  methods  that  would  . . . conserve  the 


physician’s  time  and  thus  improve  the  quality  of 
patient  care.” 

Legislation  and  Relationship  with  Government 

Regarding  comprehensive  health  planning,  the 
House  adopted  a Board  report  recommending 
that  “the  House  of  Delegates  urge  those  states 
which  have  not  held  informational  conferences  on 
the  subject  to  conduct  orientation  conferences  in 
order  to  reach  a greater  number  of  leaders  at 
the  local  level.  The  report  pointed  out  that,  “The 
Department  of  Hospitals  and  Medical  Facilities 
has  mailed  periodically  to  each  state  medical  asso- 
ciation packets  of  pertinent  references  on  PL 
89-749  and  PL  89-239  . . . and  . . . the  Board 
has  Planning  for  Health  Services’  based  in  part 
on  field  surveys.” 

Also  adopted  was  a Council  on  Medical  Service 
report  on  comprehensive  health  planning  which 
recommends  that  “The  AMA  and  the  constituent 
and  component  societies  give  unstinted,  diligent 
attention  to  the  process  of  comprehensive  health 
planning  which,  at  present,  places  priority  on 
local  initiative  and  decision-making,  and  that  the 
AMA  at  all  levels  endeavor  to  assure  through  all 
appropriate  means,  a system  of  checks  and  bal- 
ances so  that  state  and  area  planning  agencies  are 
not  given  authority  to  subordinate  local  planning 
efforts  and  dictate  local  decisions  on  health  plan- 
ning.” 

Two  resolutions  concerning  comprehensive 
planning  were  combined  to  state  the  House’s  will 
that  “medical  societies  encourage  the  organization 
of  local  health  planning  councils  without  the  as- 
sistance of  HEW  grants.” 

The  House  also  expressed  its  will  that  “The 
society  should  use  some  mechanism  such  as  a 
nonprofit  corporation  or  other  entity,  separate 
from  the  society  itself  and  served  by  an  inde- 
pendent administrative  staff,  where  possible,  to 
avoid  direct  operational  involvement  of  the  medi- 
cal society  as  a body.” 

A Council  on  Medical  Service  report  adopted 
by  the  House  pointed  out,  “There  are  no  easy, 
black-or-white  solutions  to  this  dilemma.  With 
government  increasingly  involved  in  research  and 
experiment  in  the  delivery  of  health  services  and 
payment  for  care,  we  cannot  ignore  government 
programs.  On  the  other  hand,  the  multiplicity  of 
programs  and  approaches  at  the  national,  state 
and  local  level  precludes  blanket  endorsement  of 
any  given  level  of  involvement.  The  Council  there- 
fore recommends  that  this  House  make  it  clear 
that  medical  societies  MAY,  after  mature  con- 
sideration, legitimately  take  part  in  such  pro- 
grams . . . and  that  it  should  trust  to  the  good 
sense  of  the  individual  state  and  county  societies 
to  recognize  the  serious  import  and  the  need  for 
careful  study  before  deciding  on  such  a step.” 

To  strengthen  the  AMA’s  continuing  liaison 
with  the  federal  government  on  matters  of  health 
legislation,  the  House  adopted  a statement  that 
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because  “the  private  practicing  physicians  are 
the  best  qualified  group  in  matters  pertaining  to 
health  services,”  the  AMA  should  “request  the 
Secretary  of  HEW  to  continue  to  solicit  the  ad- 
vice and  counsel  of  those  practicing  physicians 
designated  by  their  medical  associations  at  the 
local,  state  and  national  level  in  formulating  fu- 
ture plans  and  programs  and  in  modifying  exist- 
ing programs,  in  order  to  provide  the  best  quality 
health  care  to  the  people  of  the  United  States.” 

Three  resolutions  were  introduced  objecting 
to  the  government’s  support  of  group  practice,  par- 
ticularly the  prepayment  type.  They  were  com- 
bined into  one  substitute,  “Resolved,  that  the  AMA 
continue  to  espouse  the  private,  fee-for-service 
practice  of  medicine;  and  be  it  further  resolved 
that  the  AMA  strongly  disapproves  of  the  pro- 
vision of  funds  by  the  federal  government  for 
subsidizing  any  one  form  of  organization  of  medi- 
cal practice.” 

In  that  connection,  the  House  referred  to  the 
Board  a resolution  that  the  Board  set  up  “a  na- 
tional forum  on  the  solo  practice  of  medicine  for 
the  purpose  of  examining  the  need  for  this  type 
of  physician  care,  public  preference  between  solo 
and  group  practice  and  how  solo  practice  should 
be  encouraged.” 

A resolution  was  adopted  that  the  Board  at- 
tempt to  change  the  terminology  in  the  Medicare 
“Explanation  of  Benefits”  form  to  eliminate  the 
confusion  and  criticisms  which  now  exist.  An- 
other, referred  to  the  Board,  sought  to  have  ex- 
tended care  facilities  defined  as  residences  so 
physicians  may  bill  patients  directly  for  portable 
X-ray  services  performed  there. 

In  addition,  the  House  reaffirmed  “previous  pol- 
icies requesting  that  all  efforts  be  made  to  elimin- 
ate recertification  requirements  under”  Medicare 
and  called  on  the  Congress  “to  amend  the  laws 
and  regulations  pertaining  to  PL  89-97  to  speci- 
fically permit  direct  billing  to  all  Title  19  reci- 
pients.” 

The  House  also  resolved  that  “The  Board  . . . 
take  appropriate  action  seeking  the  establishment 
of  a separate  Department  of  Health  headed  by  a 
Doctor  of  Medicine.” 

A resolution  proposed  that  Congress  establish 
within  its  control  a “Committee  on  Rules  and 
Policies  of  Federal  Administrative  Agencies” 
whose  “responsibility  it  will  be  to  review  rules 
and  policies  promulgated  by  federal  administra- 
tive agencies  to  determine  that  they  are  in  ac- 
cord with  the  legislative  intent  of  the  Congress.” 
It  was  adopted  in  principle  and  referred  to  the 
Board  and  the  Council  on  Legislative  activities. 

The  House  voted  to  continue  the  AMA’s  own 
educational  program  on  smoking  and  health  rather 
than  become  a formal  sponsoring  member  of  the 
Interagency  Council  on  Smoking  and  Health. 

Finally,  in  this  category,  the  House  resolved 
to  call  to  the  attention  of  state  governors  and  other 
state  and  local  officials  “that  the  maintenance  of 


medical  treatment  facilities  and  the  care  of  all 
patients  and  hospital  personnel  in  the  event  of 
a disaster  is  of  prime  and  basic  importance”  and 
that  “preliminary  planning  to  provide  such  pro- 
tection be  a part  of  every  disaster  program.” 

Manpower 

In  response  to  a report  from  the  Board,  a Coun- 
cil on  Health  Manpower  was  created  by  the  House, 
to  assume  the  functions  and  responsibilities  of  the 
former  Committee  on  Health  Manpower  and  the 
former  Commission  on  Relationships  Between 
Medicine  and  Allied  Health  Professions  and  Serv- 
ices. 

With  respect  to  relationships  and  negotiations 
between  the  AMA  and  the  osteopaths,  the  House 
accepted  for  information  a Board  report  which 
stated,  “In  the  absence  of  cooperative  leadership 
on  the  part  of  the  practicing  osteopaths  and  osteo- 
pathic educators,  accomplishments  by  the  AMA 
are  rendered  difficult.  Such  leadership  was  forth- 
coming in  California,  and  is  now  needed  elsewhere. 
When  this  osteopathic  leadership  is  developed, 
the  AMA  stands  ready  to  cooperate  to  its  utmost.” 

The  House  approved  a Board  report  reviewing 
studies  of  the  status  of  foreign  medical  graduates 
in  the  United  States  and  directing  the  new  Coun- 
cil on  Health  Manpower  to  take  the  steps  neces- 
sary to  complete  plans  for  the  organization  and 
financial  support  of  a commission,  to  be  established 
outside  of  government,  to  coordinate  fully  all  of 
the  issues  and  activities  involving  FMG’s. 

Education,  Medical  and  Allied 

The  House  approved  a Board  report  urging 
“that  the  constituent  and  component  societies  of 
the  Association  make  very  effort  to  insure  that 
additional  financial  support  for  medical  schools 
be  obtained  from  all  available  sources.  The  Board 
and  the  Council  (on  Medical  Education)  further 
urge  that  all  physicians  individually  recognize 
their  debt  as  graduates  of  medical  schools  . . . 
by  contributing  regularly  and  generously  to  the 
financial  support  of  medical  schools  through  the 
‘Fund  for  Medical  Schools’  project”  of  the  AMA- 
ERF  and  other  appropriate  channels. 

“Essentials  of  Approved  Residencies”  pertain- 
ing to  residencies  in  general  practice,  physical 
medicine  and  rehabilitation,  psychiatry  and  anes- 
thesiology were  revised. 

The  House  referred  to  the  Council  on  Medical 
Education  a resolution  protesting  proposed  changes 
in  the  Essentials  for  Accredited  Schools  of  Medi- 
cal Technology  by  the  American  Association  of 
Clinical  Pathologists  which  would  eliminate  ap- 
proved schools  of  medical  technology  on  the  basis 
of  size;  and  referred  to  the  Board  a resolution 
that  osteopathic  physicians  be  admitted  to  AMA 
approved  hospital  internship  and  residency  pro- 
grams under  certain  circumstances. 

Also  referred  to  the  Board  was  a resolution 
to  establish  a joint  commission  on  accreditation  of 
nursing  schools,  with  participation  by  the  AMA, 
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AHA,  ANA  and  National  League  for  Nursing. 

The  House  resolved  to  urge  the  Board  “in  its 
selection  of  nominees  for  the  Council  on  Medical 
Education  to  give  full  recognition  to  the  impor- 
tance of  non-university  affiliated  hospitals  in  pro- 
viding effective  educational  experience;”  and  re- 
ferred to  the  Board  and  its  Council  on  Health 
Manpower  a resolution  that  the  AMA  “establish 
guidelines  for  the  benefit  of  constituent  and  com- 
ponent organizations  in  dealing  with  new,  as  well 
as  emerging  paramedical  disciplines  as  they  come 
into  being.” 

Another  resolution  referred  to  the  Board  re- 
lated to  the  JCAH  ruling  with  respect  to  the 
use  of  externs,  under  proper  supervision,  for  re- 
cording history  and  physicial  examinations  on  pa- 
tients’ charts  in  non-university  affiliated  hospitals. 

Infant  Mortality 

The  House  approved  a statement  on  infant 
mortality  prepared  by  the  Committee  on  Maternal 
and  Child  Welfare  of  the  Council  on  Medical  Serv- 
ice and  submitted  by  the  Board.  The  report  in- 
cluded a number  of  recommendations,  among 
which  were  these: 

“Recognizing  the  fact  that  unfavorable  environmental  and 
socioeconomic  factors  as  well  as  medical  factors  are  involved 
in  infant  mortality,  the  medical  profession  should  support 
all  constructive  community  efforts  for  the  improvement  of 
living  conditions  among  the  needy. 

“The  AMA  should  inaugurate  and  support  programs  of 
health  education,  including  good  maternal  and  child  health 
practices,  family  life  and  sex  education  and  the  appropriate 
use  of  health  care  resources. 

“The  AMA  should  give  impetus  to  broad  and  inclusive 
programs  for  the  care  of  the  unwed  mothers.” 

With  respect  to  statistics,  the  AMA  “should  provide  lead- 
ership in  a program  to  obtain  national  uniform  registration 
statutes  for  births  and  deaths  . . . promote  efforts  through 
the  World  Health  Organization  and  other  authoritative  bodies 
to  bring  about  uniform  registration  requirements  and  . . . 
truly  comparable  statistics  . . . and  support  educational  pro- 
grams directed  toward  physicians  concerning  the  value  of  ac- 
curate uniform  reporting.” 

Regarding  quality  and  availability  of  care, 
“State  and  component  societies  should  evaluate 
existing  maternal  and  child  care  resources  and  take 
leadership  in  the  expansion  and  development  of 
programs  for  delivering  services  in  locations  found 
to  be  deficient.” 

The  report  urged  that,  where  feasible,  “peri- 
natal death  studies  be  conducted  on  a community - 
wide  basis  or  by  a hospital  staff  or  medical  group 
for  the  purpose  of  reducing  infant  mortality  and 
providing  educational  programs;”  and  also  recom- 
mended that  the  AMA  “stimulate  research  into  the 
cause  and  possible  prevention  and  control  of 
‘crib  deaths’  of  infants.” 

Transplantation  and  General  Thoughts  on 
Patient  Care 

A Judicial  Council  report  was  adopted  on 
“Ethical  Guidelines  for  Organ  Transplantation.” 
One  of  several  important  guidelines  was,  “When 
a vital,  single  organ  is  to  be  transplanted,  the 
death  of  the  donor  shall  have  been  determined  by 
at  least  one  physician  other  than  the  recipient’s 
physician.  Death  shall  be  determined  by  the  clin- 
ical judgment  of  the  physician.  In  making  this 


determination,  the  ethical  physican  will  use  all 
available,  currently  accepted  scientific  tests.” 

A Council  on  Medical  Service  report  on  auto- 
mated multiphasic  screening,  approved  by  the 
House,  pointed  out  that  tests  used  in  “a  multi- 
phasic screening  program  should  be  relatively 
simple  to  administer,  easy  to  interpret,  relatively 
inexpensive  and  require  little  time  to  perform.” 
All  such  screening  programs  should  be  subjected 
to  the  five  criteria  suggested  by  the  former  Na- 
tional Commission  on  Chronic  Illness:  Reliability; 
validity;  yield  of  information;  cost;  and  accept- 
ance by  physicians,  individual  laymen  and  the 
community. 

The  House  resolved,  in  connection  with  pro- 
posals for  a national  compendium  of  approved 
drugs,  that  “present  quality  standards  imposed  vol- 
untarily by  the  American  pharmaceutical  industry 
should  not  be  abridged  or  usurped  by  any  federal 
agency,  and  . . . any  drug  compendium  devised 
should  be  made  available  solely  as  a reference 
source  of  information.” 

The  Board  was  directed  by  the  House  “to 
evaluate  the  practicality  and  feasibility  of  es- 
tablishing a national  health  data  banking  system 
and  to  evaluate  other  aspects  of  data  processing 
related  to  the  practice  of  medicine.” 

The  House  adopted  a Board  report  recommend- 
ing AMA  support  for  the  use  of  the  Slow-Moving 
Vehicle  Emblem  developed  by  Ohio  State  Univer- 
sity for  all  vehicles,  tractors,  construction  equip- 
ment or  horse-drawn  vehicles  moving  less  than 
25  miles  per  hour. 

By  adopting  a Board  report,  the  House  voted 
to  “participate  in  a program  of  planning  and  ac- 
tion with  other  organizations  concerned  with  ar- 
chitectural barriers  to  the  handicapped”  and  re- 
quested state  and  county  medical  societies  to  en- 
courage their  members  to  become  active  in  helping 
to  alleviate  such  barriers. 

The  House  resolved  to  continue  AMA  “efforts 
to  safeguard  and  inform  the  medical  profession  and 
the  public  with  respect  to  the  treatment  of 
obesity.” 

It  also  referred  to  the  AMA’s  policy  on  chiro- 
practic and  urged  state  and  local  medical  societies 
“to  formally  adopt  the  AMA  Policy  Statement  on 
Chiropractic,  or  a somewhat  similar  expression” 
and  “to  alert  the  general  public  to  the  health 
hazard  posed  by  the  cult  of  chiropractic.” 

Hospitals 

The  House  approved  a Board  report  stating 
that  communication  with  hospital  Boards  of 
Trustees  has  been  supplemented  by  increasing  the 
circulation  of  the  AMA’s  publication  “Medical 
Staff-in  Action”  to  include  physician-hospital  re- 
lationship committees  of  state  and  local  medical 
societies  and  of  state  and  local  hospital  associa- 
tions. 

A resolution  was  adopted  that  “state  medical 
associations  and  state  licensing  and  certifying 
agencies  establish  and  maintain  close  surveillance 
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of  the  certification  and  accreditation  problems  of 
small  hospitals,”  which  generally  are  not  accept- 
able for  Medicare  patients,  thereby  denying  bene- 
fits of  the  law  to  many  persons  among  the  rural 
aged. 

Noting  that  new  Standards  for  Hospital  Ac- 
creditation are  under  way  by  the  JCAH,  the 
House  resolved  that  the  Board  “direct  the  AMA 
Commissioners  of  the  JCAH  to  arrange  for  the 
tentative  draft  of  the  new  standards  to  be  sub- 
mitted to  individual  state  associations  for  com- 
ment before  final  adoption.” 

The  House  again  urged  “that  adequate  repre- 
sentation of  the  medical  staff  on  the  voting  mem- 
bership of  the  hospital’s  governing  body  is  the 
most  effective  mechanism  for  assuring  a working 
communication,  provided  that  the  physicians  serv- 
ing on  the  governing  board  be  nominated  by  the 
medical  staff  of  the  hospital.” 

Regarding  use  of  paramedical  personnel,  the 
House  recommended  to  the  JCAH,  AHA  and  its 
state  and  local  chapters  and  to  hospital  and  other 
related  facilities  “that  the  practice  of  medicine 
..  . be  preserved  as  the  responsibility  of  the  phy- 
sician and  that  paramedical  personnel  not  be 
placed  in  the  position  of  practicing  medicine 
whether  by  consent,  design  or  contract;”  and 
recommended  “to  the  state  and  county  medical 
societies  and  hospital  staffs  that  they  call  atten- 
tion to  the  dangers  of  contractural  agreements 
which  remove  the  services  of  paramedical  person- 
nel from  the  supervision  of  the  physician.” 

Public  Relations 

A Board  report  was  adopted  that  reproduced  a 
statement  by  the  AMA’s  public  relations  counsel, 
Mr.  Philip  Lesly.  Titled  “Considerations  for  Cop- 
ing with  the  New  Climate  Involving  Health  Care,” 
the  statement  pointed  out  many  problems  faced 
by  the  medical  profession  and  urged  that  the 
“foundations  of  public  relations  for  the  profession” 
must  be: 

Practical — viewing  each  circumstance  in  terms  of  the  con- 
sequences of  any  action  or  position. 

Positive — ^AMA  should  be  the  leader  of  action  and  thought 
on  medicine;  not  in  the  position  of  reacting  to  the  actions  or 
statements  of  others. 

Anticipatory — AMA  should  be  the  master  of  change  rather 
than  its  victim. 

On  the  Initiative — ^fostering  balanced,  informed,  widespread 
coverage  of  medicine  and  health  care  rather  than  to  matters 
initiated  by  others. 

Augmented  by  voices  of  respected  lasmen. 

Selective — concentrating  on  activating  AMA’s  programs  and 
priorities,  with  full  knowledge  it  will  mean  passing  up  many 
things  that  appear  to  need  attention  but  are  not  part  of  the 
over-aU  constructive  plan. 

AMA  Financial  Status 

The  House  accepted  for  information  a Board 
report  concerning  “the  fiscal  uncertainties  which 
lie  ahead”  for  the  AMA.  It  is  anticipated,  the  re- 
port said,  “that  a substantial  increase  in  the  bud- 
get of  the  AMA  will  be  necessary  within  the 
next  few  years  if  the  AMA  is  to  fulfill  its  mission. 
Major  items  such  as  the  cost  of  printing  and 
paper  are  rising  sharply  and  the  pressure  of  in- 
flation has  greatly  increased  the  cost  of  providing 
AMA’s  normal  services.” 


The  report  stated  that  the  tax  effect  of  the 
IRS  regulations  is  not  known  at  this  time  on  the 
AMA’s  gross  income  of  approximately  $13  million 
annually  from  advertising  in  its  publications  before 
deduction  of  costs  and  allowable  expenses. 

The  report  pointed  out  that  the  Board  “is  not 
recommending  an  increase  in  dues  ...  at  this 
time,  because  it  wants  additional  information  re- 
garding various  matters  affecting  our  financial 
situation  before  reaching  such  a decision.” 

The  House  adopted  a resolution  urging  “posi- 
tive action  to  encourage  reduction  of  the  expendi- 
tures of  this  Association”  by  “requesting  the 
Board  ...  to  continue  to  take  action  to  reduce,  to 
the  extent  possible,  the  extraneous  activities  fi- 
nanced in  whole  or  in  part  by  the  AMA”  at  all 
meetings  of  the  House,  councils,  committees  etc.; 
and  requesting  the  Board  to  continue  “to  make 
recomemndations  as  to  the  consolidation  or  even 
abolishment  of  councils  and  committees”  whose 
reason  for  creation  may  no  longer  exist. 

Additional  Actions 

Association  bylaws  were  amended  to  provide  a 
change  in  the  name  of  the  Section  on  Miscellaneous 
Topics  to  the  Section  on  Special  Topics;  and  to 
change  the  name  of  the  Section  on  Laryngology, 
Otology  and  Rhinoiogy  to  the  Section  on  Oto- 
rhinolaryngology. 

Changes  were  approved  in  the  procedures  for 
introduction  of  resolutions  and  other  business,  as 
well  as  the  withdrawal  of  resolutions  both  before 
and  after  consideration  by  a reference  committee. 

The  term  of  office  of  the  President  was  estab- 
lished as  ending  with  the  inauguration  of  a new 
President,  and  the  Vice  President’s  term  was 
changed  to  coincide  with  that  of  the  President 
with  whom  he  serves. 

The  Council  on  Constitution  and  Bylaws  was 
asked  to  study  Robert’s  “Rules  of  Order,”  revised, 
and  Sturgis’  “Standard  Code  of  Parliamentary 
Procedure”  (which  includes  reference  committees) 
and  report  at  the  Annual  Convention,  1969,  on 
which  should  govern  the  procedures  of  the  House. 

The  House  accepted  for  information  a Board 
report  estimating  “for  the  year  1967”  the  “total  cost 
of  professional  liability  insurance  coverage  for 
physicians  and  surgeons,  and  the  total  amount 
that  eventually  will  be  paid  to  satisfy  claims 
originating  from  medical  services  rendered  in 
that  year.”  Two  other  reports  on  professional  lia- 
bility were  considered  by  the  House. 

The  House  agreed  not  to  change  present  policy 
with  respect  to  allowing  non-member  physicians 
to  attend  the  scientific  sessions  of  the  AMA  with- 
out registration  fee. 

The  House  stood  in  silent  tribute  to  six  mem- 
bers of  the  House  and/or  officers  who  had  died 
since  the  previous  Annual  Convention;  and  also 
in  honor  of  19  military  medical  officers  who  have 
died  in  Vietnam. 

The  two  AMA  award  winners  at  the  19th 
International  Science  Fair  were  introduced  to  the 
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House  at  the  opening  session  and  their  winning 
exhibits  were  on  display  throughout  the  conven- 
tion in  the  exhibit  hall.  The  winners  were  Miss 
Shelley  Williams,  17,  high  school  senior  of  Palm 
Bay,  Fla.,  whose  exhibit  was  “Genetic  Mechan- 
isms of  Antibody  Synthesis:  an  Investigation  of  the 
Template  Mechanisms  of  in  Vitro  Lymphocyte 
Antibody  Production;”  and  William  Glen  Wheeler 
II,  18,  also  a senior,  from  McAllen,  Tex.,  with  “A 
Method  of  Immunosuppression  in  Renal  Homo- 
transplantation.” 

Dr.  Irvine  H.  Page,  director  of  research  (emeri- 
tus) of  the  Cleveland  Clinic  Foundation  was  the 
first  winner  of  the  Dr.  Rodman  E.  Sheen  and 
Thomas  G.  Sheen  Award,  established  to  honor 
“the  outstanding  doctor  of  medical  science  in  the 
United  States  for  each  year.”  The  award  was  a 
plaque  and  $10,000  cash  in  recognition  of  his 
scientific  research,  especially  in  the  fields  of  hy- 
pertension and  other  cardio-vascular  diseases.  The 
award  was  established  by  the  will  of  Thomas  G. 
Sheen,  Atlantic  City,  N.  J.,  businessman,  and  was 
named  for  Sheen  and  his  younger  brother,  a phy- 
sician whose  medical  career  was  cut  short  by  an 
accident  and  illness. 

Gerald  D.  Dorman  presented  a report  on  the 
AMA-ERF;  and  George  W.  Beadle,  Ph.D.,  future 
director  of  the  AMA-ERF’s  Institute  for  Biomedi- 
cal Research,  was  introduced.  Dr.  Beadle  is  now 
President  of  the  University  of  Chicago. 


William  D.  Stovall  was  honored  by  the  House 
with  a rising  vote  of  thanks  for  26  years  as  either 
a member  of  the  House  or  member  of  the  Council 
on  Constitution  and  Bylaws. 

Miss  Frieda  Berg,  of  the  AMA’s  Circulation  and 
Records  Department,  received  an  ovation  from 
the  House  for  50  years  of  service  on  the  AMA  staff. 
As  a part  of  the  tribute,  50  roses  were  presented  to 
Miss  Berg. 

J.  Clement  Lucas,  Jr.,  president  of  the  Student 
American  Medical  Association,  spoke  to  the  House; 
as  did  Blair  J.  Henningsgaard,  Oregon  delegate 
and  President  of  AMPAC. 

A request  was  made  by  the  Wisconsin  delega- 
tion that  officers  and  delegates  donate  their  con- 
vention badges  for  a special  display  at  the  Museum 
of  Medical  Progress  at  Prairie  du  Chien;  and  a 
plaque  depicting  the  snake  of  Aesculapius  was 
presented  by  Ohio  to  the  AMA.  The  plaque,  hand- 
made by  a Cleveland  surgeon.  Dr.  Victor  Laughlin, 
was  accepted  by  President  Wilbur. 

Annual  medical  journalism  awards  were  pre- 
sented by  Wesley  Hall,  Chairman  of  the  Board. 

The  Delegation  deeply  appreciates  the  con- 
tinued cooperation  and  support  of  the  officers  and 
staff  of  the  Colorado  Medical  Society  who  attended 
the  AMA  meetings.  The  Delegates  and  Alternates, 
CMS  Staff,  and  Officers  comprise  a well  working 
team  that  functions  well  at  the  AMA  level  and 
we  are  all  proud  to  be  a part  of  that  team. 


What’s  the  Rhythm — - 

Answer. 

Carotid  sinus  stimulation  was  applied  at  the 
time  of  the  arrow  in  Fig.  2.  The  QRS  complexes 
abruptly  stop  after  two  cycles  and  the  typical 
undulating  base-line  of  atrial  flutter  is  seen.  The 
AV  node  must  be  extraordinarily  sensitive  to  vagal 
stimulus  for  it  is  seen  that  there  are  10  flutter 
waves  before  the  next  QRS  and  five  before  the 
following  one. 


Thus  it  is  seen  that  a simple  bedside  procedure 
elucidates  what  otherwise  might  be  an  enigmatic 
rhythm  disturbance.  Clearly  this  patient  needs 
more  digitalis,  not  less.  When  additional  digitalis 
was  given  he  improved  rapidly  and  his  ventricular 
response  slowed.  With  a rapid,  regular  supra- 
ventricular tachycardia  in  the  range  of  125-160 
and  no  observable  atrial  activity,  atrial  flutter 
should  always  be  considered  and  carotid  sinus  mas- 
sage applied. 
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University  of  Colorado  Medical  Center 

Appointment  of  three  assistant  professors  in 
the  University  of  Colorado  School  of  Medicine  was 
recently  announced  by  Dr.  John  J.  Conger,  vice 
president  for  medical  affairs  and  dean  of  the  school. 

Dr.  Guinter  Kahn,  a 1958  graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  has  been 
appointed  assistant  professor  of  dermatology. 

Dr.  Cole  Manes,  recently  a postdoctoral  fellow 
at  the  Institute  for  Developmental  Biology  on  the 
University  campus  in  Boulder,  has  been  appointed 
assistant  professor  of  pediatrics. 

Dr.  John  D.  Pettigrew,  who  took  his  residency 
at  the  CU  Medical  Center,  has  been  appointed 
assistant  professor  of  radiology. 

* * ♦ 

Dr.  Foster  Matchett,  distinguished  Denver  or- 
thopaedic surgeon,  has  retired  from  the  faculty  of 
the  University  of  Colorado  School  of  Medicine 
after  30  years  of  service  and  has  been  granted 
the  title  of  Associate  Clinical  Professor  Emeritus 
of  Orthopaedic  Surgery  by  the  CU  Board  of  Re- 
gents. Dr.  Matchett  will  continue  with  his  private 
practice  of  orthopaedic  surgery  in  Denver. 

He  first  became  affiliated  with  the  CU  Medical 
faculty  in  1938,  when  he  was  appointed  a Clinical 
Assistant  in  Orthopaedic  Surgery,  and  he  had  been 
an  Associate  Clinical  Professor  of  Orthopaedic 
Surgery  since  July  1,  1954.  During  World  War  II, 
Dr.  Matchett  spent  40  months  with  the  29th  Gen- 
eral Hospital,  U.  S.  Army  Medical  Corps  reserve 
unit  organized  at  the  CU  Medical  Center,  as  Major 
and  Lieutenant  Colonel. 

While  serving  on  the  faculty  of  the  CU  School 
of  Medicine  he  has  been  Consultant  in  orthopaedic 
surgery  at  Fitzsimons  General  Hospital,  and  the 
Veterans  Administration  Hospital  for  the  past  22 
years.  For  the  past  six  and  a half  years  he  has  been 
Chief  of  the  Orthopaedic  Residency  Teaching 
Program  at  the  Denver  General  Hospital. 

♦ * * 

The  last  of  a series  of  five  annual  contributions, 
aggregating  $500,000,  to  the  Webb-Waring  Insti- 
tute for  Medical  Research  has  been  received  from 
the  Donner  Foundation  of  Colorado  Springs.  The 
gift  will  be  used  to  endow  the  Donner  Chair  of 
Medical  Research  at  the  institute. 

Dr.  Alfred  J.  Crowle,  associate  professor  of 
microbiology  in  the  CU  medical  school  and  head 
of  the  institute’s  Division  of  Immunology,  has  been 
named  as  the  first  member  of  the  staff  to  be  hon- 
ored by  appointment  to  the  Donner  Chair. 

In  accepting  the  generous  gift  of  the  Donner 
Foundation,  Dr.  Robert  L.  Stearns,  president  of 
the  institute,  pointed  out  that  the  Webb-Waring 


Institute,  although  located  at  the  CU  Medical 
Center  and  closely  linked  with  the  medical  facul- 
ty, is  a private,  non-profit  corporation  supported 
by  such  voluntary  contributions.  The  institute  was 
founded  in  Colorado  Springs  in  1924  and  moved 
to  the  Medical  Center  in  1954  to  occupy  its  own 
building  adjoining  the  medical  school. 


University  of  New  Mexico  School  of  Medicine 

Dr.  Timothy  Stephen  Schuster  has  joined  the 
University  of  New  Mexico  School  of  Medicine 
faculty  as  an  assistant  professor  in  the  Depart- 
ment of  Psychiatry,  and  as  a psychiatrist  with  the 
Bernalillo  County/UNM  School  of  Medicine  Com- 
prehensive Community  Mental  Health-Mental  Re- 
tardation Center. 

The  center  is  now  under  construction  in  Albu- 
querque, and  is  scheduled  to  open  about  Dec.  1, 
1968. 

♦ * * 

Dr.  Don  K.  Worden,  former  director  of  psy- 
chology at  Athens  State  Hospital,  Ohio,  has  joined 
the  faculty  of  the  University  of  New  Mexico 
School  of  Medicine  as  an  assistant  professor  of 
pediatrics,  and  will  be  directing  children’s  psy- 
chiatric services  at  the  new  Bernalillo  County/ 
UNM  School  of  Medicine  Comprehensive  Com- 
munity Mental  Health-Mental  Retardation  Center. 

* * * 

Dr.  Lewis  Henry  Lackner  has  joined  the  medi- 
cal faculty  at  University  of  New  Mexico  School  of 
Medicine,  Albuquerque,  as  chief  of  urology  in  the 
Department  of  Surgery. 

Dr.  Lackner  is  a former  Air  Force  medical 
officer,  with  the  20th  Medical  Service  Squadron, 
Carswell  AF  Base,  Fort  Worth,  Tex.  He  received 
his  M.D.  degree  from  Washington  University 
School  of  Medicine  in  1961. 

Before  arriving  in  Albuquerque,  Dr.  Lackner 
was  at  the  University  of  Texas,  Southwestern 
Medical  School  at  Dallas,  from  which  he  had  re- 
ceived a two-year  Renal  Fellowship.  His  studies 
were  on  the  intrarenal  mechanisms  of  blood  flow 
related  to  various  pathologic  and  pharmacologic 
states,  and  also  the  urinary  concentrating  mech- 
anisms in  these  states. 

9K  « * 

Dr.  Robert  F.  Castle,  associate  professor  of 
pediatrics  and  director  of  pediatric  cardiology  at 
the  University  of  New  Mexico  School  of  Medicine, 
has  been  named  a teaching  scholar  by  the  Amer- 
ican Heart  Association. 

The  designation  will  mean  about  $70,000  over 
a five-year  period  to  support  the  medical  school’s 
teaching  programs  in  cardiology.  Faculty,  stu- 
dents, interns  and  residents  participate  in  two 
heart  clinics  in  Albuquerque  and  in  clinics  at 
Gallup,  Santa  Fe  and  Los  Alamos,  N.  M. 
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University  of  Utah  Medical  Center 

The  University  of  Utah  Medical  School  recently 
selected  seven  exceptional  students  to  initiate  a 
new  admissions  program  directed  toward  personal 
fulfillment.  The  “early  admissions”  program,  the 
first  such  program  known  in  the  nation,  is  designed 
to  allow  unusually  promising  young  students  a 
chance  to  pursue  their  individual  college  academic 
interests  without  restrictions. 

The  U of  U College  of  Medicine  selected  seven 
students  from  a large  number  of  applicants  on 
the  basis  of  scholastic  achievement,  breadth  of 
experience  and  career  plans.  These  scholars,  all 
high  in  their  classes,  were  also  selected  because 
of  a predictable  success  both  in  college  studies  and 
medical  school  course  work.  The  seven  selected 
students  have  been  assured  a position  in  the  Medi- 
cal School  after  completing  their  undergraduate 
studies. 


Children’s  Hospital,  Denver 

Perinatal  Emergencies 
November  15-16,  1968 

Pediatric  Orthopedics 

March  20-21,  1969 

Sudden  Infant  Death  — Workshop 

The  National  Foundation  for  Sudden  Infant 
Death,  the  Maternal  and  Child  Health  Committee 
of  the  Colorado  Medical  Society  and  Denver  Chil- 
dren’s Hospital  will  sponsor  a workshop  on  Sudden 
Infant  Death,  Friday,  October  11  from  8:30  a.m. 
to  11:30  a.m.  at  the  Brown  Palace  Hotel. 

James  Patrick,  M.D.,  Chief  of  Pathology  at 
the  Children’s  Hospital  of  Washington,  D.  C.,  and 
an  experienced  investigator  of  the  syndrome  of 
sudden  death  in  infants  will  be  the  guest  speaker. 
Blaise  Favara,  M.D.,  Marvin  Jaffe,  M.D.,  Paul 
Kuhn,  M.  D.,  Mr.  E.  Jedd  Roe,  Jr.,  and  Anne 
Yeager,  M.D.  will  be  participants  in  the  workshop 
which  will  review  the  extent  of  the  problem, 
parental  reaction  and  possible  mechanisms  of 
Sudden  Infant  Death. 

No  fee.  Attendance  is  limited  to  physicians 
and  invited  guests. 

Advance  registration  is  requested.  Write:  Sud- 
den Infant  Death  Workshop,  Denver  Children’s 
Hospital,  19th  Avenue  at  Downing,  Denver,  Colo- 
rado 80218. 


University  of  Colorado  School  of  Medicine 
Postgraduate  Medical  Education 
Musculoskeletal  Disease  for  the  General  Physician 

November  14-16,  1968 
Denver,  Colorado 

This  course  is  designed  for  internists,  pedia- 
tricians, and  family  physicians.  The  objective  of 
the  course  is  to  provide  knowledge  of  the  basic 
clinical  sciences  relating  to  the  musculoskeletal 
system  as  it  is  associated  with  the  clinical  prob- 
lems of  importance  in  the  daily  practices  of  phy- 
sicians who  do  not  specialize  in  orthopedics.  The 
focus  will  be  on  diagnosis  and  the  disease  process 
with  emphasis  on  the  examination  of  the  patient, 
the  possibilities  of  treatment,  and  the  new  de- 
velopments in  the  field.  Subjects  to  be  discussed 
include  infections,  osteoporosis,  back  pain,  growth 
disturbances,  “holes  in  bones,”  cerebral  palsy, 
neoplasia,  third-party  and  medicolegal  evaluations, 
general  principles  of  trauma,  and  sports  medicine. 

Nuclear  Medicine 

A “Conference  on  Nuclear  Medicine”  will  be 
held  October  16-17  at  the  University  of  Colorado 
Medical  Center  in  Denver.  The  conference  is  spon- 
sored by  the  University  of  Colorado  Medical  Cen- 
ter, the  Rocky  Mountain  Chapter  of  the  American 
Society  of  Nuclear  Medicine,  and  the  Rocky  Moun- 
tain Chapter  of  the  Health  Physics  Society. 

Registration  fee  for  the  conference  is  $25.  Fur- 
ther information  may  be  obtained  from: 

William  R.  Hendee,  Ph.D.,  Department  of  Ra- 
diology, Box  111,  University  of  Colorado  Medical 
Center,  4200  East  Ninth  Avenue,  Denver,  Colorado 
80220. 

New  Mexico  Society  Interim  Meeting, 

Eddy  County  Medical  Society 

November  1-2,  1968 
Motel  Stevens,  Carlsbad 

FRIDAY,  NOVEMBER  1 

I.C.U.  in  the  Community  Hospital 
T.  E.  Hauser,  M.D. 

Bacteriology  in  the  Community  Hospital 

William  Clapper,  Ph.D. 

The  Newer  Antibiotics 
Alexander  L.  Kisch,  M.D. 

SATURDAY,  NOVEMBER  2 
Complications  and  Side  Effects  of  Antibiotics 

Theodore  C.  Eickhoff,  M.D. 

Sensitivity  Selection  and  Sensitivity  Testing  of 

Antibiotics 

Marvin  Turck,  M.D. 

Panel  on  Antibiotics 

Drs.  Clarence  H.  Peterson,  Jr.,  Turck,  Eickhoff, 
Kisch,  Clapper. 
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A monthly  news  summary  from  the  nation’s 
Capitol  by  the  Washington  Office  of  the  AMA. 


President  Johnson  signed  into  law  the  Health 
Manpower  Act  of  1968  which  extends  for  two 
years,  until  June  30,  1971,  and  expands  the  federal 
programs  of  aid  to  medical  and  allied  health 
schools. 

Other  health  legislation  enacted  into  law:  1) 
establishes  a National  Eye  Institute  as  part  of  the 
National  Institutes  of  Health;  2)  requires  federal 
buildings  to  provide  easy  access  to  the  handi- 
capped; 3)  authorizes  standards  to  prevent  gas  lines 
from  leaking  and  exploding. 

President  Johnson  termed  the  health  manpower 
law  “a  major  measure  in  the  battle  for  better 
health.”  It  authorizes  about  $1.2  billion  in  federal 
aid  to  medical  and  other  health  personnel  schools 
over  two  years  for  construction,  expansion  and 
operating  expenses.  Congress  followed  most  of  the 
Administration’s  proposals  in  approving  the  legis- 
lation but  limited  the  extension  to  two  years, 
instead  of  the  four  years  requested. 

Schools  of  pharmacy  and  veterinary  medicine 
were  made  eligible  for  the  first  time. 

Money  authorizations  for  schools  in  the  new 
law: 

Medical  and  other  health  professions — con- 
struction grants,  $395  million;  institutional  sup- 
port, $285  million;  scholarships,  $32.8  million; 
student  loans,  $70  million;  total,  $782.8  million. 

Nursing — construction,  $60  million;  institutional 
support,  $75  million;  traineeships,  $34  million; 
scholarships,  $50  million;  student  loans,  $41  mil- 
lion; total,  $260  million. 

Allied  health  (fiscal  1970  only) — construction, 
$10  million;  institutional  support,  $20  million; 
traineeships,  $5  million;  new  methods,  $4.5  mil- 
ion;  total,  $39.5  million. 

Public  health — graduate  training,  $20.5  million; 
traineeships,  $24  million;  total,  $44.5  million. 

Health  research  construction,  $50  million. 

The  Food  and  Drug  Administration  and  the 
Pharmaceutical  Manufacturers  Association  dif- 
fered as  to  the  significance  of  the  findings  of  a 
Georgetown  University  School  of  Medicine-man 
team  after  studies  comparing  three  brand-name 
drugs  with  their  generic  versions. 

Drugs  tested  were  diphenylhydantoin,  pre- 
scribed for  treatment  of  epilepsy,  chloramphenicol 
and  sulfisoxazole.  The  studies  supported  by  the 
FDA  showed: 

1.  Some  generic  drugs  are  absorbed  more  slow- 
ly by  the  body  than  the  brand; 

2.  At  least  one  generic  drug  was  absorbed 
faster  by  the  body  than  the  brand  drug; 


3.  Absorption  rates  were  governed  by  such 
factors  as  crystal  size  of  the  drug,  hardness  of 
tablets,  and  the  types  of  drug  capsules. 

“Our  findings  raise  serious  doubts  about  the 
equality  of  different  products  of  the  same  drug 
in  the  treatment  of  disease,”  said  Christopher  M. 
Martin,  M.D.,  Professor  of  Medicine  and  Phar- 
macology. 

“The  studies  by  Dr.  Martin  and  his  research 
team,  showing  how  different  versions  of  the  same 
drug  behave  differently  in  man,  provide  further 
proof  of  the  scientific  fact  that  these  differences 
can  be  significant  in  patients,”  C.  Joseph  Stetler, 
PMA  President  said. 

“Clearly,  there  is  no  evidence  to  indicate  that 
all  formulations  of  the  same  drug  are  equivalent. 
From  all  the  evidence  that  has  been  developed  to 
date,  as  Dr.  Martin’s  studies  point  out,  quite  the 
opposite  may  be  true.” 

On  the  other  hand,  FDA  Commissioner  Herbert 
Ley,  Jr.,  M.D.,  said  his  agency  “has  in  no  sense 
concluded  that  ‘generic’  drugs  are  less  effective 
as  a class  than  ‘brand-name’  products.” 

“In  my  opinion,  there  are  fewer  than  two  dozen 
drugs  where  therapeutic  differences  among  com- 
peting products  may  be  a problem,”  he  said. 

“Data  from  the  Georgetown  work  have  been 
useful  to  the  FDA,  but  it  is  completely  unwar- 
ranted to  reach  any  general  conclusions  about 
drug  equivalency  on  the  basis  of  these  explora- 
tory studies.” 


New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 


Recent  Acquisitions 

Ambulatory  Pediatrics:  Edited  by  Morris  Green.  Philadelphia, 
1968,  Saunders.  970  p.  Price:  $22.00. 

An  Atlas  of  Surgery  of  the  Face,  Mouth  and  Neck:  By  Robin 
M.  Rankow.  St.  Louis,  1968,  Mosby.  292  p.  Price:  $31.00. 
Biochemical  Factors  in  Alcoholism;  Edited  by  Roger  P. 
Maickel.  New  York,  1967,  Pergamon  Press.  256  p.  Price: 
$12.00. 

Christopher’s  Textbook  of  Surgery:  By  Loyal  Davis.  9th 
edition.  Philadelphia,  1968,  Saunders.  1493  p.  Price:  $20.00. 
How  to  Live  with  Hypoglycemia:  By  Charles  Weller  and 
Richard  Boyland.  Garden  City,  New  York,  1968,  Doubleday. 
130  p.  Price:  $4.50. 

Illness  or  Allness:  Conversations  of  a Psychiatrist:  By  John 
M.  Dorsey.  Detroit,  1968,  Wayne  State  University  Press.  636  p. 
Price:  $14.00. 

Living  Consciously;  The  Science  of  Self:  By  John  Dorsey 
and  Walter  H.  Seegers.  Detroit,  1968,  Wayne  State  University 
Press.  174  p.  Price:  $5.50. 

Publications  List — National  Institute  of  Mental  Health:  By 
Public  Health  Service.  Chevy  Chase,  Md.,  1988,  U.  S.  Dept,  of 
Health,  Education  and  Welfare.  599  p.  Price;  Gift. 

Studies  of  the  Development  and  Decay  of  the  Human  Frame: 
By  Joseph  Trueta.  Philadelphia,  1968,  Saunders.  389  p. 
Technic  for  Extracorporeal  Circulation:  By  Rajnnond  C. 
Stofer.  Springfield,  111.,  1968,  Thomas.  115  p.  Price:  $6.75. 
Tumors  of  the  Large  Bowel:  By  Raymond  J.  Jackman  and 
Oliver  H.  Beahrs.  Philadelphia,  1968,  Saunders.  377  p.  Price: 
$13.50. 
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(k>ughCalmeis 


Each  Cough  Calmer^'^  contains  the  same  active  ingredients 
as  a halhteaspoonlui  of  Robitussin-DM*:  Glyceryl  guaiaco- 
late.,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


This  esuffh's 
really  got  me. 
Mnd  taMnff  a 
eouffh  syrup 
etui  here  is  ©ne 
stunt  even  1 
ean't  do. 


Tubercuiosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTiNETM  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesrculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  soEisitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comnm  ■ 


Ask  your  representative  for  details  ui  write  Medical  Advisory  Dept.. 
Lederic  Laboratories. Pearl  Rlvir.Hew York  10965.  406-8 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  effects^’®  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  3.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.;  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  'Washington,  Pa. 


EmetroF 

phosphorated  carbohydrate 
solution 

emesis  control 


Togetherness.... 
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The  Colorado  Medical 
Society  and  physicians  of 
the  Rocky  Mountain  area 
lost  a great  friend  and  an 
outstanding  legal  counsel 
with  the  passing  of  J.  Peter 
Nordlund  on  Saturday,  Sep- 
tember 7,  1968.  Mr.  Nord- 
lund, general  counsel  for 
the  Colorado  Medical  So- 
ciety for  29  years  died  un- 
expectedly while  visiting  at  the  home  of  friends. 
He  was  71. 

The  widely  known  Denver  attorney  was  born 
July  27,  1897  in  Stromsburg,  Nebraska.  He  studied 
at  the  University  of  Nebraska  and  received  his 
BA  degree  from  the  University  of  Chicago  in  1923 
and  was  licensed  to  practice  law  in  Colorado  that 
year.  He  became  a full  partner  in  the  firm  of 
Hutton,  McCay,  Nordlund  and  Pierce  in  1935.  The 
firm  was  retained  in  1939  as  legal  counsel  for  the 
Society. 

Those  who  worked  closely  with  him  will  re- 
member Mr.  Nordlund  as  a modest,  unassuming, 
quietly  skillful  attorney  with  a delightfully  whim- 
sical humor.  He  faithfully  served  the  medical  pro- 
fession through  many  critical  times  with  candor 
and  quiet  courage. 

Mr.  Nordlund  became  general  counsel  for  the 
Capitol  Life  Insurance  Company  of  Denver  in  1945 
in  addition  to  his  duties  at  that  time  as  general 
counsel  for  the  Colorado  Medical  Society,  Colorado 
Blue  Shield  and  the  Denver  Medical  Society. 

While  attorney  for  the  Colorado  Medical  So- 
ciety he  authored  the  now  famous  “Sabin  Bills” 
of  1947  which  modernized  Colorado’s  State  Health 
Department,  and  he  was  author  of  Colorado’s  1951 
revised  Medical  Practice  Act,  at  that  time  the 
finest  modern  practice  law  in  the  country. 


For  his  outstanding  service  in  furthering  the 
goals  of  the  Medical  Society  and  the  profession, 
Mr.  Nordlund  was  twice  awarded  the  Colorado 
Medical  Society’s  highest  honor,  the  Certificate  of 
Service.  He  was  one  of  four  men  in  the  history 
of  the  Society  to  receive  the  award  more  than 
once. 

A member  of  the  Denver,  Colorado  and  Amer- 
ican Bar  Associations,  he  retired  from  the  Den- 
ver Medical  Society  position  in  1956,  the  Blue 
Shield  in  1958  and  Capitol  Life  Insurance  Company 
in  1964.  He  retained  his  position  with  the  Colo- 
rado Medical  Society  and  maintained  an  office 
in  the  Society  building. 

Surviving  are  his  wife,  Florette,  a daughter, 
Mrs.  Charles  Smallhouse  of  Los  Altos,  California, 
and  three  grandchildren. 


Utah 

Dr.  Dean  C.  Rigby,  Mt.  Pleasant  physician  and 
city  councilman,  died  Monday,  August  26,  of  in- 
juries received  in  a car-truck  accident.  At  the 
time  of  the  accident.  Dr.  Rigby  was  involved  in 
duties  attendant  to  his  assignment  as  city  coun- 
cilman. 

Born  November  4,  1919,  in  Fairview,  Sanpete 
County,  Dr.  Rigby  was  the  son  of  Dr.  Samuel  B. 
and  Alice  Anderson  Rigby.  He  married  Lurline 
Jones  in  October  1945,  in  Sacramento,  California. 

Dr.  Rigby  graduated  from  Utah  State  Univer- 
sity, subsequently  receiving  his  M.D.  degree  from 
the  University  of  Utah.  He  then  began  his  practice 
of  medicine  in  the  Moroni  and  Mt.  Pleasant  areas 
— a practice  which  he  conducted  for  more  than  20 
years.  His  untimely  death  has  unquestionably  left 
a considerable  void  as  far  as  medical  care,  as  well 
as  community  leadership,  in  the  North  Sanpete 
area.  He  was  a member  of  the  Mt.  Pleasant  Lions 
Club. 

Survivors  include  his  widow;  a daughter,  Alice 
Gay  of  Mt.  Pleasant;  and  a son.  Newel,  of  Brigham 
City.  Also  surviving  him  are  a brother  and  two 
sisters. 


Should  a physician  inform  his  county  medical  society  of  his  appearance  on  a ■ 

radio  or  TV  program?  How  can  a county  society  improve  press  relations  through  j 

their  physician?  li 

“Guidelines  for  Physicians  In  Their  Relations  With  The  Communications  i 

Media”  offers  practical  suggestions  for  physicians  regarding  speaking  engage- 
ments, photographs,  the  MD-patient  relationship,  and  TV  appearances. 

This  seven-page  booket,  published  by  the  AMA’s  Judicial  Council,  is  available  j 

without  charge  from  the  Department  of  Medical  Ethics. 
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When  prescribed— Bennett’s  AP  series  makes 
air  IPPB  therapy  simple  and  efficient! 


They’re  easy  to  use.  Simple,  non-interacting 
controls  make  the  AP  ideal  for  patient  use 
at  home.  They’re  also  widely  used  in  doc- 
tors’ offices,  climes  and  in  hospitals. 

Bennett’s  AP  units  are  therapeutically  ef- 
ficient. The  famous,  flow-sensitive  Bennett 
Valve- — the  valve  that  “breathes”  with  the 
patient — gives  proper  control  of  pressure 
patterns.  The  Bennett/Twin  Nebulizer  (in- 
cluded with  all  AP  Models)  provides  opti- 
mum volume  and  particle  size  for  medica- 
tion and  humidification.  Oxygen  enrichment 
may  be  added  with  other  Bennett  accessories. 


Bennett  makes  two  AP  models — the  reliable 
AP-5,  as  shown,  and  its  self-contained  port- 
able teammate,  the  AP-4  (inset).  Both  are 
electrically  operated,  quiet,  compact  and 
quality  built. 

Get  full  information  on  the  Bennett  AP 
Series  from  your  Puritan  representative. 
He’ll  also  tell  you  about  patient  rental  plans. 

Bennett  IPPB  equipment  is  sold  or  rented 
only  on  prescription  by  a physician  or  on 
order  of  a hospital  or  other  recognized  med- 
ical institution. 


GEO.  BERBERY  & SONS,  INC. 


1717  LOGAN  STREET,  DENVER,  COLORADO  80203  • TEL.  255-0408 
1903-1968  — OUR  65th  ANNIVERSARY 
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When  it’s  iiHH^  than  a bad  cold 


your  patient  can  feel  better 
i^e  he’s  gettii^  better 


Achroddiri 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  maculopapular  and 

erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
I ntracranial— bulging  fontanels  in  young  infants. 
Jeet/j— yellow-brown  staining;  enamel  hypoplasia. 
B food— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/Ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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Easier 
ihan  taking 
them 
separateiy 

Serpasil-Esidrix’’ 

#2  Tablets 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

# 1 Tablets 

(0,1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


C I B A 


BRO'^DMOOR 

yourselves 


for  the  pure 
pleasure  of  it  all ! 


Discovar  America’s  finest  resort  facilities, 
dining  and  accommodations,  here  within 
5,000  acres  of  enjoyment  at  the  gateway 
to  the  Colorado  Rockies. 

The 

BROADMOOR 

Colorado  Springs,  Colorado 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  tit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

• 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  Sso  voig^jr. 

1830  CURTIS  DENVER  534-4257 


Newton  Optical 
Company 

Catering  to 

Medical  Profession  Patronage 

309  16th  Street  f \ Telephone 

Denver  80202  534-8714 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731  — DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 
1202  Kingsley  Drive,  635-8768 


Salt  Lake  City,  Utah 
21  Kensington  Street,  485-8262 


Medical  X-Ray  Equipment 
Accessories  & Film 


Albuquerque,  New  Mexico  Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288  Nuclear  Instrumentation 


What  will  you  use  in  place  of  money 

when  you’re  sick  or  hurt  and 
your  income  stops? 


Doctors  get  sick,  too.  When  your  turn  comes,  will  your 
family  have  the  necessary  cash  to  meet  everyday  living 
expenses?  Will  they  have  the  necessary  funds  to  keep 
your  practice  going  until  you  are  back  on  your  feet 
again? 

Protect  your  income  now  with  the  Colorado  Medical 
Society's  low-cost  Disability  Income  Plan. 

PAYS  up  to  $800.00  a month  when  you're  sick  or  hurt 
and  can't  work. 

For  full  details,  complete  the  coupon  below  and  mail 
it  today! 


Hove  you  discovered  MEDI PHONE? 

It's  Mutual  of  Omaha's  new  service  that  can  save  you 
time  and  money.  Now,  to  furnish  Mutual  of  Omaha 
the  information  necessary  to  qualify  an  applicant  for 
insurance,  you  simply  dictate  the  information  requested 
into  your  telephone,  relieving  you  and  your  staff  of 
burdensome,  time-consuming  work.  To  use  Mediphone, 
call  402 — 342-7530  collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered  how  helpful  Mediphone 
can  be  in  cutting  down  on  pap>er  work.  Find  out  how 
Mediphone  can  help  you.  Send  for  a free  pamphlet 
on  Mediphone  today. 


Mutual 

g^mohaSL/ 


Vincent  Anderson  Agency 
Mutual  of  Omaha 
2nd  Floor,  Railway  Exchange  Bldg. 
Denver,  Colo.  80202 


The  Company  that  pays 

1 my  free 

1 

Life  Insurance  Affiliate:  United  of  Omaha 

1 Name 

1 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

HOME  OFFICE:  OMAHA,  NEBRASKA 

1 Address.. 

1 

7-1068-1-469 

1 citv 

-State.. 


..Zip.. 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Colorado  Medical  Society 

OFFICERS  1968-19G9 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  William  M.  Covode,  Denver. 

President-elect:  John  M.  Wood,  Englewood. 

Vice-President:  Joseph  S.  Pollard,  Colorado  Springs, 
Treasurer:  E.  B.  Liddle,  Colorado  Springs,  1971. 

Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec,  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec,  31, 
1969) ; Gatewood  C,  Milligan,  Englewood,  Dec.  31,  1969  (Al- 
ternate, Ray  G.  Witham,  Craig,  Dec,  31,  1969). 

Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Denver. 
Vice  Speaker,  House  of  Delegates:  Harlan  E.  Huskey,  Grand 
Junction. 

Foundation  Advocate:  James  P.  Rigg,  Sr.,  Grand  Junction. 
Historian:  Richard  Whitehead,  Denver, 

Historian  Emeritus:  Bradford  Murphey,  Denver, 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  ( 303). 

Montana  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen  ex- 
pire at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Alfred  M.  Fulton,  Billings 
President-Elect:  Mark  B.  Listerud,  Wolf  Point 
Vice-President:  Oscar  A.  Swenson,  Sidney 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  William  S.  Harper,  Helena 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  BiUings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Alfred  M.  Fulton,  Chairman,  BUlings; 
Herbert  T.  Caraway,  BiUmgs;  Paul  J.  Gans,  Lewistown; 
William  S.  Harper,  Helena;  Mark  B.  Listerud,  Wolf  Point; 
John  A.  Newman,  Butte;  Oscar  A.  Swenson,  Sidney;  Robert 
W.  Thometz,  Butte;  A.  L.  Vadheim,  Bozeman 
Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medicai  Journal:  L. 
Russell  Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  BUlings  59103.  Office  Telephone  259-2585 

Nevada  Slate  Medical  Association 

OFFICERS— 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1988  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane. 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  Indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  Earl  B.  Flanagan,  Carlsbad 
President-Elect:  Hugh  B.  Woodward,  Albuquerque 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque 
Immediate  Past-President:  Emmit  M.  Jennings,  Roswell 
Speaker,  House  of  Delegates:  Ronald  V.  Dorn,  Albuquerque 
Vice  Speaker,  House  of  Delegates:  William  J.  Hossley,  Deming 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1, 
1967  to  December  31,  1970 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albu- 
querque, January  1,  1967  to  December  31,  1968 
Scientific  Editor  for  New  Mexieo,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Assistant  Scientific  Editor  for  New  Mexico:  William  S.  Cur- 
ran, Albuquerque, 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 


Utah  Slate  Medical  Association 

OFFICERS  1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Drew  M.  Petersen,  Ogden. 

President-elect:  Homer  E.  Smith,  Salt  Lake  City. 

Secretary:  Alan  E.  Lindsay,  Salt  Lake  City  (1970). 

Treasurer:  Ralph  C.  Richards,  Salt  Lake  City  (1969). 

Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City,  1969;  Cache  VaUey  Medical  Society, 
MerriU  C.  Daines,  Logan,  1969  Carbon  County  Medical  Society, 
Roy  W.  Robinson,  Price,  1969;  Central  Utah  Medical  Society. 
Gene  E.  Speakman,  Mt.  Pleasant,  1970;  Davis  County  Medical 
Society,  Noall  Z.  Tanner,  Layton,  1969;  Salt  Lake  County 
Medical  Society,  Russell  M.  Nelson,  Salt  Lake  City,  1969; 
Southeastern  Utah  Medical  Society,  Paul  R.Mayberry,  Moab, 
1970;  Southern  Utah  Medical  Society,  L.  V.  Broadbent,  Cedar 
City,  1970;  Uintah  Basin  Medical  Society,  Terry  M.  Buxton. 
Roosevelt,  1970;  Utah  County  Medical  Society,  John  H.  Rupper, 
Provo,  1968;  Weber  County  Medical  Society,  L.  D.  Nelson, 
Ogden,  1970. 

Immediate  Past  President:  Paul  A.  Clayton,  Salt  Lake  City. 
Delegate  to  the  American  Medical  Association:  Drew  M. 
Petersen,  Ogden. 

Alternate  Delegate  to  the  Ameriean  Medical  Association: 
Ralph  C.  Jorgenson,  Provo. 

Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan. 

Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City. 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medicai  Journal:  Mr. 
Hoyt  W.  Brewster,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Henry  N.  Stephenson,  Newcastle 

President-elect:  John  J.  Corbett,  Casper 

Vice  President:  Fenworth  M.  Downing,  Sheridan 

Secretary:  William  G.  Erickson,  Lander 

Treasurer:  Duane  M.  Kline,  Cheyenne 

Delegate  to  AMA:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  AMA:  Thomas  Nicholas.  Buffalo 

Speaker  of  the  House:  Roy  Holmes,  Casper 

Vice  Speaker  of  the  House:  G.  R.  Cheatham,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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We’re  enthusiastic  when  it 


comes  to  solving  your 
practice  management  problems 

Enthusiasm  is  a result  of  self  confidence  . . . and 
our  self  confidence  in  problem  solving  in  practice 
management  stems  from  over  22  years  experience 
of  serving  more  than  2000  clients  in  the  Medical 
and  Dental  Professions. 

The  Professional  Management  Midwest  repre- 
sentative in  your  area  has  the  wide  training  and 
experience  to  provide  you  with  the  expert  counsel- 
ing in  all  phases  of  profitable  practice  manage- 
ment and  personal  financial  planning. 

Indeed,  it  will  be  worth  your  investment  of  time 
to  ask  the  PMM  representative  in  your  area  how 
you  can  solve  the  frustrating  problems  of 
RECORDS,  ROUTINES,  TAXES,  INVEST- 
MENTS, INSURANCE,  CREDIT  and  COLLEC- 
TIONS, FEES,  PERSONNEL,  PARTNERSHIPS. 
MEDICARE  and  PATIENT  RELATIONS. 

Call  him  today. 

PROFESSIONAL  MANAGEMENT  MIDWEST 

6950  W.  Archer  PI. 

Phone:  623-3053 

Denver,  Colorado  80226  i -4-7-1 068 


PREMIUM 

QUALITY 


AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 


OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 
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WANT  ADS 


OB-GYN  AND  GENERAL  SURGEON  needed  by  ten-man 
group,  southeastern  Montana.  Salary  first  year  $24,000.  Part- 
nership interest  after  first  year.  Reply  to  Box  968-2-2B,  Rocky 
Mountain  Medical  Journal,  1809  East  18th  Ave.,  Denver,  Colo- 
rado 8C218.  968-2-2B 


INVESTOR 

owned 

CUSTOMER 

oriented 


FOR  LEASE:  The  exclusive  hunting  and  fishing  rights  on 
more  than  15,000  acres  of  land  to  a group  of  up  to  30.  River, 
creeks,  reservoirs — lots  of  big  game.  Located  in  the  Walden, 
area.  Also,  summer  home  sites  for  sale.  Meyring  Livestock, 
Walden,  Colorado  13:3)  723-4547.  868-4-3B 


A BOARD  CERTIFIED  or  qualified  obstetrician  and  gyne- 
cologist with  military  obligation  completed  is  wanted  to 
join  a young  man  in  rapidly  growing  practice  in  Rocky 
Mountain  area.  Reply  to  Box  1068-2-1,  Rocky  Mountain 
Medical  Journal,  1809  E.  18th  Ave.,  Denver,  Colorado  80218. 

1068-2-1 


ESTABLISHED  OPHTHALMOLOGICAL  practice  in  rural 
Colorado  immediately  available.  All  you  pay  is  realistic 
price  of  good  modern  equipment.  Use  it  here  or  elsewhere. 
Reply  to:  Box  1068-1-1,  Rocky  Mountain  Medical  Journal, 
1809  E.  18th  Ave.,  Denver,  Colorado  80218.  1068-1-1 


NORTH  VALLEY  SHOPPING  CENTER— Professional  Office 
Terrace  with  exceptional  exposure  to  the  general  public, 
parking,  decor,  access,  janitorial  service,  heating,  air-con- 
ditioning, in  Denver’s  most  rapidly  developing  market  area. 
Ideal  for  minor  operating  room  facility.  Conference  room, 
baby  sitting  service  available.  Please  contact  Mr.  Anderson 
in  Denver  (303)  288-6895,  or  North  VaUey  Shopping  Center, 
500  East  84th  Avenue,  Thornton,  Colorado  80229.  1068-3-4B 


V,' 


EXCLUSIVELY 


For  the  medical  and  dental  professions 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Building 
is  the  best-known  Medical-Dental 
Center  in  the  Rocky  Mountain 
West,  complete  with  24-hour  opera- 
tion, X-ray;  pathological  and  dental 
laboratories,  pharmacy,  drug  and 
supply  stores. 

With  the  completion  of  the  new 
500-car,  self-service  parking  facility, 
the  Republic  Building  — designed 
and  operated  exclusively  for  the 
medical  and  dental  professions  — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for  illus- 
trated brochure. 


REPUBLIC  BUILDING  CORPORATION 

1624  TREMONT  PLACE,  DENVER,  COLORADO  80202 
PHONE  534-5271 


iiek2^ i 
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Information 


heavenly  relief 
for  unearthly  cough 


ASTR 


Benyliri 

EXPECTORANT 

Each  fJuidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  l!  10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
helps  break  down  tenacious  mu- 
cous secretions . . . tends  to  inhibit 
cough  reflex . . . soothes  irritated 
throat  membranes . . . reduces 
congestion  in  the  bronchial  tree. 
And  its  not-too-sweet,  pleasant 
flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like,action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 

1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE- 
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HWiD  BRAND  OFLUTUTRIN 

SOOO  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL.  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

B Literature  on  indications  and  dosage  avail- 
able on  request. 


fl  No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

fl  Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contrasting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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Title  Registered  U.  S.  Patent  Office 


Editorial  and  Business  Office 
1809  Blast  18th  Avenue 
Denver,  Colorado  80218 
Telephone  399-1222  (area  code  303) 

Publication  Office 
1830  Curtis  Street 
Denver,  Colorado 

Address  all  correspondence  re- 
lating to  subscriptions,  advertis- 
ing or  address  changes  to  Edi- 
torial and  Business  Office. 

Address  all  manuscripts,  organi- 
zation and  other  news  items 
relating  to  editorial  content  to 
appropriate  state  editor,  see 
below. 
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Preoccupation  with  Hospital  Records — A Part  of  the  Bureaucratization  of  Medical  Care 
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33  Inaugural  Address  William  M.  Covode,  MD,  Denver,  Colorado 

37  Treatment  of  Breast  Cancer  Justin  J.  Stein,  MD,  Los  Angeles,  California 

45  Pasteurella  Multocida  in  Animals’  Mouths  Cora  R.  Owen,  PhD,  Emory  O.  Buker,  J.  Frederick  Bell,  MD, 

and  William  L.  Jellison,  PhD,  Hamilton,  Montana 

47  Non-surgical  Aid  for  the  Degenerated  Knee  Charles  D.  Magill,  MD,  Denver,  Colorado 

49  Non-calculus  Cholecystitis  Stephen  Engel,  MD  and  David  Bowerman,  MD,  Denver,  Colorado 


Organization 

31  COLORADO 

South  American  Adventure 
58  Colorado’s  President-Elect 

Features 


OUR  COVER  PHOTO 
Colorado — Snow-crowned  peaks,  ever- 
green forests,  and  luxuriant  mountain 
meadows  that  are  limitless  in  age  ap- 
peal and  afford  added  inspiration  each 
time  they  are  viewed. — Courtesy  Colo- 
rado Department  of  Public  Relations. 
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58 

Obituaries 

3 

60 

Medical  School  Notes 

68 

64 

Meetings 

70 

66 

Book  Corner 

72 

67 

Washington  Scene 

73 

Announcement  of  1969  Membership  Directory 
Officers  Page 
Want  Ads 

Statement  of  Ownership,  Management  and  Circulation 
Index  to  Advertisers 


CuUrudo:  Douglas  W.  Macomber,  M.D.,  Scien- 
tifle  Editor,  1800  High  St.,  Denver  (Chairman 
of  the  Board);  Carl  H.  McLauthlin,  M.D.,  As- 
sistant Scientific  Editor,  510  Republic  Bldg., 
Denver. 

Montana:  Warren  D.  Bowman,  M.D.,  Scien- 
tific Editor,  2802  Ninth  Avenue,  Billings; 
L.  Russell  Hegland,  Associate  Editor,  1236 
North  28th  Street,  Billings 


Donald  G.  Derry,  Managing  Elditor 


EDITORIAL.  BOARD 

Nevada:  Harry  J.  McKinnon,  M.D.,  Scientific 
Editor,  3196  Maryland  Pkwy.  S.,  Las  Vegas; 
Wesley  W.  HaU,  M.D.,  Assistant  Scientific 
Editor,  607  N.  Arlington  Ave.,  Reno;  Nelson 
B.  Neff,  Associate  Editor,  3660  Baker  Lane, 
Reno. 

New  Mexico;  Marcus  J.  Smith,  M.D.,  Sci- 
entific Editor,  Coronado  Bldg.,  Santa  Fe;  Wil- 
liam S.  Curran,  M.D.,  Assistant  Scientific  BJdi- 
tor,  920  Stanford  NE,  Albuquerque;  Ralph  R. 
Marshall,  Associate  Editor,  3010  Monte  Vista 
Blvd.,  NE,  Albuquerque. 

Geraldine  Caldwell,  Assistant  Managing  Editor 
and  Business  Manager 


Utah:  Alan  E.  Lindsay,  M.D.,  Scientific  Editor. 
699  East  South  Temple,  Salt  Lake  City;  Hoyt 
W.  Brewster,  Associate  Editor,  42  South  Fifth 
East  Street,  Salt  Lake  City. 

Wyoming:  Francis  A.  Barrett,  M.D.,  Scientific 
Editor,  1616  E.  19th  St.,  Cheyenne;  Arthur  R. 
Abbey,  Associate  Editor,  P.  O.  Box  2266,  Chey- 
enne. 


Pauline  Woodworth,  Editorial  Assistant 


Ownership  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is 
owned  by  the  Colorado  Medical  Society  and  is  published  monthly  as  a 
nonprofit  enterprise  for  the  mutual  benefit  of  the  organizations  which 
lolntly  sponsor  it.  It  is  published  under  the  direction  of  the  Board 
of  Trustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
Board  representing  the  sponsoring  organizations.  It  is  the  Official 
Journal  of  the  Rocky  Mountain  Medical  Conference  and  those  medical 
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Advertising:  National  representative:  State  Journals  West,  693  Sutter 
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MEMBERSHIP 


DIRECTORY 


The  1969  edition  of  the  Rocky  Mountain  Medical  Directory  will  be  sent  to 
all  active  members  in  the  six  Rocky  Mountain  states  in  February,  it  will 
feature  a complete  roster  of  the  six-state  membership  including  name, 
address,  phone  number,  specialty  and  type  of  practice. 

U)ilL  ipojJL  JbjL  lidJjid,  ajMsudtiij^l 

A special  mailing  is  being  sent  to  all  physicians  in  our  six-state  member- 
ship area,  enclosing  a card  for  your  convenience  in  letting  us  know  exactly 
how  you  wish  your  listing  to  appear. 

PLEASE  RETURN  IT  NOW ! If  we  do  not  receive  this  information  specifi- 
cally for  a DIRECTORY  CHANGE,  your  listing  will  appear  as  published  in 
the  1968  Directory.  No  change  received  after  Decemher  31,  1968  can  be 
shown  in  the  1969  Directory. 
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He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserp AZIDE  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
sedative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure^ ...  at  times  below  the  levels 
( attained  with  previous  therapy^;  (2)  “striking”  im- 
provement in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness^;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”^ 

And  Butiserp  AZIDE  offers  an  added  advantage;  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserp  azide? 


Contraindleations:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbitalj-Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide — May  induce  electrolyte  imbalance;  when  used  with 
digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
ciency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  ffeoera/— Exercise  caution  in  coronary  artery  disease.  Ad- 
verse Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  “hangover,"  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia. 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  BUTiserpazide®-25  or  BUTISERPAZiDE@-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering, see  package  insert.^e\eteeees\  1.  Johnson,  H.  J.,  Jr.: 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butisemazide-25 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 


Butiseraazide-50 

Prestabs®*  Tablets  * 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIl ) 


McNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


Description:  Each  Puivule*  contains — ■ 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) .150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  CobaiamlR  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate.  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate). ........110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid ............. ........  1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor. Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  ora!  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 

anemia. 


Centraindleations:  Hemochromatosis  and  hemosiderosis. 
Precauttens;  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bn  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  Bi?  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  |hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  of 
improve  the  neurological  changes. 

As  with  ail  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  eases  of  pernicious  anemia  to  the  potentia-, 
tion  of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodio 


You  can  treat  combined 
deficiencies  with 


frinsicon 

— the  multifactor  hematinic 


% 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meais  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032S6S] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a [new]  reason 
for  prescribing  Mellaril 

* (Thioridazine  HQ) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out—even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— -with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothmzines.  The 
following  is  a brief  precautionary  statement. 
Contraindications : Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings;  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(■e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions : There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions;  Central  Nervous  System—' 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Sfci'w—Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

MeUaril 

(Thioridazine  HQ) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SAHD02  PHARMACEUTICALS,  HANOVER,  N.  J.  6S.i70 


A 

SANDOZ 


YbuVe  made  it 
5 ' one  of  your  specifics 
in  acute  bronchitis 
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You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCI N is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCI  N. 

You  know,  too,  that  DECLOMYCI N provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient  — 300  mg  b.i.d.  or 
150  mg  q.i.d. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchior- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — Ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney- rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions— urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth  - dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg.;  Tablets:  film  coated,  300 
mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 


DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


...but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIE™ 

(AMintlE^NE  HalHSO) 

Indications:  Mental  depression  and  mi!d  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

O MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 


WHERE  today’s  THEORY  IS  TOMORROW’S  THERAPY 


TA. 6006 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
/vith  TandeariL 

The  trial  period  is  brief:  1 week. 
Fry  one  tablet  q.i.d.  at  first.  Tandearil 
jsuallystartsworkingwithin3to4days. 
\Nhen  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
Df  adverse  reactions,  contraindications, 
iA/arning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


*andearil,  oxyphenbutazone: 

"or  brief  summary  see  next  page 


Geigy 


Tandearil 

oxyphenbutazone 


% Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema:  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer: 
renal,  hepatic  or  cardiac  damage: 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone:  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia).  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient  s 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte' 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Pakafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

Prescribe  PARAFON  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications;  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1.4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  4-4:146,  1963.  4.  Berman,  H.  H.,  et  aZ,:  Dis. 

Nerv.  Syst.  ;25:430.  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  «U.S.  PATCNT  NO.  2,895,677 

McNEIL  LA80RATORJES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIl  j 


peptic 


ulcer: 


antacid 


solved  by 

Mylanta 

aluminum  and  ^ magnesium  hydroxides  p/us  simethicone 


will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  a/so  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  ‘Oanhot,  i.  e.:  Report  on  tiie. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide. 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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Breathing’s 
a snap  again 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate) —along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.L 

Dimetapp^Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


[ROBINS 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.''^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  if  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


'»iethocarbani' 


©Heat  “A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hotbdtb...:’" 

'■  ^ 

' ■ /I  i/i' 

.1:# 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine... 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


©Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated^’ 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


AM 


[ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


Next  step 
aftera 
thiazide 

I. 

Serpasil-Esidrix®  ' 

* #2  Tablets:  0.1  mg  reserpine  and  50  mg  hydrochlorothiazide 
#1  Tablets:  0.1  mg  reserpine  and  25  mg  hydrochlorothiazide 


CIBA  Pharmaceutical  Company,  Summit,  N.J. 


C I B A 


”For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
hut  in  rest  from  painf^ 

John  Dryden 


‘Empirin’*Coinpound  with  Codeine  Phosphate  gn  1/2  No«3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr. 2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2, 

gives  your  patient  rest  from  pain 

'B.W.  & Co.'  narcotic  products  are  Class  ''B”,  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 


JZiBURROUGHS  WELLCOME  &CO.(U.S.A.)INC.,Tuckahoe,N,Y. 


when  cough 
is  not 

the  only  sound 
you  hear  ♦ ♦ ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester.  N.Y. 
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Nothing  else  Fve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Rocky  Mountain  Medical  Journal 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 


Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 


Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 


Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 


PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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This  penicillin  produces  high,  fast  ieveis— oraiiy. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, amlnophyliine,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  macuiopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


PEN*VEE®K 

(potassium  phenoxymethyl  penicillin) 


Dilantin' 

(diphenylhydantoin) 

PAHKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 
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DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K%  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K.  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci: 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). (042567*] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46266 
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T HE  Rocky  Mountain  States  Cooperative 
Tumor  Registry  is  a computerized  registry 
system  which  is  a confederacy  of  individual 
state  tumor  registries  — Colorado,  Idaho, 
Montana,  Wyoming,  and  Utah.  This  co- 
operative registry  was 
established  with  the 
assistance  of  the  Colo- 
rado-Wyoming,  Inter- 
mountain, and  Moun- 
tain States  Regional 
Programs  and  through  the  cooperation  and 
encouragement  of  many  other  groups  inter- 
ested in  cancer  within  each  state  (state  medi- 
cal societies,  health  departments,  cancer  so- 
cieties, American  College  of  Surgeons,  hos- 
pital medical  staffs  and  dedicated  individ- 
uals.) All  state  cancer  registries  are  planning 
to  utilize  a common  computer  service  and 
programming,  but  they  are  otherwise  inde- 
pendent. 

We  are  attempting  to  do  some  rather  in- 
novative things  in  this  registry  in  order  to 
make  it  effective  in  assisting  physicians  in 
patient  care.  Registry  policies  within  each 
state  are  determined  by  state  coordination 
councils  made  up  largely  of  practicing  phy- 
sicians and  other  organizations  interested  in 
cancer  patients. 

(1)  To  provide  computer  service  to  exist- 
ing hospital  cancer  registries. 

(2)  To  provide  a physician  upon  his  re- 
quest a confidential  registry  of  his  own  pa- 
tient experiences.  In  addition  to  this,  the 
computer  will  also  provide  an  appropriate 
bibliography  of  current  medical  references. 

(3)  To  provide  as  much  automatic  up- 
dating of  patient  files  as  possible  with  mini- 
mal demands  upon  the  physician  through 
central  tracking,  death  reports  from  vital 
statistics,  computer  follow-up  letters,  and 
public  health  nurse  tracing  of  lost  patients  at 
the  request  of  the  physician. 

"Associate  Professor  of  Surgery,  University  of  Utah  School 
of  Medicine,  and  Director  of  the  Tumor  Kegistry. 


(4)  To  provide  each  medical  specialty 
organization  with  an  opportunity  to  analyze 
and  publish  the  results  of  the  malignancies 
with  which  they  are  most  intimately  con- 
cerned, as  mirrored  in  the  cancer  registry, 
and  to  select  pertinent  medical  references 
for  inclusion  in  the  individual  physician  re- 
ports. 

These  articles  will  be  planned  for  publica- 
tion bimonthly  in  the  Rocky  Mountain  Medi- 
cal Journal,  attempting  to  show  the  incidence, 
diagnosis,  treatment  and  survival  of  cancer 
patients  in  our  area.  They  will  attempt  to 
answer  the  questions,  “How  are  we  doing?” 
“Should  we  be  doing  better?”,  and  if  so,  “How 
can  we  get  there?”.  We  believe  these  arti- 
cles published  in  our  medical  journal  and 
distributed  to  all  the  physicians  in  the  Rocky 
Mountain  area  about  our  patients  will  be 
far  more  meaningful  than  the  usual  annual 
or  five  or  ten  year  reports  that  have  been 
customary  of  cancer  registries  in  the  past. 

Charles  R.  Smart,  MD* 
Salt  Lake  City 

D EATH  OR  PERMANENT  DISABILITY  were  Once 
the  worst  fates  which  could  befall  a hospital- 
ized patient.  This  is  no  longer  true.  The 
modern,  ultimate,  hospital  tragedy  is  an  in- 
complete record.  There  is  no  intention  here 

to  belittle  the  im- 
portance of  good 
records  in  the  main- 
tenance of  high 
quality  medical 
care.  Undoubtedly 
the  records  in  many 
hospitals  have  needed  improvement,  and  it 
is  undeniable  that  the  colleges  of  surgeons 
and  physicians,  the  American  Medical  Asso- 
ciation, and  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  have  rendered  valu- 
able service  in  calling  attention  to,  and  cor- 
recting, deficiencies.  The  important  question 
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is  whether  the  pendulum  has  moved  too  far. 
Are  there  now  too  many  rules  relating  to 
hospitals’  medical  records  and,  significantly, 
is  patient  care  suffering  because  of  the  ex- 
cessive emphasis  on  the  details  of  record 
keeping? 

It  is  well  known  that  much  nursing  care 
is  now  delegated  to  nonprofessional  help. 
Many  nurses  today  are  so  burdened  by  ad- 
ministrative and  record  keeping  duties  that 
they  have  insufficient  time  for  patient  care. 
It  is  reasonable  to  ask  if  physicians  have  been 
so  harassed  by  medical  record  committees 
that  we,  too,  are  not  sometimes  more  con- 
cerned with  our  records  than  our  patients. 

In  some  quarters  it  appears  to  be  standard 
practice  to  measure  a physician’s  competence 
and  integrity  by  the  length  and  literary  form 
of  the  medical  records  of  his  patients.  The 
fallacy  of  this  is  obvious.  Furthermore,  if 
the  essence  of  proper  communication  is  to 
express  thoughts  clearly  with  a minimum 
number  of  words,  many  medical  records 
would  fail  miserably  when  tested  for  con- 
ciseness and  clarity. 

It  is  argued  that  carefully  kept  records 
are  important  for  medicolegal  purposes. 
There  is  no  doubt  of  this,  but  it  is  also  true 
that  the  most  precise  record  keeping  will  not 
prevent  legal  difficulties  if  the  patient  has 
been  poorly  cared  for  or  if  the  lines  of  com- 
munication between  physician  and  patient 
have  failed.  It  should  be  obvious  that  the 
efforts  of  physicians  and  nurses  are  of  more 
value  in  patient  care  than  in  the  record  room 
or  at  a dictaphone.  The  patient  doesn’t  know 
when  his  record  is  incomplete,  but  he  is 
usually  aware  of  inadequate  medical  and 
nursing  care,  hurried  bedside  visits,  and 
failure,  because  of  lack  of  time,  to  properly 
discuss  planned  diagnostic  and  therapeutic 
procedures.  We  must  not  allow  ourselves  to 
think  that  simply  completing  medical  records 
according  to  an  approved  plan  is  ample  pro- 
tection against  malpractice  action.  Each  phy- 
sician must  bear  the  responsibility  for  indi- 
cating on  his  charts  that  he  has  fulfilled  his 
obligation  to  the  patient.  No  amount  of  ex- 
ternal regulation  can  replace  the  physician’s 
judgment  in  this  regard. 


We  respectfully  suggest  that  the  current 
preoccupation  with  insignificant  details  of 
hospital  records  be  stopped.  The  Joint  Com- 
mission on  Accreditation  of  Hospitals  could 
improve  the  situation  by  defining  in  more 
general  terms  the  basic  record  requirements. 
Hospital  record  committees  should  be  al- 
lowed and  encouraged  to  interpret  these  regu- 
lations liberally.  Strict  adherence  to  inflexi- 
ble rules,  the  insistence  upon  stereotyped 
recording,  and  the  monotonous  repetition  of 
many  unimportant  items  throughout  hospital 
records  is  unnecessary. 

Harold  C.  Habein,  Jr.,  MD,  and 
David  E.  Klein,  MD 
Billings,  Montana 


X HE  Board  is  cognizant  of  the  great  in- 
crease in  attention  being  given  in  the  press 
and  broadcast  media  to  medicine  and  health 
care.  Our  profession  is  now  the  focus  of  one 
of  America’s  greatest  interests.  It  will  con- 
stantly be  in  the  spot- 
AM A Posture  light,  ending  the  pro- 

On  Public  fessional  reticence  and 

Comment*  privacy  in  which  medi- 

cine functioned  most 
of  the  time  in  the  past.  Even  though  this 
interest  is  a tribute  to  the  importance  of 
medicine  and  the  public’s  desire  for  its  bene- 
fits, it  brings  with  it  the  problems  facing 
any  person  or  organization  with  a key  public 
position:  much  of  the  coverage  is  critical  or 
displays  a lack  of  understanding. 


The  Board  of  Trustees  has  consulted  with 
AMA  staff  and  public  relations  counsel  on 
this  increasingly  important  situation.  The 
conclusions  that  have  resulted  from  this  in- 
tensive and  thoughtful  consideration  are  sub- 
mitted now: 


1.  When  statements  about  medicine  are 
misguided  or  unfair,  corrective  statements 
will  be  issued  promptly  when  the  facts  are 
available  and  an  orderly  response  is  possible. 


♦The  American  Medical  Association’s  House  of  Delegates 
meeting  in  San  Francisco,  June  16-20,  1968,  adopted  this 
Report  C of  the  Board  of  Trustees  on  “AMA  Posture  on 
Public  Comment.”  It  was  presented  by  the  Chairman,  Dr. 
Wesley  W.  Hall,  former  Editor  of  the  Nevada  section  of 
this  Journal. 
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2.  We  must  recognize  that  the  prominence 
and  complexity  of  medicine  in  the  United 
States  today  result  in  many  limitations.  Medi- 
cine is  a constant  subject  of  news  and  com- 
ment, much  of  which  cannot  be  subject  to  a 
later  response.  Often  our  replies  cannot  be 
carried  by  the  broadcast  medium  or  publica- 
tion, or  at  best  will  be  much  less  prominent 
than  the  original  coverage.  Quite  often  a 
responsible  statement  cannot  be  issued  until 
the  facts  have  been  obtained,  and  these  may 
be  scattered  about  the  country  or  involve  a 
local  situation  or  require  a great  deal  of  time. 

3.  The  frequency  and  complexity  of  these 
matters  have  increasingly  diverted  the  offi- 
cers and  staff  of  AMA  to  reacting  to  what 
others  do  and  say.  This  decreases  the  ability 
to  work  on  constructive,  ongoing  activities 
that  are  vital  to  our  future. 

4.  Staff  is  developing  in  written  form  the 
best  possible  anticipatory  statements  re- 
garding all  foreseeable  circumstances.  By 
having  such  matters  thought  out  and  docu- 
mented when  a need  arises,  we  will  be  able 
to  reduce  the  instances  of  surprise,  decrease 
the  time  required  for  response,  and  assure 
consistency  in  AMA  statements  on  these  mat- 
ters. 

5.  We  will  concentrate  on  building  a posi- 
tive posture  by  getting  understanding  for 
medicine’s  functions  and  its  positions  on  vari- 
ous considerations — and  by  educating  the 
press,  broadcasters  and  opinion  leaders.  This 
will  help  forestall  much  misguided  crticism 
and  build  a favorable  climate  that  will  inocu- 
late against  susceptibility  to  unfair  criticism. 

6.  All  state  and  county  medical  societies 
are  urged  to  follow  these  same  procedures. 

You  will  see  many  instances  in  which 
AMA  responds  to  public  comment,  many  in 
which  we  have  acted  but  our  effectiveness 
will  be  in  correcting  the  source  and  may  not 
be  visible  immediately,  and  instances  when 
judgment  indicates  a response  should  not  be 
made.  In  each  case  the  best  judgment  and 
skills  will  have  been  applied  to  the  complexi- 
ties of  the  situation. 


C^OLORADO  PHYSICIANS  are  urged  to  partici- 
pate in  the  Colorado  Central  Cancer  Registry 
and  a three  year  survey  of  new  cancer  cases 
encountered  in  their  practices.  The  Central 
Registry  provides  participating  hospitals 

with  a bi-annual  list- 
ing of  cancer  patients 
by  site,  physician,  and 
follow-up  status.  Phy- 
sicians on  staffs  of  par- 
ticipating hospitals  receive  patient  listings  of 
their  own  cancer  cases  by  site,  stage,  name, 
hospital,  age,  race,  sex,  treatment,  follow-up 
status  and  survival.  In  addition  each  phy- 
sician receives  a monthly  letter  about  his 
patients  due  for  follow-up. 

This  clearing  house  for  computerized 
cancer  data  can  be  utilized  in  (1)  strength- 
ening the  private  physician’s  practice;  (2) 
obtaining  a statistical  profile  of  cancer  for 
the  entire  state  as  compared  with  any  given 
area;  and  (3)  as  a basis  for  educational  pro- 
grams and  individual  research  projects.  (This 
type  of  registry  has  been  utilized  in  Utah 
under  the  direction  of  Dr.  Charles  Smart,  who 
helped  Colorado  to  launch  its  own  registry 
in  June,  1968.) 

Beginning  January,  1969,  Colorado  is  in- 
vited to  participate  in  the  Third  National 
Cancer  Survey  which  will  document  the  ex- 
tent and  impact  of  cancer  in  the  United  States 
based  on  information  from  a representative 
cross-section  of  communities.  A 10  per  cent 
sample  of  patients  will  be  studied  in  detail 
to  ascertain  the  economic  and  social  impact  of 
cancer.  Eight  large  metropolitan  areas,  two 
complete  states  (of  which  Colorado  is  one) 
and  the  Island  of  Puerto  Rico  are  included. 
The  Survey  will  be  done  by  various  medical 
schools,  health  departments,  medical  associa- 
tions, volimtary  health  agencies  and  other 
organizations.  Directed  by  the  National  Can- 
cer Institute,  it  will  cover  a three  year  period, 
1969-1972.  The  Survey  is  designed  to  provide 
reliable  comprehensive  data  on  cancer  to 
assist  physicians,  hospital  and  health  person- 
nel, and  educational  institutions  to  plan 
treatment,  care  and  training  more  effectively. 


Colorado  Central 
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The  Colorado  Survey  is  looked  upon  as  a 
Special  Project  of  the  Central  Registry.  Colo- 
rado physicians  and  hospitals,  by  partici- 
pating in  the  Central  Registry,  support  the 
Colorado  Survey  simultaneously.  Information 
submitted  to  the  Central  Registry  is  the  same 
as  that  requested  for  the  Colorado  Survey  on 
every  new  cancer  patient.  Such  information 
will  simply  be  transferred  from  Central 
Registry  files  to  the  data  bank  collected  for 
the  Colorado  Survey.  To  assure  that  every 
new  cancer  case  in  Colorado  is  recorded  dur- 
ing the  designated  period,  non-participating 
hospitals  and  physicians  will  be  contacted 
by  Survey  staff.  Extreme  care  has  been  taken 
to  minimize  the  amount  of  time  needed  from 
the  practicing  physician. 

Like  the  Colorado  Central  Cancer  Regis- 
try, the  Colorado  Survey  has  received  the 
support  of  professional,  private  and  public 
organizations.  Further  details  of  the  mechan- 
ics of  these  two  programs  and  the  way  they 
inter-relate  and  reinforce  each  other  will  be 
mailed  to  each  Colorado  physician.  We  en- 
courage Colorado  physicians  to  participate 
actively  in  both  the  Central  Registry  and  the 
Colorado  Survey. 

THE  EXECUTIVE  COUNCIL 

Colorado  Central  Cancer  Registry 

William  R.  Nelson,  MD 

Chairman,  Executive  Council 

Liaison  Fellow,  Colorado  Chapter, 
American  College  of  Surgeons 

Kenneth  C.  Sawyer,  MD 

Colorado  Division, 

American  Cancer  Society 

Bernard  Daniels,  MD 

Cancer  Committee, 

Colorado  Medical  Society 

Howard  W.  Doan,  MD 

Colorado-Wyoming  Regional 
Medical  Program 

Roy  L.  Cleere,  MD 

Colorado  Department  of  Health 


A 

-rT.s  COMMUNITIES  GROW  to  metropolitan  pro- 
portions, particularly  in  an  era  with  emphasis 
on  production  and  marketing,  public  desire 
for  “package  deals”  for  medical  service  should 
be  expected.  In  the  Denver  area  this  public 

expectation  has  been 
recognized,  and  there 
are  plans  which  have 
gone  beyond  the  ru- 
mor stage.  The  Kaiser- 
Permanente  program 
is  a leader  in  this  type  of  operation.  It  is 
difficult  to  evaluate  available  data  concern- 
ing its  size  and  the  satisfaction  of  its  patrons. 
There  was  an  editorial  in  the  August  15  issue 
of  the  Medical  Tribune  by  Dr.  E.  W.  Saward 
which  discussed  the  subject,  but  which  left 
many  unanswered  questions.  These  were 
enumerated  in  a subsequent  communication 
from  Dr.  M.  J.  Shapiro. 

We  are  left  in  doubt  as  to  whether  physi- 
cians’ services  in  such  plans  are  less  costly 
or  expenses  are  partially  absorbed  in  clinic 
and  hospital  maintenance.  Satisfaction  of  pa- 
tients may  or  may  not  be  great.  Whether 
there  is  serious  over-utilization  of  services  is 
not  clear,  and  the  efficiency  of  personnel, 
equipment,  and  housing  may  be  better  or  less 
good  than  in  small  partnerships  and  clinics. 
We  do  not  know  the  extent  to  which  people 
entitled  to  the  services  may  be  treated  or  hos- 
pitalized elsewhere.  One  wonders,  also,  how 
satisfied  and  harmonious  are  the  full-time 
individual  physicians  and  groups. 

When  we  are  faced  with  acceptance  or  re- 
jection of  programs  for  delivery  of  medical 
care,  these,  among  many  other  questions 
must  be  given  study  and  evaluation.  During 
a time  when  population  is  on  the  move  and 
when  certain  branches  of  medical  practice, 
such  as  obstetrics,  and  pediatrics,  are  going 
through  a slump  (apparently  “the  pill”  is 
here  to  stay) , many  physicians  will  be  tempt- 
ed to  participate.  The  time  to  evaluate  the 
plans,  how  they  will  fit  into  our  community, 
and  what  they  may  do  to  our  practice,  is 
before — not  after — taking  the  step.  Further 
studies  at  national  as  well  as  regional  levels, 
through  our  medical  societies  and  medical 
schools,  we  hope  will  be  enlightening. 
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All  members  of  the  Rocky  Mountain  Medical  Conference  and  their  families  have  been 
invited  by  the  Colorado  Medical  Society  to  join  in  a two-week  fun-filled  vacation  in  sunny 
South  America. 


The  South  American  Adventure  is  a non- 
regimented  trip  via  chartered  DC-8-F  jet  de- 
parting Denver  on  January  22,  1969  to  Ecua- 
dor, Argentina  and  Brazil.  All  necessary 
transportation,  first  class  hotels,  and  meals 
are  included  in  the  surprisingly  low  $798.00 
complete  charge  for  the  trip.  It  is  a com- 
pletely new  way  to  travel  to  South  America. 
You  get  all  the  advantages  of  group  travel 
without  regimentation.  Full  American  break- 
fasts are  served  at  your  hotel  and  you  will 
have  a selection  of  the  finest  restaurants  for 
your  a la  carte  dinners.  You  can  fill  each 
day  with  optional  sight-seeing  trips,  golf, 
shopping  tours,  etc.  Five  hosts  will  be  avail- 
able to  serve  you. 


Mosaic  walks  recalling  the  Old  World  charm 
of  Lisbon  follow  the  edge  of  Copacabana 
beach.  Charming  sidewalk  cafes  face  the 
ocean.  A block  from  the  beach  there  is 
every  facility — shops,  banks,  service  of  every 
kind. 


You  will  spend  your  first  four  days  in  Colonial  Quito,  Ecuador  at  the  resort-like 
Hotel  Quito  Intercontinental.  Next  it’s  off  to  cosmopolitan  Buenos  Aires  for  four  days 
at  the  new  Hotel  Presidente  overlooking  the  Avenida  Nine  de  Julio,  the  world’s  largest 
boulevard.  Rio  de  Janeiro  and  the  famous  Copacabana  Beach  is  your  next  four  day  stop 
where  you  will  stay  at  the  Hotel  Trocadero  right  on  the  beach. 

All  members  of  the  State  Medical  Societies  in  Colorado,  Idaho,  Montana,  Nevada,  New 
Mexico,  Utah  and  Wyoming  are  automatically  members  of  the  Rocky  Mountain  Medical 
Conference.  You  are  all  invited  to  participate  in  the  South  American  Adventure. 

This  is  a vacation  value  you  won’t  want  to  miss.  For  additional  information  and  a 
colorful  brochure  write  to  Colorado  Medical  Society,  1809  E.  18th  Avenue,  Denver,  Colo- 
rado 80218. 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  S^i'n  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
! ntracranial—buXging  fontanels  in  young  infants. 
Tcer/i— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/vcr— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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William  M.  Covode,  MD,  Denver 


This  message  grows  upon  you  as  you 
read  it  characterized,  as  it  is,  by  the  ? 

author^ s well-known  philosophy  and  wit. 

He  looks  a long  way  ahead  in  quest  of 
all  the  help  we  can  recruit  in  delivering  ^ 
the  best  medical  care  to  fulfill  the  needs— — 
and  demands— of  our  country. 

I sincerely  appreciate  the  trust  you  place 
in  me  as  I begin  my  term  as  President.  I 
promise  to  serve  you  to  the  best  of  my  ability 
in  the  coming  year.  The  talents  I bring  to  the 
office  are  limited — however,  the  situation  is 
not  hopeless.  The  combined  talents  of  our 
membership  is  most  impressive — a rich  store 
of  resources,  a support  for  which  anyone  in 
my  position  should  be  most  grateful.  If  I have 
the  good  sense  to  use  these  resources  wisely, 
we  should  have  a creditable  performance  in 
the  coming  year. 

The  past  year,  spent  as  President-elect, 
has  been  profitable.  I am  now  much  more 
familiar  with  the  structure  of  our  Society 
and  with  the  functions  of  the  Board  of  Trus- 
tees, our  Councils,  and  our  Committees.  I 
have  learned  about  the  budget — a hard  lesson 
in  the  difference  between  fact  and  fancy. 
Along  with  this  gradual  process  of  education 
there  has  been  an  easy  comfort  in  the  office 
of  President-elect  which  I could  have  toler- 
ated indefinitely;  allowing  a succession  of 
more  vigorous  men  to  pass  through  and  on 
to  the  Presidency,  while  I gradually  assumed 
an  emeritus  status  as  President-elect.  Sadly, 
our  Constitution  and  By-Laws  do  not  allow 
this.  I must  accept  the  new  responsibility  and 

‘Presented  before  the  House  of  Delegates  of  the  Colorado 
Medical  Society  at  its  98th  Annual  Session,  Colorado 
Spring,  Sept.  11-14,  1968. 


along  with  it  the  tradition  that  I make  a 
public  statement;  more  specifically,  a state- 
ment to  my  peers  and  colleagues.  At  this 
point  one’s  enthusiasm  cools  a bit.  My  many 
predecessors  must  have  had  the  uneasy  feel- 
ing that  nagged  me  when  I started  to  prepare 
a statement  which  would  be,  in  essence,  a 
declaration  of  principles,  to  be  announced 
after,  rather  than  before,  any  election.  My 
pleasure  in  being  chosen  is  tempered  by  the 
embarrassing  question — “On  what  basis?”. 
Having  never  before  this  minute  announced 
a platform,  I find  two  possible  answers  to 
the  mystery  of  my  election;  both  are  hum- 
bling, neither  satisfactory,  and  each  provok- 
ing a sense  of  insecurity.  It  could  be  that  it 
makes  little  difference  how  I feel  on  issues 
that  affect  our  Society,  since  the  necessary 
actions  will  be  taken  by  the  House  of  Dele- 
gates regardless.  Or,  you  may  be  so  certain 
of  my  philosophy  that  nothing  could  have 
been  gained  from  an  earlier  consideration  of 
these  matters.  It  is  too  late  now,  but  I do 
wish  I had  the  confidence  of  a 51  per  cent 
vote  back  of  me  today,  rather  than  have  to 
battle  for  it  during  the  coming  year.  Be  that 
as  it  may,  I now  offer  a few  items  for  your 
consideration  and  I hope  your  review  will  be 
sympathetic. 

I wish  to  speak  in  generalities  rather  than 
specifics.  I offer  no  new  projects  at  this 
time  since  we  seem  to  have  sufficient  un- 
finished business  to  occupy  us  for  at  least 
the  near  future.  In  addition,  new  challenges 
come  to  us  almost  weekly  as  demands  for 
change  and  adjustment  rise  in  our  state  and 
communities. 

These  are  anxious  times.  I hope  all  of 
you  will  agree  with  me  that  the  plight  of 
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our  Nation  should  be,  at  this  moment,  the 
greatest  concern  of  every  citizen  of  the  United 
States.  I need  not  elaborate  on  the  issues  and 
events  that  underscore  this  statement,  but 
certain  sad  facts  indicate  to  us  all  that  The 
American  Dream  is  not  being  fulfilled.  We 
have  lived  complacent  and  established,  con- 
fident that  the  noble  statements  in  our  Con- 
stitution and  The  Bill  of  Rights  were  im- 
plemented. The  size  and  complexity  of  our 
society  has  led  us  to  seek  security  in  smaller 
and  smaller  groups,  to  consider  questions  of 
lesser  and  lesser  magnitude,  while  around  us 
the  big  and  fundamental  issues  grew  and 
grew.  We  concerned  ourselves  a great  deal 
with  Communism  and  Socialism  and  we  for- 
got to  worry  about  Democracy.  We  now  have 
an  emergency  in  our  national  life  that  de- 
mands sacrifice  from  each  of  us.  It  is  too  late 
for  the  unrestrained  and  bitter  debate  of  the 
extremists  that  suppresses  positive  action 
and  leaves  the  moderate  man  without  leader- 
ship. It  is  also  too  late  for  the  completely 
detached  view,  the  patronizing  smile,  and  the 
smug  criticism.  Out  of  all  of  the  controversy 
only  one  thing  seems  crystal  clear;  if  we  are 
to  work  our  way  out  of  this  crisis  all  men 
of  all  races  and  all  religions,  all  political 
parties,  all  institutions  and  organizations 
(public  and  private)  must  assume  equal  re- 
sponsibility in  the  resurrection  of  our  De- 
mocracy. We  can  no  longer  live  apart  and 
cast  blame.  Unless  the  compelling  moral,  so- 
cial, and  economic  problems  are  solved,  what 
happens  in  the  lesser  issues  is  of  little  con- 
sequence. 

As  a responsible  organization  of  physi- 
cians we  have  to  be  deeply  involved.  Through 
our  own  efforts  (and  with  the  help  of  others) 
we  must  fit  the  delivery  of  medical  care  to 
the  needs  and  the  demands  of  our  country. 
We  need  not  gauge  our  actions  by  the  move- 
ment of  other  groups,  or  wait  timidly  to  fol- 
low where  others  show  the  way.  The  medical 
profession  should  lead  in  the  battle  to  solve 
the  socio-economic  problems  that  exist  in 
our  area. 

The  structure  of  our  Councils  and  com- 
mittees divides  into  two  general  functions, 
those  which  primarily  serve  the  interests  of 
the  membership  and  those  functions  aimed 


at  service  to  our  state  and  communities.  In 
the  coming  year,  and  for  as  many  succeeding 
years  as  may  be  necessary,  I urge  you  to  give 
priority  to  those  functions  of  our  Society 
which  relates  to  the  welfare  of  our  state  and 
communities,  and  to  subordinate,  where  pos- 
sible, those  functions  which  are  more  direct- 
ly self-serving.  I would  advise  that  every 
policy  of  our  House  of  Delegates,  no  matter 
how  trivial,  be  carefully  examined  in  this 
perspective. 

While  we,  as  physicians,  cannot  be  charged 
as  responsible  for  poverty,  crime  and  violence, 
racism,  or  the  deterioriation  of  our  cities,  we 
are  on  target  when  the  cost  of  medical  care 
is  discussed.  This  alarming  trend  must  be 
stopped.  Medical  service  cannot  be  priced 
out  of  reach.  We  can  derive  little  satisfaction 
from  the  fact  that  the  bulk  of  medical  service 
costs  is  found  in  hospital  care.  This  is  simply 
one  of  the  facts  in  the  economic  picture  and 
only  indirectly  gives  a hint  as  to  the  solution 
of  the  problem.  The  question  posed  to  us  is: 
“Where  is  our  responsibility  in  these  mat- 
ters?” 

Our  attitude  in  the  past  could  be  described 
as  highly  cavalier.  We  told  the  public  (in 
essence),  “Don’t  worry  about  health  care — 
that’s  our  domain,  our  problem — and  we’ll 
handle  it.”  Informed  opinion  outside  our 
ranks  had  questioned  this  stance  for  some 
time.  We  engaged  these  people,  whom  we 
regarded  as  meddlesome  intruders,  in  many 
hard  battles.  While  the  war  was  raging  as  to 
who  knew  best  about  medical  care,  trouble 
was  brewing  in  the  hinterland,  behind  the 
battle  lines.  Medical  care  had  gotten  out  of 
control  at  the  economic  level  and  an  intoler- 
able situation  was  developing.  I am  sure  most 
of  us  were  surprised  to  learn  that  the  health 
care  industry  had  grown  to  the  third  or 
fourth  largest  enterprise  in  the  country  and 
that  many  people  had  a deep  concern  and  a 
legitimate  interest  in  what  was  going  on  in 
the  field  of  medical  service.  This  had  a 
sobering  effect  upon  the  former  antagonists, 
with  the  tardy  realization  that  a unilateral 
or  partisan  approach  would  be  inadequate. 
The  word  “control”  began  to  drop  out  of  dis- 
cussions and  “cooperation”  became  more  pop- 
ular. We  can  no  longer  afford  our  ancient 
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prejudice  against  those  whom  we  regarded  as 
intruders.  At  this  time  in  medicine  we  need 
all  of  the  expert  help  we  can  get;  from  econ- 
omists, from  business,  from  labor,  from  so- 
ciologists, from  technologists  in  the  computer 
field — yes,  government  too — from  any  of  the 
sources  in  our  society  that  can  help  us  satisfy 
the  just  demands  for  reasonable  cost  in  the 
delivery  of  medical  care. 

The  physician  is  only  a part  in  this  huge 
complex.  His  proper  demands  on  any  sys- 
tem, or  systems,  for  the  delivery  of  health 
care  in  the  future  should  include  the  freedom 
to  practice  medicine  of  the  highest  quality, 
just  financial  reward  for  his  years  in  profes- 
sional training,  and  the  preservation  of  the 
dignity  of  his  profession.  Aside  from  this  we 
should  seek  and  welcome  advice  from  all  who 
have  a legitimate  concern  in  these  matters 
and  who  are  qualified  by  special  talents  to 
help  us  solve  the  problems. 

You  are  all  familiar  with  the  concept  of 
comprehensive  health  care  as  a basic  right 
and  you  should  know  my  feeling  in  this  mat- 
ter. I approve  the  concept.  I only  wish  that 
it  had  originated  in  our  parent  organization, 
the  American  Medical  Association.  After  all, 
is  this  a too  far  cry  from  our  traditional 
proud  claim  to  care  for  anyone  in  illness, 
regardless  of  social,  racial,  or  economic  sta- 
tus? It  is  a noble  statement,  enlarging  our 
responsibility  and  defining  a moral  and  ethi- 
cal challenge  to  our  profession.  I would  ad- 
vise you  to  read  a report  to  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion from  the  Committee  on  Health  Care 
Financing  where  appearing  as  a premise,  is 
the  statement:  “Adequate  Health  care  should 
be  available  to  all  who  need  it.”  Is  the  com- 
passion and  humanism  of  our  profession  too 
meager  to  accept  this  ideal?  I think  not.  If 
some  claim  that  this  means  socialization  of 
medicine  I agree — but  only  when  we  all 
agree  (I  emphasize  all)  that  socialization  is 
the  utter  limit  of  our  ingenuity  and  our 
democracy  is  a weak  and  fainting  institution. 

Opinion  in  our  profession  today  is  diverse, 
vocal  (sometimes  clamorous),  reflecting  the 
restlessness  and  confusion  in  our  general 
society.  It  ranges  from  the  most  persistent 
faith  in  the  status-quo  to  demands  for  the 


most  radical  changes.  This  is  fine,  this  is 
healthy;  so  long  as  we  allow  all  voices  to  be 
heard.  The  opinion  of  the  past  deserves  our 
respect  and  consideration,  so  long  as  we  do 
not  use  it  to  escape  the  discipline  and  re- 
sponsibility for  new  thinking.  We  must  not 
regulate  our  actions  today  by  cliches  that 
have  no  relevance  to  our  times. 

There  is  a voice  in  medicine  today  to 
which  we  should  listen  more  carefully.  It 
comes  from  the  youngest  in  our  profession — 
the  thoughtful  medical  student.  These  young 
people  are  keenly  aware  of  the  world  around 
them.  They  take  a long  and  critical  look  at 
the  organization  in  medicine  which  they  will 
inherit.  Some  of  their  reactions  are  not  too 
favorable.  They  would  like  to  discuss  these 
matters  with  us  and  challenge  us  with  their 
ideas.  They  have  knocked  at  our  door  and 
asked  for  an  audience.  We  must  establish  a 
dialogue  with  these  young  people  who,  in  a 
few  years,  will  have  the  responsibilities  we 
now  struggle  with.  We  have  much  to  gain 
from  this  contact  with  youth,  enthusiasm 
and  humanism,  and  they,  in  turn,  could 
profit  from  our  experience.  It  could  revive 
the  idealism  we  once  all  shared  as  we  began 
the  study  of  medicine.  We  must  be  flexible 
enough  in  our  policies  to  embrace  their  phil- 
osophy and  produce  a blend  of  youth  and  ex- 
perience that  can  do  nothing  but  give  strength 
to  our  organization.  If  we  seem  to  reject 
these  young  members  of  our  profession  by 
faint  response  to  their  opinion  we  are  breed- 
ing disillusion — and  we  will  hatch  critics, 
rather  than  fellow  workers.  I look  to  the  day 
when  the  student  body  of  our  state  medical 
school  will  have  representation  in  this  House 
of  Delegates,  with  all  privileges,  minus  the 
burden  of  annual  dues. 

Finally,  the  voice  of  doom  occasionally 
heard  in  the  casual  comment  of  physicians 
must  be  silenced.  The  very  life  of  our  pro- 
fession depends  on  the  constant  augmentation 
of  our  numbers  by  the  finest  young  men  and 
women  in  our  educational  system.  Too  often 
these  days  we  seem  to  sound  a note  of  despair, 
as  though  we  were  playing  out  our  options 
with  a second  division  team.  Even  a little 
of  this  attitude  could  be  disastrous  if  it 
filtered  down  and  reached  the  ear  of  a young 
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person  seeking  a career  to  satisfy  his  or  her 
intellectual  and  spiritual  needs.  Let’s  give 
up  on  this.  Medicine  has  never  had  more  to 
offer  as  a satisfying  career  and  as  a service 
to  humanity.  What  physician  forty  years  ago 
would  not  ha^'e  eagerly  traded  his  frustrations 
for  the  ones  we  have  today?  He  could  have 
told  us  something  about  despair:  each  sea- 
son with  its  unchallenged  horror  of  infec- 
tious diseases;  the  “queer”  people  hustled 
out  of  sight,  to  live  in  loneliness  and  misery; 
the  deaf,  instructed  in  lip  reading  and  re- 
leased to  adjust  to  their  muted  world;  the 
cardiac  turned  blue  and  swollen,  to  live  a 
short  while  in  a chair  and  then  a brief  period 
in  bed.  No  wonder  there  was  no  cry  for  com- 
prehensive care  in  his  time.  We  are  not 
concerned  today  about  traffic  around  Mars. 
He  would  have  accepted  our  problems  of 
distribution  of  medical  care  for  just  a portion 
of  what  we  today  have  to  distribute.  We  must 
look  to  the  future  with  confidence.  Our  ills 
will  be  cured,  along  with  those  of  our  nation. 
It  is  the  role  of  the  physician  to  heal. 

In  summary: 

Let  us  join  with  all  the  forces  necessary 
to  resurrect  our  Democracy  and  cure  our 
social,  moral,  and  economic  ills. 

Let  us  consult  freely  with  those  outside 
the  profession  who  can  help  us  solve  the 
difficult  problems  of  equitable  and  efficient 
delivery  of  medical  care. 

Let  us  accept  the  concept  of  comprehen- 
sive medical  care  as  a basic  right  of  man  and 
find  the  solution  within  our  own  political 
philosopfhy. 

Let  us  listen  to  the  young  people  now  on 
the  threshold  of  their  medical  careers,  coun- 
sel with  them,  and  make  adjustments  in  our 
house  that  we  may  live  comfortably  together. 

Finally,  and  most  important,  let  us  keep 
the  image  of  our  profession  bright  and  fresh 
in  our  own  minds. 

This  is  the  way  I would  like  to  go.  This, 
I believe,  is  a road  to  a greater  future  for 
medicine  and  physicians. 

I can  do  no  more  than  suggest — you  make 
the  decisions.  However,  I hope  we  can  march 
the  way  together.  • 


Here,  catch 

these  Cough 
Calmers.  You  can  ; 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer^*’'  contains  the  same  active  ingredients 
as  a half-teaspxDonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  SO  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


CoughCairawT 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6 135 
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Treatment  of  breast  cancer 


Justin  J.  Stein,  MD,  Los  Angeles,  Calif. 


Cancer  of  breast  is  the  most  common  cancer 
in  the  female  in  this  country.  The  life-time 
risk  of  this  disease  in  a woman  is  5.5  per 
cent.^^  In  1968  it  is  estimated  that  65,000  new 
cases  will  be  diagnosed  and  that  28,000  will 
succumb  to  the  disease.  The  age  adjusted 
mortality  for  breast  cancer  was  23.8  per 
100,000  population  in  1930  and  22.5  per  100,000 
population  in  1963-65.  On  the  basis  of  the 
mortality  rates  it  can  be  stated  that  the  pres- 
ent methods  of  diagnosis  and  treatment  of 
breast  cancer  are  inadequate.  Mersheimer^® 
and  Axtell  have  found  that  nearly  1 of  every 
4 cancers  in  women  were  primary  in  the 
breast,  and  that  during  a 20  year  period  ap- 
proximately 40  per  cent  were  localized.  In 
Hickey’s*^  experience  a lesion  in  the  breast 
has  been  discovered  by  the  patient  in  at 
least  90  per  cent  of  cases,  by  routine  exam- 
ination by  a physician  in  1.5  per  cent,  and  by 
routine  hospital  examination  in  two  to  three 
per  cent.  The  physician  is  presented  with 
a bewildering  array  of  statistics  which  at- 
tempt to  portray  one  method  of  therapy  as 
superior  to  another.  Continued  publication  of 
individual  reports  by  physicians  concerning 
their  experience  with  breast  cancer  will  ac- 
complish nothing  unless  new  methods  of 
diagnosis,  of  increasing  host  resistance  and/or 
decreasing  the  radioresistance  of  the  tumor 
cells,  and  new  methods  of  treatments  are 
presented.  Best  of  all  would  be  the  deter- 
mination of  how  to  prevent  breast  cancer. 

In  the  1950’s  when  it  became  apparent 
that  there  was  little  change  in  mortality 
rates  of  breast  cancer,  a reappraisal  of  cur- 
rent therapy  methods  was  begun.  Handley^ 
and  Thackray  noted  that  “for  the  past  150 
years  isolated  observers  have  been  calling 

‘Presented  at  the  22nd  Annual  Rocky  Mountain  Cancer 
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attention  to  the  internal  mammary  lymph 
chain  and  its  importance  in  the  spread  of 
carcinoma  of  the  breast.”  They  began  a study 
including  biopsy  of  the  internal  mammary 
lymph  node  chain  in  association  with  routine 
radical  mastectomy.  Involvement  of  the  in- 
ternal mammary  lymph  nodes  was  noted  in 
41  of  139  patients  (29  per  cent)  with  “oper- 
able” carcinoma  of  the  breast,  and  in  8 cases 
the  internal  mammary  lymph  nodes  were 
involved  without  axillary  invasion.  Urban^® 
reported  an  analysis  of  215  cases  of  radical 
mastectomy  with  en  bloc  resection  of  the 
internal  mammary  lymph  node  chain  in  con- 
tinuity. In  35  per  cent  the  internal  mammary 
lymph  nodes  were  involved  and  in  50  per 
cent  there  was  involvement  of  the  axillary 
lymph  nodes.  In  7 per  cent  the  internal 
mammary  lymph  nodes  only  were  involved. 
In  a report  of  610  extended  radical  mastec- 
tomies performed  at  Memorial  Hospital  Ur- 
ban^® noted  that  internal  mammary  lymph 
node  metastases  were  present  in  15  per  cent 
of  all  cases  with  negative  axillae.  Wyatt,^®  et 
al.,  found  that  routine  radical  mastectomy 
would  have  been  ineffective  in  19  of  60  oper- 
ated patients  because  of  internal  mammary 
lymph  node  involvement.  MacGuffie^®  found 
involvement  of  the  internal  mammary  lymph 
nodes  in  37.3  per  cent  of  371  patients  of 
clinically  operable  breast  cancer  in  which 
biopsy  of  those  nodes  was  done. 

What  is  the  rationale  of  surgeons  who 
adhere  to  the  policy  of  performing  the  radical 
mastectomy  alone  when  it  is  known  that  a 
certain  percentage  of  patients  will  have 
metastases  which  were  not  removed  by  the 
surgery?  A “curative”  type  of  procedure  is 
done  with  the  definite  possibility  of  cancer 
cells  being  left  and  often  nothing  further  in 
the  way  of  therapy  is  planned! 
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Staging  of  the  Disease 

Haagensen®  has  called  attention  to  the 
necessity  for  the  careful  staging  of  patients 
with  breast  cancer  who  are  considered  to 
be  operable.  He  specified  certain  criteria  in 
order  to  limit  surgery  only  to  those  patients 
in  whom  an  excellent  chance  for  cure  was 
possible.  He^®  refers  to  his  method  of  staging 
as  the  Columbia  Clinical  Classification  (Chart 
1).  He  believes  that  ten  years  post  treatment 
is  probably  the  best  interval  at  which  to  as- 
sess the  results  of  treatment  of  breast  cancer 
because  five  years  is  too  early,  and  between 
10  to  15  years  the  post  treatment  survival 
rates  for  all  women  and  for  those  with  breast 
cancer  are  parallel. 

It  is  hoped  that  physicians  will  make  use 
of  the  clinical  staging  system  advocated  by 
the  American  Joint  Committee  on  Cancer 
Staging  and  End-Results  Reporting.  This 
system  is  based  on  the  use  of  the  three  capital 
letters:  T (tumor  or  primary  lesion  and  its 
extent),  N (lymph  nodes  of  the  region  and 
their  condition),  and  M (distant  metastases) 
For  example,  T1  would  indicate  a tumor  of 
the  breast  of  2 cm.  or  less  in  its  greatest  di- 
mension, skin  not  involved,  or  involved  lo- 
cally with  Paget’s  disease;  NO — no  clinically 
palpable  axillary  lymph  node(s)  (metastases 
not  suspected) ; MO — no  distant  metastases. 
If  patients  are  not  examined  carefully  and 
the  extent  of  the  disease  determined,  needless 
surgery  may  be  done  and  also  a high  per  cent 


CHART  1 

COLUMBIA  CLINICAL  CLASSIFICATION 

Clinical  Clinical 
Stage  Features 

A.  1.  No  clinically  involved  axillary  nodes. 
2.  No  grave  signs  as  in  clinical  stage  C. 

B.  1.  Clinically  involved  axillary  lymph 

nodes  less  than  2.5  cm.  transverse 
diameter. 

No  grave  signs  as  in  clinical  stage  C. 

C.  1.  Any  one  of  the  five  grave  signs. 

Edema  of  skin  limited  extent  (less 
than  one- third  of  skin  involved). 
Ulceration  of  skin. 

4.  Solid  fixation  primary  tumor  to  chest 
wall. 

Axillary  nodes  2.5  cm.  or  more  trans- 
verse diameter. 

Fixation  axillary  nodes  to  overlying  or 
surrounding  tissues. 

D.  1.  All  more  advanced  cases. 


0. 


6. 


of  local  recurrences  may  occur  in  the  oper- 
ative field.  It  should  not  be  the  task  of  the 
radiation  therapist  to  treat  patients  who  have 
had  surgery  but  who  were  improperly  staged. 

It  is  difficult  to  evaluate  the  status  of  the 
axillary  lymph  nodes  in  a patient  with  sup- 
posedly operable  breast  cancer.  The  nodes 
may  be  palpable  and  yet  histologically  nega- 
tive for  metastases.  Conversely  on  patho- 
logic examination  the  axillary  nodes  may  be 
found  to  be  free  of  metastatic  disease  but  on 
serial  section  study  may  be  involved  in  one- 
third  of  the  cases.  The  routine  histological 
examination  of  lymph  nodes  is  no  guarantee 
that  the  nodes  are  not  involved.  In  at  least 
50  per  cent  of  patients  with  breast  cancer 
but  without  clinically  evident  involved  axil- 
lary lymph  nodes,  there  will  be  metastatic 
disease  in  these  nodes.®*^^ 

Clinicopathologic  studies  are  advocated  by 
Haagensen^®  to  consist  of  removing  a lymph 
node  high  in  the  apex  of  the  axilla,  plus  a 
biopsy  of  the  internal  mammary  nodes,  and 
if  either  is  found  to  be  involved  then  no  sur- 
gery is  performed.  He  then  refers  the  pa- 
patient  for  radiation  therapy  only.  As  a result 
of  this  method  of  careful  staging,  his  patients 
fall  into  a special  select  group,  and  excellent 
clinical  results  are  obtained  (70.2  per  cent  10 
year  survival  for  346  patients  stage  I or  A) . 

Adequate  History  and  Physical  Examination 

A detailed  history  and  physical  examina- 
tion should  be  done.  If  sufficient  time  is 
spent  in  taking  the  history  clues  regarding 
possible  metastases  may  be  obtained.  Too 
often  patients  will  be  found  to  have  metastasis 
to  bone  diagnosed  only  a short  time  after 
surgery,  and  they  state  that  they  mentioned 
to  their  physician  the  fact  that  they  had  pain, 
but  no  specific  studies  were  made.  Roent- 
genographic  studies  may  be  negative  in  spite 
of  definite  bone  metastasis  for  anywhere 
from  a few  weeks  to  several  months.  In  such 
cases  a bone  scan  following  the  administra- 
tion of  radioactive  strontium  may  be  helpful. 
Roentgenographic  examination  of  the  lungs 
should  be  routine  prior  to  any  breast  surgery. 

The  physician  should  be  aware  of  the  as- 
sociation factors  for  patients  who  are  in  the 
high  risk  group  of  developing  breast  cancer. 
Some  of  these  factors  are  early  onset  of 
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menstruation  and  more  than  30  years  of 
menstruation,  never  married,  no  pregnancies 
or  only  one  or  two,  history  of  previous  breast 
disease,  and  familial  history  of  breast  cancer 
especially  in  sisters.  There  is  a 5 to  10  per 
cent  greater  chance  of  developing  cancer  in 
the  remaining  breast  after  one  breast  has 
been  involved.  The  failure  to  breast  feed 
offspring  may  also  be  a factor.  The  left  breast 
is  the  site  of  cancer  more  often  than  the 
right,  and  upper  and  outer  quadrants  are  in- 
volved more  often  than  the  inner  quadrant. 
Trauma  is  not  considered  to  be  related  to 
causation  of  breast  cancer.  There  is  a great 
amount  of  speculation  as  to  what  will  be  the 
effect  of  the  “pill”  on  the  incidence  of  breast 
cancer. 

Survival  in  Untreated  Breast  Cancer 

Vermund^’^  surveyed  the  literature  and 
found  that  the  5-year  survival  of  untreated 
breast  cancer,  recorded  from  the  onset  of 
symptoms,  varied  between  11  and  28.5  per 
cent  with  an  average  survival  of  approxi- 
mately 19  per  cent.  The  10-year  survival  rate 
varied  between  0 and  12  per  cent.  It  is 
always  difficult  to  properly  evaluate  statis- 
tics which  are  calculated  from  the  time  of 
onset  of  symptoms.  At  any  rate,  because  of 
the  natural  history  of  breast  cancer,  it  can 
be  predicted  that  many  untreated  patients 
will  live  for  long  periods  of  time.  If  the 
figure  of  approximately  20  per  cent  5-year 
survival  is  accepted  then  this  may  provide 
a rough  baseline  by  which  to  compare  the 
results  of  treatment. 

What  are  the  Results  of  Therapy? 

If  a patient  has  breast  cancer  which  is 
strictly  confined  to  the  breast  with  limited 
involvement  of  the  skin  and  no  fixation  of 
the  breast  to  the  anterior  chest  wall  then 
simple  mastectomy  would  be  adequate.  It 
cannot  always  be  determined  with  certainty 
that  such  is  the  case.  Biopsy  of  a node  high 
in  the  axilla  and  internal  mammary  lymph 
node  biopsy  may  not  always  exclude  these 
areas  as  being  free  of  disease. 

Patients  with  clinical  and  pathologic  stage 
I breast  cancer  (axilla  free  of  metastatic 
disease)  are  usually  not  referred  for  post- 
operative radiation  therapy  unless  the  lesion 
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is  located  in  the  medial  quadrant  or  central 
portion  of  the  breast.  Patients  with  clinical 
and  pathologic  stage  II  breast  cancer  (axil- 
lary lymph  nodes  involved)  are  usually  re- 
ferred for  postoperative  radiation  therapy  on 
the  basis  of  possible  involvement  of  the  in- 
ternal mammary  and/or  supraclavicular 
lymph  nodes. 

The  advocates  of  simple  mastectomy  be- 
lieve that  if  the  breast  cancer  is  really  a 
stage  I lesion  (localized  to  the  breast)  that 
this  operation  alone  will  be  curative,  that  it 
is  necessary  to  remove  the  primary  breast 
tumor,  that  edema  of  the  arm  can  be  avoided, 
that  there  will  be  less  danger  of  dissemina- 
tion of  tumor  cells  since  axillary  manipula- 
tion will  be  avoided,  and  that  adequate  irra- 
diation of  regional  lymphatics  can  destroy  the 
cancer  cells  if  they  have  not  become  more 
widely  disseminated.  Crile^  believes  that  the 
regional  lymphatics  which  drain  a small  can- 
cer may  be  an  important  part  of  the  host’s 
immunologic  defense  against  systemic  me- 
tastasis. He  believes  that  the  small  primary 
cancer  should  be  treated  by  local  excision  or 
local  radiation  and  that  the  lymph  nodes 
should  be  spare.  If  the  primary  cancers  are 
large  and  advanced  then  the  lymph  nodes 
may  be  removed  whether  involved  or  not."* 
Since  it  is  usually  planned  to  combine  post- 
operative radiation  therapy  with  simple  mas- 
tectomy, the  anterior  chest  wall,  internal 
mammary  and  supraclavicular  lymph  nodes 
on  the  side  of  the  breast  cancer  are  irradiated 
in  order  to  destroy  or  reduce  the  incidence  of 
local  recurrence  or  regional  lymphatic  in- 
volvement. 

Kaae^®  reported  the  five  year  results  of 
patients  who  had  extended  radical  mastec- 
tomy and  of  those  who  had  simple  mastec- 
tomy plus  irradiation.  Forty-four  patients 
had  extended  radical  mastectomy,  55  per  cent 
survived  five  years  and  39  per  cent  were 
free  of  disease.  Thirty-eight  patients  had 
simple  mastectomy  plus  irradiation,  53  per 
cent  survived  five  years  and  45  per  cent  were 
free  of  disease.  Crile^  has  compared  the  re- 
sults of  simple  operations  with  and  without 
radiation  therapy  with  those  of  radical  oper- 
ations in  clinical  stage  I invasive  cancer. 
Thirty-nine  or  70  per  cent  of  56  patients  with 
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simple  operations  (29  per  cent  also  had  ra- 
diation therapy)  survived  five  years;  25  of  40 
or  62.5  per  cent  had  radical  mastectomy  (45 
per  cent  also  had  radiation  therapy)  survived 
five  years.  The  results  of  simple  mastectomy 
compared  with  radical  mastectomy  in  Rock- 
ford, Illinois,  revealed  the  following  five  year 
survival  rates:  simple  mastectomy,  54  per 
cent;  radical  mastectomy,  53  per  cent.  The 
ten  year  results  were  32  and  30  per  cent  re- 
spectively.^^ McWhirter^’’  reported  62  per 
cent  (1,576  cases)  five  year  crude  survival 
rate  in  the  “operable  group”  of  patients  (Man- 
chester stages  I and  II)  when  all  the  regional 
lymph  nodes  were  treated  entirely  by  irra- 
diation following  simple  mastectomy.  Peters^® 
has  provided  evidence  that  wedge  resection 
plus  radiation  therapy  is  equally  as  effective 
as  any  other  treatment  plan  in  stages  I and 
II  breast  cancer  (International  Classifica- 
tion). Tidrick,^^  in  1964,  reported  that  the 
average  survival  of  228  patients  who  had 
simple  mastectomy  was  67.2  months;  of  318 
patients  who  had  radical  mastectomy  the 
average  survival  was  60.7  months.  These  pa- 
tients were  treated  between  1938  and  1960 
and  the  patients  were  with  or  without  clin- 
ically evident  lymph  node  metastasis  but 
without  demonstrable  distant  spread.  The 
age  ranges  were  40  to  44;  70  and  beyond. 

Radiation  therapy  following  simple  mas- 
tectomy must  be  carefully  planned.  There 
is  a severe  shortage  of  radiation  therapists 
in  this  country.  Unless  the  radiation  therapy 
is  given  by  a qualified  radiation  therapist  or 
by  a radiologist  with  a special  interest  and 
training  in  radiation  therapy,  radical  mastec- 
tomy would  be  a better  choice  of  treatment. 

The  radical  mastectomy  operation  has 
been  the  accepted  surgical  method  of  therapy 
for  breast  cancer  in  this  country.  The  mor- 
tality rate  is  about  1 per  cent.  It  is  an  excel- 
lent operation  for  patients  with  operable 
breast  cancer  who  have  metastases  limited 
to  the  ipsilateral  axillary  lymph  nodes. 

The  incidence  of  edema  of  the  upper  ex- 
tremity following  radical  mastectomy  varies 
considerably.  When  radiation  therapy  is 
given  following  radical  mastectomy  the  inci- 
dence of  lymphedema  of  the  upper  extremity 
is  probably  increased.  Guttman®  using  mega- 


voltage therapy  obtained  52  per  cent  five 
year  survivals  (64  of  123  patients)  in  a group 
of  “operable”  breast  cancer  patients  treated 
entirely  by  radiation  therapy.  The  patients 
were  clinically  operable  but  following  triple 
biopsy  were  excluded  from  surgery  and  re- 
ferred for  radiation  therapy  because  of  me- 
tastasis in  the  lymph  nodes  in  the  apex  of 
the  axilla  and/or  in  the  internal  mammary 
lymph  nodes.  She  did  not  have  a single  pa- 
tient with  lymphedema  of  the  arm  unless  it 
was  caused  by  recurrent  disease.  At  the 
Cleveland  Clinic  the  incidence  of  edema  of 
the  arm  in  stages  I and  II  cancer  has  been  36 
per  cent  after  radical  mastectomy  and  irradia- 
tion, 22  per  cent  after  radical  mastectomy 
alone,  21  per  cent  after  modified  radical  mas- 
tectomy and  irradiation,  and  0 per  cent  after 
simple  mastectomy  with  or  without  irradia- 
tion.® McWhirter^®  is  of  the  opinion  that  “it 
is  quite  unusual  for  patients  treated  by  sim- 
ple mastectomy  and  radiotherapy  to  have 
edema  of  the  arm.” 

The  extended  radical  mastectomy  has  been 
advocated  by  Urban®®  for  stage  I infiltrating 
breast  cancers  which  are  located  in  the  medial 
and  central  portion  of  the  breast.  A large 
series  of  extended  radical  mastectomies 
(610)  have  been  reported  by  Urban®®  with 
a five  year  survival  rate  of  84  per  cent,  a 
local  recurrence  rate  of  1 per  cent,  and  a 
mortality  rate  of  0.3  per  cent.  He  cautions 
that  the  operation  is  difficult  and  should 
only  be  performed  under  ideal  circumstances. 

Many  different  opinions  pro  and  con  with 
regard  to  the  value  of  radiation  therapy  given 
after  radical  mastectomy  can  be  obtained. 
There  is  considerable  evidence  to  prove  that 
breast  cancer  can  be  cured  as  well  as  meta- 
static deposits  in  lymph  nodes.  If  the  meta- 
static lesions  are  small  and  well  oxygenated 
they  can  be  more  readily  sterilized.  Because 
of  the  shape  and  consistency  of  the  female 
breast  it  is  preferable  to  rely  upon  the  sur- 
gical removal  of  this  organ  and  to  concen- 
trate the  radiation  therapy  to  the  regional 
lymphatics.  If  the  primary  tumor  is  large  and 
if  there  is  a question  regarding  operability 
then  preoperative  radiation  therapy  may  be 
indicated.  The  preoperative  radiation  would 
be  given  to  facilitate  the  surgery,  to  reduce 
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the  risk  of  dissemination  of  the  disease  oy 
manipulation  during  surgery,  and  to  reduce 
the  recurrences  in  the  operative  area.  Fletcher 
is  of  the  opinion  that  preoperative  radiation 
therapy  appears  to  produce  a diminution  in 
the  incidence  of  local  recurrence  and  also  to 
possibly  improve  survival  rates.  Preopera- 
tive radiation  therapy  followed  by  radical 
mastectomy  was  used  when  the  primary 
lesion  and  breast  had  been  grossly  disturbed 
when  the  biopsy  was  taken,  and  in  some  pa- 
tients who  were  of  borderline  operability. 

Watson^®  believes  that  the  only  two  known 
curative  agents  for  breast  cancer,  namely 
surgery  and  radiation,  should  be  vigorously 
employed  to  obtain  the  best  possible  results. 
He  reported  the  results  of  routine  treatment 
in  operable  patients  in  Saskatchewan  from 
1952  to  1959.  There  were  1,149  patients  with 
clinical  stages  I and  II  who  were  treated  by 
radical  mastectomy  supplemented  by  post- 
operative radiation  therapy  when  the  axil- 
lary lymph  nodes  were  microscopically  in- 
volved, when  the  primary  tumor  was  large, 
or  when  it  was  situated  in  the  inner  quadrant 
of  the  breast.  The  five  year  survival  rate 
was  68  per  cent  in  this  group.  The  five  year 
survival  rate  was  58  per  cent  when  all  oper- 
able patients  with  and  without  positive  axil- 
lary lymph  nodes,  and  who  had  radical  mas- 
tectomy supplemented  by  radiation  therapy 
as  outlined  above  were  considered. 

The  five  year  survival  rates  for  patients 
with  surgically  treated  stage  I breast  cancer 
are  approximately  75  to  80  per  cent.  If  the 
axillary  lymph  nodes  are  involved  approxi- 
mately 30  to  40  per  cent  will  survive  for  five 
years.  About  the  same  results  are  achieved 
for  localized  stage  I carcinoma  of  the  cervix, 
whether  surgery  or  radiation  therapy  is 
utilized. 

Until  a truly  randomized  study  is  made, 
the  answer  to  the  question  concerning  the 
value  of  postoperative  radiation  therapy  will 
have  to  be  held  in  abeyance.  Too  often  com- 
parisons are  made  of  cases  whose  compara- 
bility is  questionable.  The  host  as  well  as  the 
biological  characteristics  of  the  tumor  must 
be  evaluated  and  this  cannot  be  done.  There 
are  so  many  problems  associated  with  a truly 
randomized  study  that  it  is  quite  possible 
that  such  a study  will  not  be  accomplished. 


Castration 

Oophorectomy  or  radiation  castration  can 
be  very  effective  for  patients  with  advanced 
breast  cancer  which  is  inoperable,  and  who 
may  have  metastatic  disease.  Approximately 
35  per  cent  of  the  patients  will  be  benefited. 
Adequate  radiation  therapy  to  the  ovaries  is 
just  as  effective  as  surgical  castration.  The 
only  advantage  of  surgical  castration  is  that 
the  effect  is  immediate  whereas  it  may  take 
about  two  months  before  the  urinary  hor- 
mone assays  and  vaginal  cytological  studies 
reveal  the  full  effect  of  the  radiation  therapy. 

If  radiation  castration  is  elected,  it  must 
be  ascertained  that  both  ovaries  are  in  the 
field  of  radiation.  If  the  patient  is  young  a 
higher  ovarian  radiation  dose  must  be  given 
because  the  ovaries  are  more  radioresistant. 
In  the  past  ovaries  have  been  irradiated 
haphazardly  with  inadequate  doses.  Patients 
under  40  years  of  age  should  receive  a dose 
of  approximately  3000  to  3600  rads,  and  those 
over  40  years  of  age  at  least  2000  rads  to  the 
ovaries. 

There  is  no  conclusive  evidence  to  show 
that  prophylactic  castration  in  the  patient 
who  has  operable  breast  cancer  will  be  bene- 
ficial. It  is  recommended  that  young  patients 
who  are  actively  menstruating  and  who  have 
multiple  metastases  to  the  axillary  lymph 
nodes,  particularly  to  those  in  the  apex  of  the 
axilla,  have  surgical  or  radiation  castration. 
Many  physicians  recommend  that  since  cas- 
tration is  not  a curative  type  of  procedure 
that  it  be  reserved  for  the  time  when  the 
patient  may  have  metastases,  and  that  it 
then  be  done  to  determine  the  hormone 
dependency  of  the  cancer.  Kennedy,^^  et  al., 
has  found  that  irrespective  of  whether  pa- 
tients with  breast  cancer  have  prophylactic 
or  therapeutic  castration  that  the  total  sur- 
vival time  from  initial  breast  cancer  therapy 
to  death  is  not  significantly  different  in  the 
two  groups  of  patients. 

Brain  Metastasis 

Chao,^  et  al.,  collected  a total  of  330  cases 
of  brain  metastases.  Carcinoma  of  the  lung 
was  the  primary  site  in  31  per  cent  of  the 
cases,  the  gastrointestional  tract  in  16  per 
cent,  breast  in  13  per  cent,  kidney  in  8 per 
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cent,  skin  in  7 per  cent,  (including  malig- 
nant melanoma),  and  the  thyroid  in  4 per 
cent.  They  reported  38  cases  of  which  63 
per  cent  had  symptomatic  relief  following 
radiation  therapy.  In  11  cases  the  brain  me- 
tasteses  were  secondary  to  carcinoma  of  the 
breast  and  7 had  a favorable  response  to 
radiation  therapy. 

Chu,^  et  al.,  reported  218  patients  with  85 
of  the  patients  having  primary  breast  cancer 
and  74  with  primary  lung  cancer.  Of  158 
patients  who  were  available  for  evaluation, 
123  showed  a favorable  response  to  radiation 
therapy  with  an  average  remission  of  4.7 
months.  About  two-thirds  of  the  patients 
with  brain  metastases  will  have  multiple 
metastases.  It  is  necessary  to  iradiate  the 
whole  brain. 

Order, et  al.,  noted  that  68  patients  with 
brain  metastases  had  a primary  lung  cancer 
and  15  had  primary  breast  cancer.  Sixty 
per  cent  of  these  patients  received  palliative 
benefits  from  radiation.  A tumor  dose  of 
2500  to  4000  rads  was  given.  They  noted  that 
the  field  size  could  be  reduced  after  the 
radiation  was  given  to  the  whole  brain  and 
that  1000  to  1500  rads  could  then  be  given 
through  a smaller  field  to  the  area  of  known 
pathology.  They  further  commented  that  it 
is  not  so  much  how  long  one  lives  as  to  how 
well  one  lives.  Because  of  the  multiplicity 
of  brain  metastases  it  is  important  to  irradi- 
ate the  entire  brain.  The  acceptable  tumor 
dose  varies  from  3000  to  4000  rads  in  three 
to  four  weeks.  It  is  usually  advisable  to  give 
50  rads  for  the  first  treatment,  100  for  the 
second,  150  for  the  third  and  then  give  200 
rads,  tumor  dose,  per  day.  Steroids  given  con- 
comitantly with  the  radiation  will  help 
reduce  cerebral  edema.  Favorable  results 
may  be  anticipated  in  over  50  per  cent  of  the 
cases  and  often  the  results  may  be  spectac- 
ular in  the  rapidity  of  improvement. 

Inflammatory  Breast  Cancer 

The  prognosis  is  extremely  poor  for  pa- 
tients wtih  inflammatory  breast  carcinoma. 
The  skin  is  usually  extensively  involved, 
the  breast  may  be  fixed  to  the  anterior  chest 
wall,  a majority  have  axillary  lymph  node 
metastases,  and  distant  metastases  will  often 
be  present  when  the  patients  are  first  seen. 
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The  management  of  these  patients  after 
a biopsy  examination  has  been  made  is  usual- 
ly by  radiation  therapy,  hormone  therapy, 
and  by  chemotherapy  used  in  various  com- 
binations. 

Radiation  Therapy  for  Palliation 

Extensive  experience  has  been  gained  in 
the  use  of  ionizing  radiation  therapy  for  the 
palliation  of  advanced  breast  cancer,  and 
its  role  has  been  well  established  in  the 
treatment  of  skin,  bone,  lymph  node,  and 
intracranial  metastasis.  Inflammatory  breast 
cancer  can  be  controlled  locally.  Bleeding 
from  a fungating  ulcerated  breast  cancer 
which  cannot  be  removed  palliatively  by 
surgery  can  be  controlled.  Metastases  to  skin 
and  lymph  nodes  can  be  eradicated  in  a high 
percentage  of  cases.  Bone  pain  secondary 
to  metastases  can  be  relieved  in  approxi- 
mately 70  per  cent  of  the  cases.  A pathologi- 
cal fracture  may  be  avoided  by  irradiation 
of  a metastatic  bone  lesion  located  in  a weight 
bearing  bone.  Ovarian  castration  will  be  of 
benefit  in  30  to  40  per  cent  of  the  patients 
with  advanced  disease.  The  effect  of  whole 
brain  radiation  has  been  previously  described. 

Each  patient  must  be  individually  evalu- 
ated. The  “step  by  step”  therapy  approach 
can  be  very  effective.  In  other  words,  if  a 
patient  is  menstruating  and  has  advanced 
disease  the  first  step  would  be  castration 
either  by  surgery  or  by  irradiation.  The  next 
step  would  be  to  consider  androgens.  It  is 
believed  to  be  preferable  to  use  only  one 
or  two  treatment  modalities  at  one  time. 
As  long  as  beneficial  results  are  obtained 
then  one  can  continue  this  method  of  therapy. 
Estrogens  for  the  patients  five  or  more  years 
post-menopausal  in  doses  of  15  milligrams 
daily  for  diethylstilbesterol  can  be  most  help- 
ful. Cyclophosphoramide  and  5 FU  can  also 
be  beneficial.  Prednisone  can  produce  dra- 
matic results  when  properly  used.  Ablative 
surgery  (adrenals  and/or  pituitary)  should 
be  reserved  until  the  simplest  measures  have 
been  tried,  but  one  should  not  wait  until  the 
patient  has  deteriorated  and  has  become  too 
poor  a surgical  risk. 


The  Follow-up  Examination 

It  is  most  important  that  the  patient  with 
breast  cancer  have  a planned  program  for 
follow-up.  Her  attending  physician  should 
assume  the  responsibility  for  such  a program. 
If  the  patient  has  been  treated  by  a radiation 
therapist  he  can  be  most  helpful  in  the  pa- 
tient’s program  for  continuing  medical  evalu- 
ation. He  is  primarly  a physician  and  sec- 
ondly a radiation  therapist.  He  should  be 
familiar  with  the  life  history  of  the  different 
types  of  cancer,  their  modes  of  metastases, 
with  currently  available  therapeutic  and  diag- 
nostic procedures,  and  with  the  expected 
responses  to  the  various  types  of  treatment. 
The  patient  should  not  be  lost  sight  of,  and 
the  physician  should  never  give  up  hope. 

Unilateral  and  Bilateral  Involvement 

From  approximately  0.4  to  3 per  cent  of 
patients  with  breast  cancer  will  have  cancers 
existing  simultaneously  in  both  breasts  noted 
at  the  time  of  the  initial  examination.  After 
a patient  has  had  mastectomy  for  one  pri- 
mary breast  cancer  there  is  the  possibility 
that  from  5 to  10  per  cent  will  develop  a 
second  primary  in  the  remaining  breast. 

Careful  attention  must  be  given  to  the  re- 
maining breast  in  order  to  detect  a secondary 
primary  should  it  occur.  Mammographic  ex- 
aminations are  among  the  most  valuable  pro- 
cedures in  diagnostic  radiology  and  mammo- 
graphic examination  of  the  remaining  breast 
is  definitely  indicated.  If  the  radiologist  is 
able  to  diagnose  a lesion  in  the  breast  before 
it  becomes  clinically  apparent  the  chances  for 
cure  are  excellent  because  89  per  cent  of  the 
occult  breast  cancers  which  have  been  dis- 
covered have  had  no  axillary  lymph  node 
metastases. 

In-situ  Lobular  Cancer 

In  recent  years  considerable  attention  has 
been  given  to  the  diagnosis  of  in-situ  lobular 
carcinoma  of  the  breast.  These  carcinomas 
are  non-infiltrating  lesions  considered  to  be 
histologically  malignant  but  without  demon- 
strable invasion  of  the  surrounding  tissues. 
Many  of  the  breasts  reveal  a multicentric 
origin.  If  these  lesions  are  not  diagnosed 
early  there  is  a cumulative  risk  of  developing 
infiltrative  carcinoma  over  a period  of  years. 
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Mammograms  are  a definite  help  in  the  diag- 
nosis of  in-situ  lobular  carcinoma  and  also  in 
selection  of  correct  area  to  be  removed  by 
the  surgeon  and  to  be  sectioned  by  the 
pathologist. 

Summary 

On  the  basis  of  mortality  rates,  the  present 
methods  of  diagnosis  and  treatment  of  breast 
cancer  are  inadequate. 

Sufficient  time  should  be  spent  in  taking 
the  history  and  doing  the  physicial  examina- 
tion in  order  to  properly  stage  the  disease 
and  to  detect  the  possible  presence  of  metas- 
tases. 


Patients  in  the  high  risk  group  and  those 
who  have  had  cancer  of  one  breast  have  a 
much  greater  chance  of  developing  breast 
cancer. 

The  question  as  to  which  method  of  ther- 
apy is  preferable — simple  mastectomy  plus 
with  or  without  radiation  therapy,  will  not 
be  answered  until  a randomized  study  of 
comparable  cases  is  made. 

The  role  of  radiation  therapy  in  the  man- 
agement of  patients  with  metastatic  disease 
from  the  breast  is  well  established.  • 
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Pasteurella  multocida  in 
animals’  mouths** 


Cora  R.  Owen,  Ph.D.,  Emery  O.  Buker,  J.  Frederick  Bell,  MD, 
and  William  L.  Jellison,  Ph.D.,  Hamilton,  Montana 


Severe  recalcitrant  infections  by  P.  mul- 
tocida*, resulting  in  cellulitis,  adenitis,  sub- 
acute osteomyelitis  or  tenosynovitis,  are 
rather  frequent  sequelae  of  scratch  and  bite 
wounds  inflicted  by  cats,  dogs  and  other  ani- 
mals, usually  carnivores. The  mouths  of 
the  animals  causing  these  wounds  have  been 
cultured  and  often  have  yielded  P.  multo- 
cida.^'^  However,  there  are  only  a few  reports 
of  surveys  of  animals’  mouths  for  this  or- 
ganism.'^'® 

A high  incidence  of  Pasteurella  multocida 
in  mouths  of  domestic  cats,  discovered  at 
the  Rocky  Mountain  Laboratory  (RML), 
stimulated  a study  of  the  carrier  rate  in  cats 
in  southwestern  Montana.  From  1958  until 
July  1967,  67  cats  were  tested;  approximately 
% were  pets,  and  the  others  were  stray  or 
feral  animals  or  experimental  subjects.  In 
addition,  8 pet  dogs,  1 laboratory  rabbit  and 
28  feral  animals  brought  to  RML  for  experi- 
mental purposes  were  studied. 

Each  animal’s  mouth  was  brushed  as 
thoroughly  as  possible  with  a sterile  cotton- 
tipped  swab  which  was  then  rinsed  in  1.5  ml 
saline.  Excess  saline  was  expressed  from 

*From  the  U.  S.  Department  of  Health,  Education,  and 
Welfare,  Public  Health  Service,  National  Institutes  of 
Health,  National  Institute  of  Allergy  and  Infectious  Dis- 
eases, Rocky  Mountain  Laboratory,  Hamilton,  Montana 
59840. 


’’Formerly  called  Pasteurella  septica,  frequently  with  a 
prefix  to  indicate  animal  species  infected,  e.g.,  oviseptica, 
lepiseptica,  boviseptica. 
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the  swab  and  0.1  ml  eluate  was  injected 
intraperitoneally  into  each  of  5 white  mice 
of  the  RML  stock.  If  a mouse  died,  peritoneal 
fluid  was  plated  on  horse-blood  agar.  After 
overnight  incubation  at  37 °C,  plates  were 
examined  and  colonies  typical  of  P.  multo- 
cida were  subcultured  for  confirmatory  mor- 
phologic examination  and  biochemical  and 
penicillin-sensitivity  tests. 

TABLE  1. 

Incidence  of  Pasteurella  multocida  in  Mouths 
of  Animals 


Animal 

No.  Positive 

% 

Species 

No.  Tested 

Positive 

Cat  (Felis) 

47/67 

70.2 

Dog  (Canis) 

1/8 

12.5 

Lynx  (Lynx) 

1/1 

Bobcat  (Lynx) 

1/1 

Bear  (Euarctos) 

1/1 

Rabbit  (Oryctolagus) 

1/1 

Skunk  (Mephitis) 

0/12 

Ferret  (Mustela) 

0/7 

Fox  (Vulpes)  Pup 

0/2 

W oodchuck  ( M armota ) * 

0/2 

Cougar  (Felis)  Kitten 

0/1 

Weasel  (Mustela) 

0/1 

Total 

52/104 

50.0 

Domestic 

49/76 

64.5 

Feral 

3/28 

10.7 

Cats 

47/67 

70.2 

Other 

5/37 

13.5 

*Only  noncarnivores  tested. 
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Results 

Of  104  animals  tested  52  (50  per  cent) 
carried  P.  multocida  (Table  1).  In  the  study, 
47  (70.2  per  cent)  of  the  cats  tested  were 
oral  carriers  of  P.  multocida,  although  most 
of  them  appeared  healthy.  Exceptions  were 
(1)  a case  of  feline  panleukopenia,  (2)  6 
males  hospitalized  for  treatment  of  wounds 
incurred  during  fights  (some  wounds  yielded 
P.  multocida  on  culture)  and  (3)  one  male 
dead  of  P.  multocida  peritonitis  and  pneu- 
monitis. Except  for  the  rabbit,  which  proved 
to  be  actively  infected  with  P.  multocida,  and 
one  stray  fox  pup  (cause  of  death  unknown), 
the  other  animals  were  apparently  healthy. 

Discrepancies  in  the  size  of  the  groups 


may  account  for  the  differences  in  per  cent  of 
positive  animals:  70.2  per  cent  of  cats  vs. 
13.5  per  cent  of  others;  64.5  per  cent  of  do- 
mestic vs.  10.7  per  cent  of  feral  animals. 
The  single  positive  dog  was  one  of  2 in  a 
household  with  a carrier  cat. 

Conclusion 

The  popularity  of  cats  as  pets  and  their 
tendency  to  bite  and  scratch,  coupled  with 
this  very  high  rate  of  carriage  of  P.  multocida 
in  one  area  of  western  U.S.A.,  led  us  to  call 
this  potential  health  hazard  to  the  attention 
of  physicians.  Although  P.  multocida  is  a 
Gram-negative  bacillus,  it  is  very  sensitive 
to  penicillin,^  and  these  infections  are  usually 
amenable  to  treatment.  • 
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A Great  Society  Fable 

/^NCE  upon  a time,  there  was  an  ant  who  worked  hard  all  day  in  the  fields.  It  was  sum- 
mer  and  the  ant  was  busy  cutting  grass  and  dragging  it  home.  The  ant  had  a grass- 
hopper for  a neighbor.  The  grasshopper  sat  in  his  doorway  singing  all  day.  When  winter 
came,  the  ant  had  a whole  bale  of  grass.  But  he  had  violated  the  Federal  farm  law  for 
overharvesting  grass  and  was  fined  and  the  surplus  seized.  The  grasshopper  received  the 
surplus  in  exchange  for  food  stamps. 

Moral:  Under  the  Great  Society,  grasshoppers  have  the  jump  on  everybody  else. 

— Medical  Bulletin  of  Northern  Virginia. 
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Non-surgical  aid  for 
the  degenerated  knee 


Charles  D.  Magill,  MD,  Denver 


The  recent  Kentucy  Derby  incident  over 
drugs  and  horses  reminds  one  of  unsuccess- 
ful ways  to  prevent  or  treat  knee  arthritis 
in  horses.  A symposium  on  equine  knee 
arthritis  in  1962‘  included,  among  others, 
orthopaedic  surgeons  such  as  Lent  Johnson, 
E.  Gardner,  and  others,  with  implications 
arising  from  the  symposium  in  understand- 
ing human  knee  osteoarthritis.  Perhaps  this 
communication  should  be  entitled  Horse 
Sense  and  Knee  Osteoarthritis.  Aid  for  the 
human  degenerated  knee  is  mainly  a problem 
of  nonsurgical  therapeutics.  We  have  all  seen 
radiologically  horrible  knees  which  have  no 
symptoms.-  We  have  known  of  “houseclean- 
ing operations”  for  severe  symptoms.^  Also 
popular  is  local  corticoid  injection.^  However, 
I do  not  believe  that  there  has  been  enough 
emphasis  on  other  treatment.  After  the  local 
corticoid  has  been  injected  and  surgery  is 
out  of  the  question  for  one  reason  or  another, 
what  else  can  be  done? 

The  author’s  general  approach  is  to  re- 
store more  normal  joint  physiology  with  the 
use  of  several  nonsurgical  means.  If  these 
fail,  then  occasionally  tenotomies,  debride- 
ments, osteotomies,  prostheses,  etc.,  are  in- 
dicated. 

The  syndrome  is  in  a vicious  cycle:  there 
has  been  unequal  remodeling  in  response  to 
various  knee  stresses  over  the  years  (unop- 
erated torn  knee  cartilage,  familial  varus, 
“burned-out”  rheumatoid  valgus,  etc.^)  then 
the  resultant  bony  proliferation  and  loose 
flakes  of  cartilage  have  irritated  synovium. 
The  synovium  becomes  inflamed  (effusion, 
hemarthrosis,  decreased  motion),  irritating 
the  sensitive  collateral  ligaments  (pain).® 
Spinal  reflexes  lead  to  inhibition  and  atrophy 


of  the  joint  musculature  (quadriceps  atro- 
phy). With  decreased  muscular  support,  the 
joint  is  then  susceptible  to  more  stresses.  A 
vicious  cycle.  Perhaps  this  might  explain 
why  a corticoid  injection  is  not  the  whole 
answer. 

What  must  be  done  is  to  abolish  pain  and 
physically  rehabilitate  the  joint.  This  can  be 
done  on  an  outpatient  basis.®  The  following 
three  progressive  levels  of  nonsurgical  treat- 
ment are  suggested.  Most  of  the  time  the  first 
and  second  levels  will  be  satisfactory.  De- 
tailed application  of  conservative  treatment 
frequently  makes  surgery  unnecessary.  The 
first  level  requires  no  uncomfortable  pro- 
cedures and  is  thus  easy  to  sell  to  the  pa- 
tient. 

Level  One  (1)  Oral  medications,  with  non- 
narcotics and  non-corticoids  by  manipulat- 
ing salicylates,  butazones,  antimalarials,  and 
synthetic  anodynes.  (2)  Weight  reduction 
decreases  stress  by  decreasing  pounds  per 
square  inch  on  the  joint.  (3)  Fewer  stairs 
and  kneeling  avoids  irritating  the  patella, 
which  is  always  involved  with  knee  arthritis. 
(4)  Quadriceps  development:  instruction 
must  be  given  in  detail  in  both  isometrics 
and  isotonics.  Muscular  support  for  the  joint 
is  the  basic  requirement  in  treatment  and 
must  be  permanent.  The  physician  may  dele- 
gate this  to  a physical  therapist.  However, 
the  physician  should  take  an  active  interest 
in  teaching  these  exercises  and  “selling  them” 
to  the  patient.  The  patient  should  tighten 
or  “set”  his  quadriceps  muscle  10-20  seconds 
hourly.  The  muscle  is  tightened  for  this  10 
second  period  constantly  as  if  holding  a fist. 
Electrical  stimulation  might  help  certain  peo- 
ple identify  their  “quads,”  but  this  is  rarely 
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needed.  The  “setting”  can  be  done  in  any 
position  of  extension:  standing,  resting  leg  in 
front,  or  walking  a few  seconds  in  full  ex- 
tension. (5)  Heat.  Home  packs  will  do  the 
job;  hot  water  bottles  usually  do  not  work 
as  well  as  hydrocollator  packs,  which  are 
commercially  available.  Heat  facilitates 
muscle  contraction  as  well  as  breaking  up 
pain  impulses.  If  this  does  not  work,  try  a 
home  ice-pack  or  a commercially  available 
ice-pack  for  the  same  objective.*  (6)  Cane  of 
comfortable  design.  Due  to  mechanics  about 
the  lower  extremity,  the  patient  will  usually 
place  his  cane  in  the  opposite  hand.  This  will 
be  found  to  give  him  good  support  as  well  as 
cosmetically  acceptable  gait.  (7)  Amateur 
psychotherapy.  The  physician’s  attention  to 
detail  and  reassurance  based  on  confidence 
as  well  as  patience  is  necessary. 

Level  Two  (1)  Intra-articular  corticoid 
will  temporarily  soothe  synovial  inflamma- 
tion and  perhaps  be  a booster  to  inaugurate 
the  remainder  of  the  program.  Its  effects  are 
only  temporary  as  a rule,  with  an  occasional 
benefit  for  six  months,  but  frequently  for 
only  three  weeks.  (2)  Intracapsular  anes- 

•Muckle  Professional  Supply,  1224  Speer  Blvd.,  Denver, 
Colorado  80204. 


thetic-corticoid  will  break  up  pain  coming 
from  the  joint.^  This  involves  injection  of 
the  collateral  ligaments  as  well  as  other 
tender  areas  of  the  capsule,  such  as  the  patel- 
lar retinacula.  The  same  thing  can  some- 
times be  achieved  by  “ice  until  numb”  tech- 
nic, followed  by  the  exercises  mentioned 
above. 

Level  Three  (1)  Traction,  home  or  hos- 
pital; this  provides  temporary  rest:  (2)  Part 
time  splints,  of  plastic,  plaster  or  other  device 
as  devised.  (3)  Crutches  for  part-time  rest. 
(4)  Long  leg  brace;  this  expense  may  be  jus- 
tified if  surgery  is  contraindicated.  (5)  Ma- 
nipulation under  anesthesia.  Further  details 
are  not  given  here  because  this  level  is 
rarely  needed,  and  frequently  overlaps  with 
decisions  for  orthopaedic  surgery. 

The  author  is  in  process  of  a four  year 
follow-up  of  40  patients  treated  on  the  above 
regime.  The  subjective  response  has  been 
excellent.  The  results  of  follow-up  exam- 
ination will  be  published  later. 

Summary 

Attention  to  muscular  rehabilitation  and 
other  nonsurgical,  outpatient  procedures  will 
in  most  cases  be  successful  in  management  of 
knee  osteoarthritis.  • 
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Non-calculus  cholecystitis* 


Stephen  Engel,  MD,  and  David  Bowerman,  MD,  Denver 


The  occurrence  of  acute  cholecystitis  without 
* stones  is  not  particularly  rare  and  its  patho- 
genesis is  nearly  always  confirmed  at  opera- 
tion or  in  the  pathology  laboratory.  Chronic 
cholecystitis  with  acalculus  gallbladder,  on 
the  other  hand,  is  difficult  to  diagnose,  its 
etiology  is  obscure,  and  the  surgeon  is  re- 
luctant to  make  the  diagnosis  at  surgery. 

Review  of  the  literature  discloses  a num- 
ber of  cases  that  fall  into  the  above  two 
categories.  Most  reports  of  acalculus  chole- 
cystitis are  from  large,  private  referral  cen- 
ters (where  there  is  a necessity  for  establish- 
ing a diagnosis)  or  from  teaching  institutions. 
In  the  study  undertaken  here,  an  attempt 
was  made  to  define  and  evaluate  non-calculus 
cholecystitis  in  a private,  general  hospital. 
The  following  case  summary  is  a representa- 
tive example  of  the  diagnostic  problems  in- 
herent in  this  entity: 

CASE  REPORT 

A 45-year-old  white  woman  was  admitted  for 
exploratory  laparotomy  following  earlier  diag- 
nostic evaluation  at  the  hospital  for  recurring  pain 
in  the  right  upper  quadrant  of  18  months  dura- 
tion. The  pain  had  been  episodic,  colicky,  ra- 
diating to  the  back,  and  had  been  increasing  in 
severity  and  frequency.  Sea  food  and  other  fatty 
or  rich  foods  aggravated  her  symptoms,  which 
occurred  most  frequently  following  the  evening 
meal  although,  occasionally,  they  awakened  her 
at  night  as  well.  The  attacks  of  pain  were  more 
and  more  accompanied  by  vomiting  in  the  six 
months  prior  to  admission. 

‘From  the  Surgery  and  Pathology  Services  of  General 
Rose  Memorial  Hospital,  Denver.  Dr.  Engel  is  Asst.  Clin. 
Prof,  of  Surgery,  University  of  Colorado  School  of  Medi- 
cine. Dr.  Bowerman  is  now  Pathologist  at  St.  Francis 
Hospital,  Colorado  Springs,  Colorado  and  Clinical  Instructor 
in  Pathology,  University  of  Colorado  School  of  Medicine. 


Further  questioning  revealed  that,  approxi- 
mately 20  years  ago,  she  noted  a gradual  occur- 
rence of  upper  epigastric  and  right  upper  quad- 
rant pain  lasting  from  several  hours  to  several 
days.  These  pains  would  be  followed  by  nausea 
and  vomiting  and  would  usually  require  medica- 
tion for  relief.  In  the  subsequent  10  years,  she 
had  only  occasional  intermittent  epigastric  pain 
without  nausea  or  vomiting.  Her  bowel  move- 
ments were  normal,  and  ethanol  intake  was  the 
only  circumstance  which  would  occasionally  pro- 
duce her  symptoms.  Five  years  ago,  the  severe 
attacks  increased  to  three  to  four  episodes  a year. 
These  were  associated  with  severe  colicky  pains 
and  unrelated  to  food  intake.  Milk  or  bland  foods 
did  not  give  relief. 

In  the  3 months  immediately  prior  to  admis- 
sion, the  aching  in  the  epigastrium  and  subcostal 
area  was  present  almost  constantly  with  occasional 
exacerbations  of  severe  pain  accompanied  by  nau- 
sea and  vomiting.  These  would  require  medica- 
tions for  relief.  At  this  time,  some  changes  in  the 
stools  were  also  noted.  These  were  described  as 
foul  smelling,  somewhat  fatty,  and  occasionally 
would  float.  Varying  amounts  of  mucus  would 
be  noted  at  intermittent  times.  She  had  never 
had  jaundice  in  the  past  and  there  was  no  history 
of  weight  loss. 

The  past  history  was  significant  in  that  this 
patient  had  had  an  hysterectomy  with  preservation 
of  her  ovaries  in  1960  for  in  situ  carcinoma  of  the 
cervix.  She  had  an  appendectomy  in  1940.  It  was 
felt  that  she  was  a stable  and  reliable  historian 
with  no  evidence  of  emotional  instability.  There 
was  no  history  of  excessive  ethanol  intake  and 
there  was  no  family  history  of  pancreatitis  or 
gallbladder  disease. 

On  physical  examination,  the  patient  appeared 
in  no  acute  distress.  Blood  pressure  was  125/80 
mm  Hg.;  pulse  was  80  and  regular.  There  were 
no  masses  palpable  in  the  abdomen;  the  liver, 
spleen  and  kidneys  were  not  enlarged.  There 
was  a well  healed  scar  in  the  lower  midline  from 
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previous  surgery  and  there  was  minimal  tender- 
ness present  in  the  right  upper  quadrant  and  in  the 
epigastrium. 

Laboratory  examination  revealed  hemoglobin 
of  14.2  gms;  leukocyte  count  was  7,000  mm®  with 
a normal  differential.  The  urine  was  normal 
with  no  sugar  or  acetone  and  no  cells.  Two  fasting 
blood  sugars  were  100  mg  per  cent;  erythrocyte 
sedimentation  rate  was  2 mm/Hr;  serum  lipase 
was  0.4  units  (Tietz).  Serum  amylase  was  100  units 
(Somogyi)  on  two  occasions.  Serum  cholesterol 
was  190  mg  per  cent  and  her  serum  calcium  was 
8.4  mg  per  cent. 

X-ray  examination  of  the  stomach  and  small 
intestine  on  several  occasions  was  always  reported 
as  within  normal  limits.  Oral  cholecystogram  on 
two  occasions  revealed  a normally  functioning 
gallbladder  and  an  intravenous  cholangiogram  was 
also  reported  as  normal.  Barium  examination  of 
the  colon  revealed  no  abnormality.  There  was  no 
calcification  seen  on  any  of  her  x-rays.  A secretin 
test  revealed  a small  decrease  in  the  bicarbonate 
volume  which  othei^ise  was  normal.  Stool  ex- 
amination for  fat  was  reported  as  within  normal 
limits.  Duodenal  drainage  failed  to  reveal  cal- 
cium bilirubinate  crystals. 

Because  of  her  long  history  of  abdominal  pain 
and  increasing  symptomology,  exploratory  lapa- 
rotomy was  undertaken  for  diagnostic  purposes. 
Her  preoperative  diagnosis  was  chronic  pancrea- 
titis. 

At  surgery,  the  stomach,  duodenum  and  pan- 
creas appeared  completely  normal.  The  liver  and 
spleen  were  normal.  There  was  no  evidence  of 
pancreatitis.  The  gallbladder  was  grey,  slightly 
thickened  and  there  were  some  filmy  adhesions 
between  the  galbladder  and  the  first  and  second 
portions  of  the  duodenum.  There  were  no  stones 
palpable  in  the  gallbladder;  common  and  cystic 
ducts  were  visualized  and  appeared  normal.  The 
duodenum  was  opened  and  a pancreatogram 
through  the  ampulla  of  Vater  was  performed.  This 
appeared  completely  normal  with  no  evidence  of 
stricture,  dilation  or  irregularity  in  the  duct.  An 
operative  cholangiogram  taken  through  the  cystic 
duct  revealed  a completely  normal  biliary  system. 
There  was  difficulty  in  passing  a polyethelene 
catheter  through  the  cystic  duct.  In  view  of  the 
findings,  a tentative  diagnosis  of  acalculus  chronic 
cholecystitis  was  made  and  a cholecystectomy  was 
performed.  The  patient  had  a completely  unevent- 
ful postoperative  course  and  was  discharged  on 
the  ninth  postoperative  day.  She  has  been  com- 
pletely asymptomatic  for  a period  of  12  months 
and  has  had  no  dietary  or  ethanol  restrictions. 

The  gallbladder  weighed  30  grams  and  was 
80  X 30  X 20  mm  in  size  with  a grey  thickened 
serosal  surface  approximately  0.5  to  1 cm  thick. 
Microscopic  examination  of  the  gallbladder  wall 
revealed  the  mucosa  to  be  somewhat  flattened 
and  covered  by  tall  eosinophilic,  columnar  epi- 
thelial cells  with  oval  basal  nuclei.  The  lamina 


propria  was  slightly  thickened  focally  by  fibrous 
connective  tissue.  The  muscularis  was  somewhat 
thinned  and  contained  a moderate  amount  of 
adipose  tissue  surrounding  a few  thick-walled 
blood  vessels.  There  was  some  infiltration  of  the 
wall  with  chronic  inflammatory  cells.  The  cystic 
duct  appeared  scarred  and  stenosed. 

Acute  Cholecystitis 

There  have  been  sporadic  reports  in  the 
literature  dating  back  to  1924  in  which  vari- 
ous authors  found  differing  incidences  of 
acute  acalculus  cholecystitis.  Blalock^  re- 
viewed 136  cases  of  acute  chloecystitis  and 
found  five  to  have  no  stones;  Whipple^-^  re- 
ported 160  cases,  30  of  which  were  acalculus; 
Judd  and  Phillips®  found  an  incidence  of 
4.7  per  cent  in  500  cases  of  acute  cholecystitis; 
Wolfson  and  Tothenberg'®  by  1936  had  col- 
lected 1,221  cases  including  31  of  their  own, 
finding  100  or  8.1  per  cent  to  be  without 
stones.  In  1958,  Larkin  and  Purinton”  again 
reviewed  the  literature  and  tabulated  a series 
totaling  2,750  cases,  of  which  181  had  no 
stones.  This  brought  this  incidence  of  acal- 
culus acute  cholecystitis  in  the  literature  to 
approximately  15.1  per  cent. 

Chronic  Cholecystitis 

Chronic  cholecystitis  without  stones  in  the 
gallbladder  is  less  frequently  encountered. 
Glenn  and  Mannix®  reviewed  their  experi- 
ence at  the  New  York  Hospital  from  1932 
through  1954  during  which  time  3,110  pa- 
tients were  treated  surgically  for  chronic 
cholecystitis.  In  135,  no  stones  were  present 
in  the  gallbladder  at  operation  and  100 
showed  evidence  of  chronic  cholecystitis  on 
microscopic  examination.  Colcock,^  reporting 
1,356  cholecystectomy  cases,  found  42  with 
chronic  cholecystitis  without  stones  (4.2  per 
cent),  seven  with  acute  and  subacute  chole- 
cystitis (0.5  per  cent)  and  two  normal. 
Wirtz,^^  reported  22  patients  of  240  who  un- 
derwent cholecystectomy  for  biliary  tract 
disease.  Of  these,  17  had  chronic  cholecystitis 
without  stones;  chronic  cholecystitis  with 
cholesterosis  was  found  in  two;  chronic 
cholecystitis  with  papilloma  of  the  gallblad- 
der in  one,  and  acute  cholecystitis  in  two. 

Present  Study 

All  cholecystectomies  performed  from  1960 
through  1964  were  reviewed  from  the  files 
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TABLE  1 

PATHOLOGIC  DIAGNOSIS  AND  INCIDENCE 
OF  NON-CALCULUS  CHOLECYSTITIS  IN  714 
CHOLECYSTECTOMIES 


Acute  cholecystitis  alone 

1 1 

1.54% 

Acute  cholecystitis  superimposed 
on  subacute  and  chronic 

10  j 

Chronic  cholecystitis 

21  1 

3.08% 

Pericholecystitis 

1 J 

Normal 

2 

.42% 

of  General  Rose  Memorial  Hospital,  Denver. 
There  were  714  cholecystectomies  performed 
for  biliary  tract  disease  by  the  attending  sur- 
gical staff;  37  of  these  did  not  have  stones 
present  at  surgery  or  at  pathologic  examina- 
tion. One  patient  had  stones  removed  pre- 
viously at  an  emergency  cholecystostomy  and 
another  patient  had  a cholecystic  fistula 
through  which  he  had  passed  stones;  these 
were  excluded.  Of  the  remaining  35  patients, 
there  were  27  women  and  eight  men;  the  ages 
varied  from  24  to  81  years,  and  16  were  over 
50  years  of  age. 

Symptomatology  in  these  35  patients  was 
not  unlike  that  of  patients  with  cholelithiasis; 
there  were  no  particular  distinguishing  char- 
acteristics. Eighteen  patients  had  right  upper 
quadrant  pain  with  varying  amounts  of  nau- 
sea and  vomiting.  Fatty  food  intolerance  and 
obesity  were  prominent.  One  patient  had 
jaundice  and  another  (adenoma  of  gallblad- 
der) had  no  symptoms  preoperatively.  The 
average  period  of  symptoms  was  one  year. 
One  patient  with  acute  cholecystitis  had 
symptoms  for  one  day  only. 

Table  1 shows  the  pathologic  diagnosis  in 
these  35  non-calculous  gallbladders.  Chronic 
cholecystitis  was  demonstrated  histologically 
in  21  patients;  acute  cholecystitis  in  one,  and 
acute,  superimposed  on  subacute  and/or 
chronic  cholecystitis  was  present  in  10.  Two 
patients  had  normal  gallbladders.  One  pa- 
tient with  acute  inflammation  demonstrated 
pericholecystitis,  probably  secondary  to  a 
gastro-jejunal  ulcer.  Other  associated  patho- 
logic findings  included  two  papillomas  of  the 
gallbladder,  one  adenoma  of  the  gallbladder, 
one  patient  with  stenosis  of  the  sphincter  of 
Oddi  and  two  patients  with  pancreatitis.  The 
overall  incidence  of  noncalculus  cholecys- 
titis in  these  714  patients  with  cholecystec- 


tomy was  5.04  per  cent,  whereas  the  incidence 
of  chronic  cholecystitis  without  stones  was 
approximately  3 per  cent. 

Follow-up  evaluation  was  possible  in  23 
of  the  35  patients  with  non-calculus  gallblad- 
ders. Twenty-one  answered  questionaires 
stating  that  they  were  relieved  of  previous 
symptoms;  2 patients  died  in  the  immediate 
postoperative  state,  one  of  pulmonary  em- 
bolism and  one  of  uremia.  Four  patients  de- 
veloped peptic  ulcer  disease  and  one  (peri- 
cholecystitis) continued  to  have  bouts  of 
pancreatitis. 

Discussion 

There  are  several  etiologic  factors  re- 
sponsible for  the  production  of  acute  chole- 
cystitis when  nO'  stones  are  present.  Wolf  son 
and  Rothenberg^®  held  that  hematogenous  in- 
fection was  the  chief  factor.  In  one-third  of 
their  patients  there  was  a focus  somewhere 
in  the  body  which  might  have  served  as  a 
primary  source  of  infection.  They  also  found 
in  their  series  that  the  signs  and  symptoms 
of  cholecystitis  were  different.  There  was 
a low  incidence  of  prodromal  symptoms  of 
indigestion,  pyrosis,  fatty  food  intolerance, 
and  there  was  an  infrequent  history  of  pre- 
vious attacks  of  galbladder  colic. 

Bacterial  invasion  of  the  lymphatics  and 
bile  has  been  demonstrated  in  some  cases. 
Collagen  diseases  such  as  polyarteritis  nodosa 
and  endarteritis  obliterans  have  caused  acute 
cholecystitis.  Cohn  and  Mills^  reported  five 
cases  of  acute  cholecystitis  without  stones  in 
which  gangrene  of  the  gallbladder  was  pres- 
ent. Two  of  these  patients  were  found  to 
have  polyarteritis  nodosa.  Adhesive  bands 
and  arterial  thrombosis  producing  torsion 
and  gangrene  of  the  gallbladder  have  been 
reported.  Hoerr^  reported  14  cases  of  acute 
cholecystitis  which  he  classified  according  to 
cystic  duct  obstruction,  vascular  obstruction, 
reflux  of  pancreatic  juice,  and  primary  bac- 
teremia. Kirtley  and  Holcomb^®  reported  two 
cases  in  which  there  was  definite  malforma- 
tion of  the  cystic  duct  causing  cholecystitis. 
In  all,  they  reported  four  cases  of  acalculus 
cholecystitis  in  a series  of  68  patients  between 
the  ages  of  5 and  19;  the  incidence  of  acalculus 
cholecystitis  in  this  series  was  5.8  per  cent. 
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Acute  non-calculus  cholecystitis  from 
which  E.  Coli  were  cultured  was  reported  by 
Arnspiger  et  al.^  (1960).  Mesenteric  adenitis 
in  a child  has  been  reported  in  association 
with  non-calculous  acute  cholecystitis.^^ 
Eighteen  cases  of  postoperative  acute  chole- 
cystitis were  reported  by  Glenn  and  Wantz;'^ 
four  contained  no  stones.  The  pathogenesis 
is  somewhat  different  in  these  patients;  force- 
ful attempts  toward  emptying  the  gallbladder 
following  several  days  of  fasting,  compounded 
by  possible  increased  viscosity  of  bile  due 
to  dehydration,  fever  and/or  drugs,  are 
thought  to  compromise  the  vascular  supply 
of  gallbladder  producing  edema,  distention  or 
simple  obstruction  of  the  cystic  duct  with 
inspissated  bile,  thus  setting  the  stage  for 
bacterial  invasion. 

In  summary,  the  causes  of  acute  chole- 
cystitis without  stones  may  be  outlined  as  in 
Table  2. 

Little  is  found  in  the  literature  regarding 
pathogenesis  and  etiology  of  chronic  chole- 
cystitis without  stones.  Glenn  and  Colcock 
fail  to  evaluate  their  series  in  this  regard 
but  the  comments  made  by  Cole®  in  discussing 
a paper  by  Glenn  and  Mannix  are  pertinent. 
He  studied  the  cystic  ducts  in  his  patients 
and  found  many  adhesive  bands,  nodules  and 
malformed  folds  producing  partial  obstruc- 
tion. He  was  able  to  reproduce  this  in  the 
laboratory  by  following  dogs  with  partial 
obstruction  of  the  cystic  duct  for  18-20  months 
at  which  time  all  the  gallbladders  in  these 
sacrificed  animals  showed  chronic  cholecysti- 
tis indistinguishable  from  that  found  in  the 
human.  He  feels  that  if  partial  obstruction 
is  present  in  the  cystic  duct,  chronic  chole- 
cystitis will  supervine  in  90-95  per  cent  of 
the  animals.  This  conclusion  is  further  rein- 
forced by  the  reports  cited  earlier  in  which 
acalculus  gangrenous  cholecystitis  was  found 
to  be  present  in  youngsters  with  bands, 
kinking  obstructing  the  cystic  duct  or  in 
congenitally  malformed  cystic  ducts.  The 
surgeon  at  operation,  finding  no  stones  in 
the  gallbladder,  will  often  open  the  viscus 
following  cholecystectomy  to  examine  it  for 
possible  small  stones  which  were  not  pal- 
pable, but  often,  the  cystic  duct  is  left  un- 
disturbed, overlooking  obstruction  that  may 


TABLE  2 

ETIOLOGY  OF  NON-CALCULUS 
CHOLECYSTITIS 

1.  BACTERIAL  INVASION 

Blood 

Lymph 

BRe 

2.  MECHANICAL  OBSTRUCTION 

Postoperative 

Cystic  Duct  Malformation  and/or 
Obstruction 
Adhesive  Bands 
Stenosis  of  Sphincter  of  Oddi 

3.  VASCULAR 

Polyarteritis 

Arteriosclerosis 

Embolism 

4.  PANCREATIC  REFLUX 

5.  SECONDARY  WITH  PERICHOLECYSTITIS 

Perforated  Duodenal  Ulcer 
Gastroesophageal  Ulcerations 
Pancreatitis 
Peritonitis 

be  present  in  this  area.  Transection  of  the 
cystic  duct  frequently  yields  an  abundance 
of  granular  material  which  is  often  neglected 
and  considered  trivial.  Furthermore,  in  do- 
ing operative  cholangiography  via  the  cystic 
duct,  it  is  very  common  to  find  obstruction 
to  the  passage  of  a polyethelene  tube.  In  all 
likelihood,  this  represents  small  particulate 
matter  or  thickening  and  scarring  in  the 
haustral  valves  which  may  have  produced 
partial  chronic  obstruction.  Caution  and  care 
must  be  exercised.  Glenn,®  in  analyzing  121 
patients  operated  upon  for  chronic  chole- 
cystitis without  stones,  found  that  100  showed 
evidence  of  chronic  cholecystitis  micro- 
scopically while  21  were  normal.  Upon  fol- 
low-up, good  results  from  surgery  were  ob- 
tained in  64.4  per  cent,  fair  results  were 
obtained  in  11.6  per  cent,  and  poor  results 
in  24  per  cent.  There  was  no  correlation  be- 
tween the  pathologic  findings  and  the  follow- 
up results,  prompting  the  assumption  that 
there  was  a high  incidence  of  mistaken  diag- 
nosis. There  is  a distinct  possibility  that  a 
certain  per  cent  of  patients  undergoing  chole- 
cystectomy for  non-calculus  cholecystitis  will 
have  a normal  gallbladder  removed  because 
of  mistaken  diagnosis;  however,  the  reported 
incidence  of  this  entity  in  the  literature  and 
in  the  present  series  correlate  closely;  estab- 
lishing the  verity  of  this  diagnosis  and  its 
prevalence. 


52 


Rocky  Mountain  Medical  Joubnal 


Summary 

Acute  non-calculus  cholecystitis  seems  to 
be  somewhat  more  prevalent  than  chronic 
non-calculus  cholecystitis,  and  as  more  cases 
are  reported,  the  incidence  seems  to  be  in- 
creasing. The  incidence  of  acute  cholecystitis 
without  stones  varies  in  different  reports 
from  5 to  15  per  cent,  whereas  the  incidence 
of  acalculus  chronic  cholecystitis  is  in  the 
range  of  3 to  4 per  cent.  In  the  present  series, 
noncalculus  chronic  cholecystitis  was  found 
in  3.08  per  cent,  of  714  cholecytectomies,  with 
an  overall  incidence  of  noncalculus  chole- 
cystitis of  5.04  per  cent. 

The  pathogenesis  of  acute  cholecystitis  is 
usually  evident  at  the  operating  table.  The 


same  has  not  been  adequately  studied  in  the 
cases  of  chronic  cholecystitis;  however,  by 
focusing  more  attention  on  the  cystic  duct 
both  at  the  operating  table  and  in  the  path- 
ology laboratory,  the  pathogenesis  should  be- 
come more  apparent. 

In  patients  with  strongly  suggestive  his- 
tories of  biliary  tract  disease  in  whom  labora- 
tory evaluation  fails  to  make  a positive  diag- 
nosis, the  entity  of  non-calculus  cholecystitis 
must  be  considered.  A properly  selected  pa- 
tient with  this  condition  will  be  greatly  bene- 
fited and  costly  and  lengthy  hospitalization 
will  be  avoided,  as  demonstrated  by  the  pre- 
sented case  report.  • 
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“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadii®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


A medical  potpourri 


Compiled  by  Andrew  M.  Babey,  MD,  Las  Cruces,  New  Mexico 


1.  “Salicylates  in  one  form  or  another  probably 
now  rank  as  one  of  the  most  frequent  causes  of 
occult  blood  loss  . . . Salicylates  as  a cause  of 
blood  loss  will  clearly  be  frequent  in  patients  with 
conditions  such  as  rheumatoid  arthritis,  osteoarth- 
ritis, and  migraine  who  require  treatment  by  these 
drugs.”  Current  Practice,  Brit.  Med.  Jnl.,  January 
13,  1968,  p.  101. 

Z.  “One  of  the  signs  of  aging  is  that,  although 
the  sum  of  our  passions  seems  to  remain  as  great, 
we  tend  to  husband  them  for  fewer  and  fewer 
issues,  on  which  we  feel  with  an  ever  deeper 
intensity;  and  the  danger  is  that,  on  these  issues, 
hostility  often  predominates  over  enthusiasm,  and 
we  become  increasingly  destructive  and  bitter  as 
our  arteries  sclerose.”  Personal  View,  Brit.  Med. 
Jnl.,  April  20,  1968,  p.  172. 

3.  “Methods  of  resuscitation  occasionally  save 
lives  worth  saving,  as  in  the  treatment  of  cardiac 
arrest,  but  are  all  too  often  employed  in  keeping 
alive  those  who  would  by  any  possible  standard 
be  better  dead.”  Medical  Science:  Master  or 
Servant,  Lord  Platt,  Brit.  Med.  Jnl.,  November 
25,  1967,  p.  441. 

4.  “Pebhaps  it  does  not  matter  that  the  academic 
clinical  departments  of  medicine  and  therapeutics 
have  not  contributed  as  much  as  one  might  have 
hoped  to  the  treatment  and  prevention  of  disease. 
So  much  has  been  done  by  the  non-clinical  scien- 
tists, together  with  the  drug  firms,  that  the  clinical 
departments  have  been  left  with  the  hard  core  of 
chronic  disease  in  an  aging  population,  which  is 
rather  barren  soil  to  cultivate.”  Ibid,  p.  441. 

5.  ...  “I  have  recently  listened  to  an  accormt  of 
scientific  work  Which  seemed  to  demonstrate 
beyond  reasonable  doubt  that  getting  hot  is  closely 
correlated  with  sweating.  No  wonder  that  a friend 
of  mine  Who  has  a gift  for  felicitous  expression 
has  distinguished  between  ‘ideas’  research  on  the 
one  hand  and  ‘occupational  therapy  for  the  uni- 
versity staff’  on  the  other,  and  once  referred  to 
a research  project  as  ‘squeezing  the  last  drop  of 
blood  out  of  a foregone  conclusion.’  I am  afraid 
I am  not  one  of  those  who  would  count  it  a 
triumph  of  modern  medical  science  that  it  is 
possible  to  measure  the  blood-flow  through  the 
liver  in  a patient  with  mitral  stenosis  who  is 


being  exercised  on  a bicycle  ergometer.  There  is 
no  special  significance  in  this  particular  example, 
which  is  only  one  of  many  that  could  be  chosen.” 
Ibid,  p.  441. 

6.  “But  if  we  are  seriously  and  in  ail  sincerity 
to  try  to  assess  the  debit  side  of  clinical  science, 
then  unhesitatingly  I would  put  among  its  greatest 
failures  its  almost  complete  neglect  of  psycho- 
logical factors  in  disease  and  this  is  my  next 
theme.”  Ibid,  p.  442. 

7.  “Patients,  often  hideously  called  the  ‘clinical 
material’  of  teaching  and  research,  have  been 
drawn  so  far  as  possible  from  the  lower  social 
classes  (everyone  well  brought  up  knows  that 
the  lower  social  classes  have  no  emotional  needs 
or  feelings),  and  were,  and  still  are,  interrogated 
either  in  an  almost  open  outpatient  department 
in  the  presence  of  numerous  students  or  recum- 
bent in  a hospital  bed  in  an  open  ward;  condi- 
tions chosen  with  unerring  insight  to  ensure  that 
the  psychological  factors  in  disease,  even  if  pres- 
ent, cannot  obtrude  and  disturb  the  proper  pur- 
suit of  scientific  medicine.  But  to  make  assurance 
doubly  sure,  the  ward  round  is  conducted  as  a 
ritual,  the  chief  followed  by  his  numerous  at- 
tendants.” Ibid,  p.  442. 

8.  “Science  is  throughout  the  servant,  not  the 
master,  a servant  to  be  used  with  understanding 
and  called  on  unsparingly  in  the  patient’s  inter- 
est, but  dismissed  peremptorily  and  without  re- 
morse on  all  those  many  occasions  when  the  pa- 
tient is  better  off  without  its  services;  not  only 
when  science  becomes  a mere  intruder  in  private 
affairs,  but  when  it  has  led  only  to  false  clues, 
and  the  imperative  need  is  to  go  back  to  the  inti- 
mate confrontation  of  the  patient  for  the  informa- 
tion which  he  alone  can  give.”  Ibid,  p.  443. 

9.  “This  should  not  mean  that  the  doctor  is  dis- 
interested in  discovery,  in  the  use  of  new  remedies, 
or  in  the  proper  scientific  appraisal  of  all  that 
he  does.  Indeed,  he  should  welcome  the  opportuni- 
ties which  scientific  medicine  presents  in  these 
respects;  but  I believe  it  to  be  more  difficult  to 
teach  the  true  aims  and  values  of  the  practice 
of  medicine  to  undergraduate  students  from  a 
department  in  which  the  primary  aim  is  too 
obviously  research  and  discovery,  in  which  science 
has  become  the  master.”  Ibid,  p.  443. 
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10.  “The  critical  phase  of  human  experience  is 
the  passage  from  childhood  to  maturity;  the  critical 
question  is  whether  childish  habits  and  expecta- 
tions are  to  persist  or  to  be  transformed.  We  grow 
older.  But  it  is  by  no  means  certain  that  we  shall 
grow  up.  The  human  character  is  a complicated 
thing,  and  its  elements  do  not  necessarily  march 
in  step.  It  is  possible  to  be  a sage  in  some  things 
and  a child  in  others,  to  be  at  once  precocious  and 
retarded,  to  be  shrewd  and  foolish,  serene  and 
irritable.  For  some  parts  of  our  personalities 
may  well  be  more  mature  than  others;  not  in- 
frequently we  participate  in  the  enterprises  of 
an  adult  with  the  mood  and  manners  of  a child.” 
The  Essential  Lippmann,  edited  by  Clinton  Rossiter 
and  James  Lare,  Vintage  Books,  1965,  p.  152. 

11.  “Here,  too,  is  the  origin  of  the  apparent  para- 
dox that  as  men  grow  older  they  grow  wiser  but 
sadder.  It  is  not  a paradox  at  all  if  we  remember 
that  this  wisdom  which  makes  them  sadder  is, 
after  all,  an  incomplete  wisdom.  They  have  grown 
wiser  as  to  the  character  of  the  world,  wiser  too 
about  their  own  powers,  but  they  remain  naive 
as  to  what  they  may  expect  of  the  world  and  them- 
selves. The  expectations  which  they  formed  in 
their  youth  persist  as  deeply  ingrained  habits  to 
worry  them  in  their  maturity.  They  are  only  par- 
tially matured;  they  have  become  only  partially 
wise.  They  have  acquired  skill  and  information, 
but  the  parts  of  them  which  are  adult  are  em- 
bedded in  other  parts  of  their  nature  which  are 


childish.  For  men  do  not  necessarily  mature  al- 
together and  in  unison;  they  learn  to  do  this  and 
that  more  easily  than  they  learn  what  to  like 
and  what  to  reject.  Intelligence  is  often  more  com- 
pletely educated  than  desire;  our  outward  be- 
havior has  an  appearance  of  being  grown  up  which 
our  inner  vanities  and  hopes,  our  dim  but  power- 
ful cravings,  often  belie.  In  a word,  we  learn  the 
arts  and  sciences  long  before  we  learn  philosophy.” 
Ibid,  p.  153. 

12.  “The  best  things  of  mankind  are  as  useless 
as  Amelia  Earhart’s  adventure.  They  are  the 
things  that  are  undertaken  not  for  some  definite, 
measurable  result,  but  because  someone,  not  count- 
ing the  costs  or  calculating  the  consequences,  is 
moved  by  curiosity,  the  love  of  excellence,  a 
point  of  honor,  the  compulsion  to  invent  or  to  make 
or  to  understand.  In  such  persons  mankind  over- 
comes the  inertia  which  would  keep  it  earthbound 
forever  in  its  habitual  ways.  They  have  in  them 
the  free  and  useless  energy  with  which  alone  men 
surpass  themselves.”  Ibid,  p.  161. 

13.  “Thus  we  have  made  social  problems  in- 
soluble. For  while  we  talk  of  a standard  of  life, 
in  fact  we  have  no  standard  of  life  except  that 
each  man  shall  desire  more  than  he  has  thus  far 
obtained.  Under  nineteenth  century  capitalism 
the  ideal  of  the  successful  man  was  interminable 
acquisition  of  wealth  and  power.  Under  twentieth 
century  social  democracy  the  ideal  is  the  same, 
excent  that  more  persons  are  involved  in  the  in- 
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terminable  acquisition  of  wealth  and  power.  In 
neither  social  philosophy  is  there  any  measure  of 
or  any  means  of  putting  a limit  upon  what  men 
shall  desire  and  then  seek  to  acquire.  It  is  pre- 
cisely here,  I believe,  that  the  peculiar  social  prob- 
lem of  the  Western  world  has  been  generated. 
For  at  bottom  the  social  problem  is  not  that  of 
satisfying  men’s  objective  needs;  modern  technol- 
ogy is  able  to  do  that.  The  social  problem  of  the 
modern  world  arises  not  out  of  the  objective 
difficulty  of  providing  an  adequate  material  exist- 
ence but  out  of  men’s  subjective  expectations, 
which,  because  they  are  unlimited  and  insatiable, 
cause  violence,  inequality  hatred,  and  frustration.” 
Ibid,  p.  164. 

14.  “In  some  patients  with  recurrent  dyspepsia 
after  gastrectomy  no  definite  diagnosis  will  be 
made  or  no  permanent  cure  found.  Some  of  these 
will  be  psychologically  unstable  and  others  will 
appear  to  become  so  as  their  symptoms  remain 
undiagnosed  and  unrelieved.  This  residual  group 
of  unhappy  complaining  patients  taxes  the  sym- 
pathy and  resources  of  anyone  who  has  to  deal 
with  many  post-gastrectomy  patients.  From  sev- 
eral years’  experience  of  reviewing  many  and  re- 
operating on  some  of  these  unfortunate  patients, 
I believe  that  they  frequently  need  sympathy  and 
continued  interest  but  only  rarely  benefit  from 
reoperation.”  Current  Practice,  “Postgastrectomy 
Problems,”  J.  Alexander  Williams,  Brit.  Med.  Jnl., 
November  25,  1967,  p.  467. 

15.  “Small  Intestinal  Biopsy — Biopsy  has  revolu- 
tionized the  concept  of  small  intestinal  disease  by 
producing  fresh  tissue  for  microscopy,  culture,  and 
biochemical  analysis.  Complications  are  rare  in 
adults,  but  nevertheless  it  is  desirable  to  per- 
form the  procedure  in  hospital  where  the  patient 
can  be  observed  afterwards.  Artifacts  from  incor- 
rect orientation  and  sectioning  of  the  specimen 
can  lead  to  misdiagnosis.  The  specimen  should 
first  be  examined  with  a hand  lens  or  preferably 
a dissecting  microscope.  Normal  villi  are  shaped 
like  fingers,  tongues,  or  narrow  leaves,  but  con- 
trary to  popular  opinion  finger-shaped  forms  rare- 
ly predominate  in  the  upper  jejunum.  Histological 
examination,  besides  assessing  the  shape  of  the 
villi,  reveals  abnormalities  in  the  epithelial  cells 
and  infiltration  of  the  lamina  propria.  Although 
the  small  intestine  can  respond  to  injurious  stimuli 
only  in  a limited  way,  certain  appearances  are 
quite  specific,  and  Whipple’s  disease,  intestinal 
lymphangiectasia,  abetalipoproteinemia,  amyloid, 
lymphoma,  and  the  nodular  form  of  hypogamma- 
globulinaemia  can  be  diagnosed.  Giardia  lamblia 
and  certain  worms  may  also  be  found  in  the  speci- 
men. Since  the  distribution  of  some  lesions  is 
not  uniform,  a negative  biopsy  does  not  exclude 
the  diagnosis.  Biopsy  is  mandatory  in  all  cases 
of  obscure  nutritional  deficiency  even  in  the  ab- 
sence of  steatorrhoea.”  Current  Practice,  “Mal- 
absorption,” N.  H.  Dyer,  M.B.;  A.  M.  Dawson,  Brit. 
Med.  Jnl.  April  20,  1968,  p.  163. 


16.  “On  the  other  hand,  there  are  lots  of  mert 
who  become  mentally  enfeebled  old  dotards  at 
the  age  of  50  with  characters  set  into  a cast  like 
plaster,  never  to  soften  again;  creatures  who  move 
in  determinate  grooves,  the  iron  yoke  of  conform- 
ity on  their  necks,  the  current  slogans  in  the 
mouths,  and  the  pain  of  a new  idea  agonizing  to 
their  brains.”  Personal  view.  Derrick  Dunlop, 
Brit.  Med.  Jnl.,  March  2,  1968,  p.  573. 

17.  “A  great  number  of  such  people,  provided 
they  have  attained  a certain  seniority  and  posi- 
tion so  as  to  be  supported  by  a competent  staff, 
carry  on  for  years  with  perfect  acceptance  in  the 
higher  echelons  of  the  Civil  Service,  as  consultants 
in  hospitals,  as  professors  in  universities,  as  law- 
yers in  offices,  or  as  tycoons  in  industry,  in  spite 
of  being  quite  cerebrally  arteriosclerotic  so  that 
their  daily  actions  are  almost  entirely  reflex,  like 
those  of  pithed  frogs.  Then  something  happens  to 
knock  them  off  their  perch  or  to  take  them  out  of 
their  accustomed  milieu,  and  people  suddenly 
realize  that  they  are  mad,  though  they  may  actual- 
ly have  been  practically  decerebrate  for  years.” 
Ibid,  p.  573. 

18.  “It  is  difficult  for  people  to  appreciate  the 

slow  onset  of  senescence  in  themselves,  and  it  is 
too  much  to  expect  their  friends  to  inform  them 
of  the  fact,  no  matter  how  much  they  may  be 
begged  to  do  so.”  Ibid,  p.  573. 

19.  “After  retiring  there  is  again  the  awful  temp- 
tation to  start  sententious  sermonizing.  Some  peo- 
ple as  they  get  old  lose  all  their  crudities  and 
become  modest,  gracious,  and  serene,  but  the  de- 
velopment of  intense  vanity  is  a common  attri- 
bute of  others — a symptom  on  which  geriatricians 
have  insufficiently  commented.”  Ibid,  p.  573. 

20.  “A  normal  peripheral  blood  cell  count  is 
today  a recognized  deception  in  cases  of  leukemia, 
but  we  continue  to  give  to  a negative,  or  normal, 
bone  marrow  biopsy  an  unwarranted  and  lasting 
significance  against  a diagnosis  of  leukemia.  The 
fact  is  that  the  leukemic  manifestations  in  the 
bone  marrow  may  be  patchy  and  may  not  be 
found  in  repeated  biopsies  for  months;  by  that  time 
the  diagnosis  of  tumor  has  been  so  set  in  every- 
body’s mind  that  the  bone  marrow  findings  might 
be  interpreted  as  neo-plastic  metastases.  A nega- 
tive bone  marrow  biopsy  should  have  the  same 
significance,  in  the  diagnosis  of  acute  or  chronic 
leukemia,  as  any  other  negative  laboratory  find- 
ing; if  the  clinical  facts  of  the  case  suggest  leu- 
kemia rather  than  tumor,  the  diagnosis  should  be 
deliberately  left  open  and  repeated  biopsies  of  the 
bone  marrow  should  be  done.  Our  impression  is 
that  the  proportion  of  cases  which  are  thus  mis- 
diagnosed may  be  rather  surprising  in  most  series.” 
Del  Regato,  J.  A.,  Reflections  on  the  So-Called 
Lymphomas,  Radiologic  Clinics  of  N.  A.,  Apr.  1968, 
pp.  5 and  6. 
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Colorado’s  President-elect 

John  M.  Wood,  M.D.,  a 
pathologist  in  practice  in 
Englewood,  Colorado,  was 
named  President-elect  of 
the  Colorado  Medical  So- 
ciety at  its  98th  Annual  Ses- 
sion at  Colorado  Springs. 

Dr.  Wood  was  born  in 
Alton,  Illinois,  and  educated 
in  Denver  Public  Schools. 
He  attended  the  University 
of  Denver  and  received  his  M.D.  degree  from  the 
University  of  Colorado  School  of  Medicine  in  1951. 
From  1949  to  1951  Dr.  Wood  served  as  a Fellow 
in  the  Department  of  Pathology  at  the  Colorado 
School  of  Medicine. 

He  entered  the  U.  S.  Navy  in  December,  1941, 
and  served  as  a Chief  Pharmacist  Mate  until 
November,  1945,  at  which  time  he  entered  the 
University  of  Denver.  He  attended  the  University 
of  Colorado  School  of  Medicine  and  graduated 
with  his  M.D.  in  1951.  The  U.  S.  Navy  called  Dr. 
Wood  back  to  active  duty  from  June,  1951,  to 
July,  1953,  as  a Lt.  (jg)  M.C.  WhUe  on  active  duty 
he  completed  his  internship  at  the  U.  S.  Naval 
Hospital  in  San  Diego  and  one  year  of  his  resi- 
dency program.  On  separation  from  the  Navy  he 
returned  to  Denver  to  complete  his  residency, 
spending  one  year  at  Colorado  General  Hospital 
and  two  years  at  Porter  Hospital.  He  became  Dip- 
lomate  of  the  American  Board  of  Pathology  in 
1956. 

Dr.  Wood  has  served  as  Director  of  Pathology 
at  Swedish  Hospital  since  1951.  He  has  been  a 
Director  of  the  School  of  Cytotechnology  at  the 
University  of  Colorado  Medical  Center  since  1958 
and  Associate  Clinical  Professor,  Department  of 
Pathology  at  the  medical  school. 

In  spite  of  innumerable  affiliations  with  pro- 
fessional societies.  Dr.  Wood  has  found  time  to 
serve  as  City  Councilman  and  Mayor  of  the  City 
of  Greenwood  Village.  He  is  also  a consultant  in 
pathology  at  several  hospitals.  He  has  served  as 
President  of  Arapahoe  County  Medical  Society 
and  Speaker  of  the  House  of  Delegates  of  the 
Colorado  Medical  Society. 

In  1942  Dr.  Wood  married  Mildred  Selma  Petry 
and  they  have  three  sons.  The  Woods  reside  at 
1715  Cherryville  Road,  Littleton. 

Dr.  Wood  will  be  installed  as  President  of  the 
Society  at  the  99th  Annual  Session  next  Sep- 
tember. 


Colorado 

Dr.  R.  H.  Denney  of  Elbert,  Colorado,  died 
September  20,  1968  at  Memorial  Hospital,  in  Colo- 
rado Springs  at  the  age  of  95. 

Dr.  Denney  was  bom  in  Harrisburg,  Ohio  on 
November  21,  1872.  After  attending  grade  and 
high  school  there  he  later  enrolled  in  the  Gross 
Medical  College  of  Denver  from  which  he  was 
graduated  in  1896.  After  graduation  he  went  di- 
rectly to  Elbert  where  he  opened  his  practice;  he 
continued  to  serve  the  Kiowa  Creek  country  for 
70  years,  until  his  retirement  in  1966.  He  was  a 
true  pioneer  in  the  practice  of  medicine  and 
traveled  to  serve  his  patients  by  walking,  on 
horseback,  or  by  buggy,  sled  or  car.  He  bought 
his  first  car,  a Model  T Ford  in  1914. 

Dr.  Denney  was  a member  of  the  American 
Medical  Association,  an  emeritus  member  of  the 
Colorado  Medical  Society  and  he  belonged  to  the 
honorary  staff  of  the  Memorial  Hospital  in  Colo- 
rado Springs. 

Dr.  Denney’s  wife,  Lilian  died  in  1959  shortly 
before  their  sixty-first  wedding  anniversary. 

He  is  survived  by  a daughter,  Mrs.  Loren  Glea- 
son of  Colorado  Springs  and  a son  Robert  H. 
Denney,  Jr.  of  Denver. 

Montana 

Edmund  Joseph  Kearns,  M.D.,  Bozeman,  died 
on  September  19  at  the  Bozeman  Deaconess  Hos- 
pital . . . Doctor  Kearns  was  bom  on  May  7,  1904, 
in  Townsend,  Montana.  He  received  his  B.S.  de- 
gree at  St.  Louis  University  in  1929  and  an  M.D. 
degree  from  St.  Louis  University  School  of  Medi- 
cine in  1930.  He  undertook  the  general  practice 
of  medicine  in  Bozeman  in  1932  and  continued  in 
this  community  until  he  retired  in  1966. 
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University  of  Utah  Medical  Center 

Dr.  Kenneth  B.  Castleton,  M.D.,  has  been 
named  Vice  President  for  Medical  Affairs  at  the 
University  of  Utah.  Currently  Dean  of  the 
University  of  Utah  College  of  Medicine,  Dr. 
Castleton’s  new  post  is  effective  January  1,  1969. 

The  new  position  will  enable  Dr.  Castleton  to 
coordinate  the  University  of  Utah’s  health  science 
programs.  He  will  leave  his  position  as  Dean  of 
the  College  of  Medicine,  but  will  continue  as 
professor  of  surgery. 

As  Vice  President  for  Medical  Affairs,  Dr. 
Castleton  will  interrelate  the  programs  in  the 
Medical  School  and  Health  Sciences  Library, 
University  Medical  Center,  and  Colleges  of  Nursing 
and  Pharmacy.  This  new  post  is  a necessity  accord- 
ing to  University  Provost  Alfred  C.  Emery,  be- 
cause the  health  sciences  are  growing  increasingly 
complex  and  the  whole  medical  area  requires  a 
greater  degree  of  specialization  and  team  work 
among  the  departments. 

University  of  New  Mexico  School  of  Medicine 

Dr.  James  R.  Gay,  president  of  the  Bernalillo 
County  Medical  Society  in  New  Mexico'  and  for- 
merly head  of  neurological  surgery  for  Lovelace 
Clinic,  Albuquerque,  has  become  assistant  dean 
for  administration  at  University  of  New  Mexico 
School  of  Medicine. 

In  addition  to  his  administrative  duties  at  the 
medical  school,  Dr.  Gay  is  an  associate  professor 
of  surgery. 

Since  1961,  Dr.  Gay  has  been  a physician  at 
Lovelace  Clinic,  on  the  active  staff  at  Bataan 
Memorial  Methodist  Hospital  and  on  the  courtesy 
staffs  of  Presbyterian  Hospital,  St.  Joseph  Hospital 
and  Bernalillo  County  Medical  Center.  He  is  a 
consultant  for  the  Public  Health  Service  Indian 
Hospital  in  Gallup. 

* * * * 

A cooperative  project  between  the  University 
of  New  Mexico  School  of  Medicine  and  the  7,000 
employes  of  Sandia  Corp.  has  been  funded  for  a 
second  year.  Principal  investigator  for  the  project 
is  Dr.  William  Hardy  of  the  University  of  New 
Mexico  School  of  Medicine  faculty. 

The  study  is  of  serum  proteins — screening  to 
identify  people  who  produce  an  excessive  amount 
of  antibody  proteins. 

Some  people  produce  an  excessive  amount  of 
these  antibody  proteins,  and  doctors  are  not  sure 
how  this  affects  their  health.  Through  coopera- 
tion of  the  Sandia  Corp.  employes,  the  doctors  are 


forming  a population  of  these  high-protein  per- 
sons who  are  willing  to  participate  in  additional 
physical  tests,  laboratory  work  and  x-ray  studies. 
Their  health  records  will  be  followed  to  determine 
what  happens  to  them  and  to  their  protein  pro- 
duction. 

Funded  through  Public  Health  Service,  the 
project  received  $32,000  for  expenses  during  the 
first  year,  which  just  ended. 

During  this  first  year  the  program  has  been 
organized  and  samples  have  been  screened  from 
2,100  persons.  The  protein  information  is  given 
to  Sandia  Corp.,  providing  them  with  an  addi- 
tional piece  of  information  to  follow  the  health 
status  of  their  employes. 

Support  has  been  recommended  for  five  years, 
and  the  doctors  have  just  been  notified  of  $29,500 
funding  for  the  second  year. 

“This  is  the  first  joint  project  between  Sandia 
Corp.  and  the  University  of  New  Mexico  School 
of  Medicine,  and  the  level  of  cooperation  from 
employes  and  corporation  administrators  has  been 
superb,”  Dr.  Hardy  said.  “We  hope  this  may  be 
the  first  of  many  voluntary  studies  to  improve  the 
health  of  New  Mexicans.” 

t ^ 

Medical  education  is  a mysterious  black  box: 
students  go  in,  doctors  come  out.  A team  of  pro- 
fessors at  University  of  New  Mexico  School  of 
Medicine  currently  is  systematically  investigating 
what  happens  inside  the  medical  school  “box”  and 
how  this  process  affects  the  doctors  it  produces. 

Why  did  634  students  apply  to  the  new  UNM 
medical  school  in  Albuquerque  this  year?  What 
qualities  were  found  in  the  36  students  accepted? 
How  will  the  medical  school  education  affect 
them — and  what  kind  of  doctors  will  they  be  five 
and  ten  years  from  now? 

These  are  some  questions  which  a team  of  six 
professors— John  R.  Graham,  M.D.;  Gerald  D.  Otis, 
Ph.D.;  Lois  C.  Dilatush,  Ph.D.;  George  Boyden, 
M.D.;  Naomi  Quenk,  Ph.D.;  and  Diane  Klepper, 
M.D. — are  trying  to  answer. 

“Several  recent  studies  have  proved  the  im- 
portance of  non-intellectual  abilities.  Possibly  just 
having  high  grades  in  high  school  and  college 
doesn’t  indicate  the  best  student  to  become  a doc- 
tor,” said  Dr.  Graham,  a Canadian  psychiatrist 
who  joined  the  UNM  medical  faculty  this  year. 

The  UNM  project  attempts  to  bring  some  of 
these  studies  together  in  a meaningful  way  by 
systematically  studying  medical  students’  selection, 
the  school  process,  and  their  later  performance. 

The  team  already  has  given  a battery  of  tests 
to  each  new  first-year  student,  covering  such 
things  as  his  background,  what  he  expects  to  en- 
counter in  medical  school,  his  ideas  of  the  at- 
tributes of  the  ideal  physician,  personality  traits, 
what  kind  of  relationship  he  expects  between  stu- 
dents and  faculty,  and  why  he  applied  to  UNM. 
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The  battery  of  tests  now  includes  five  divisions: 
biographical  information,  expectations  of  the  stu- 
dent, his  idea  of  the  ideal  physician,  the  Myers- 
Briggs  test,  and  the  16  personality  factors. 

In  order  to  find  out  how  UNM’s  educational 
program  relates  to  what  the  physician  does  after 
he  leaves  medical  school,  his  attitudes  and  progress 
will  be  tested  again  five  and  ten  years  after  gradu- 
ation. 

The  goal:  to  find  out  how  University  of  New 
Mexico  School  of  Medicine  can  best  serve  New 
Mexico. 

University  of  Colorado  Medical  Center 

Appointment  of  Dr.  David  W.  Talmage  as 
acting  dean  of  the  University  of  Colorado  School 
of  Medicine  in  Denver  has  been  announced  by 
President  Joseph  R.  Smiley. 

Appointment  of  Dr.  Talmage,  who  has  been 
associate  dean  of  the  school  since  Aug.  27,  1966, 
follows  unanimous  approval  by  the  Regents  of 
the  University  at  their  meeting  Sept.  20  on  a 
recommendation  by  President  Smiley  that  the 
position  of  vice  president  for  medical  affairs  be 
separated  from  the  deanship  of  the  school  on 
Oct.  1. 

Dr.  John  J.  Conger  has  held  both  positions 
since  Sept.  20,  1963.  He  will  continue  as  vice 
president  for  medical  affairs  with  over-all  re- 
sponsibility for  administration  of  CU  Medical 
Center  in  Denver. 

In  recommending  separation  of  the  two  Medi- 
cal Center  positions.  Dr.  Smiley  told  the  Regents 
his  action  was  “based  quite  simply  on  my  con- 
viction that  each  of  these  important  administra- 
tive posts  deserves  the  full  attention  and  energies 
of  one  individual.” 

* * * * 

Final  fall  enrollment  totals  at  the  University 
of  Colorado  Medical  Center  show  1,448  under- 
graduate students,  trainees  and  advanced  degree 
candidates  registered  for  the  current  academic 
year  in  medical,  nursing  and  paramedical  courses. 

This  compares  with  1,407  students  and  trainees 
on  the  medical  campus  at  this  time  a year  ago, 
an  increase  of  2.9  per  cent. 

Enrollment  in  the  School  of  Medicine  increased 
by  21  students  to  a total  of  360,  according  to  Miss 
Isla  Montgomery,  Medical  Center  registrar. 

Dr.  David  W.  Talmage,  acting  dean  of  the 
medical  school,  said  this  6.2  per  cent  increase  in 
medical  students  over  the  339  enrolled  last  fall 
results  from  the  current  expansion  program  which 
provides  for  a 25  per  cent  increase  in  medical 
students  over  the  next  four  years.  Effective  this 
year,  the  school  has  increased  its  entering  class 
size  from  85  to  105  freshmen. 

* * * ♦ 


Dr.  and  Mrs.  Hermann  B.  Stein  of  Denver 
have  endowed  a lectureship  in  anesthesiology  at 
the  University  of  Colorado  School  of  Medicine  with 
a gift  of  stocks  valued  at  $5,112,  Dr.  John  J. 
Conger,  vice  president  for  medical  affairs  and 
dean  of  the  school,  announced. 


Dr.  Conger  said  the  lectureship  will  be  desig- 
nated the  “Hermann  B.  Stein  Lectureship  in 
Anesthesiology.”  An  annual  lecturer  will  be 
selected  jointly  by  Dr.  Stein  and  the  Chairman 
of  the  Department  of  Surgery  and  Head  of  the 
Division  of  Anesthesiology  of  the  school. 

An  alumnus  of  the  school.  Dr.  Stein  practices 
anesthesiology  in  Denver  and  long  has  been 
active  in  professional  affairs  and  as  a member  of 
the  volunteer  medical  faculty.  He  was  president 
of  the  CU  Medical  Alumni  Assn,  in  1964. 
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ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have. 
In  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
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One  by  one 
the  family’s  downed 
Because  the 
G.1.  bug’s  around 


Parepectolin  for  quick  relief  of  acute  diarrhea 
* . . soothes  colicky  pain  with  paregoric* 

. consolidates  fluid  stools  with  pectin 
, . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2y2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


ACHROMYCIN*  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  S/r/n— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. /f/dney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis,  /nfracran/a/-— bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. fi/ood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  L/Ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 


suspected  tetracycline-sensitive  infection? 

lyhilewaitingfor  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
lensitivity  testing,  your  prescription  for 
\.CHROM Y CIN®  V,  in  a way,  provides  the 
iltimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROMYCIN®  V is  effective  in 
creating  so  many  common  inf ections—caused  by 
trains  of  tetracycline-sensitive  organisms— 
loesn’t  stat  dosage  of  this  time-tested  antibiotic 
nake  good  sense? 

•—Prescribing  Information 


ACHROM  YCIN^  V 


TETRACYCLINE 


The  price  differential 
is  inconsequential. 


Colorado  Diabetes  Association 

The  sixth  Annual  Institute  for  the  Doctors 
working  in  the  field  of  Diabetes  will  be  held  by 
the  Colorado  Diabetes  Association  at  the  Aspen 
Institute  in  Aspen,  Colorado  March  19-23,  1969.  A 
program  of  the  Institute  will  be  available  through 
the  office  of  the  Colorado  Diabetes  Association — 
1375  Delaware  Street,  Denver,  Colorado,  80204 — 
after  December  15,  1968. 

New  Mexico  Chapter,  Arthritis  Foundation 

Management  of  Gout  and  Osteo-Arthritis  will 
be  topics  for  the  4th  Annual  Medical  Conference 
on  Arthritis,  sponsored  by  The  Arthritis  Founda- 
tion, Taos,  February  21-23,  1969. 

For  a descriptive  folder  write  The  Arthritis 
Foundation,  P.  O.  Box  8022,  Albuquerque,  New 
Mexico  87108. 

American  College  of  Physcians 

Albuquerque,  New  Mexico 
December  6-7,  1968 

Specialists  in  internal  medicine  in  New  Mexicd 
will  attend  a regional  scientific  meeting  of  the 
American  College  of  Physicians  (ACP)  in  .Albu- 
querque, N.  M.,  Dec.  6-7. 

Special  guest  will  be  Thomas  P.  Almy,  M.D., 
Hanover,  N.  H.,  ACP  Regent  and  Professor  and 
Chairman,  Department  of  Medicine,  Dartmouth 
Medical  College. 

The  meeting  is  under  the  general  direction  of 
Reginald  H.  Fitz,  M.D.,  Albuquerque,  N.  M.,  ACP 
Governor  for  New  Mexico  and  Dean  and  Profes- 
sor of  Medicine  at  the  University  of  New  Mexico 
School  of  Medicine. 

Denver  Children’s  Hospital 
Journal  of  Pediatrics  Lectures 
January  7-10,  1969 

A series  of  lectures  on  cardiopulmonary  prob- 
lems of  the  newborn  will  be  presented  by  Leo 
Stern,  M.  D.,  Assistant  Professor  of  Pediatrics, 
McGill  University. 

No  fee.  Write:  Joseph  Butterfield,  M.D.,  Den- 
ver Children’s  Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 

December  1-4,  1968 — American  Medical  Asso- 
ciation, Clinical  Convention,  Miami  Beach. 

December  9-11,  1968 — American  Cancer  Society, 
Pacific  Cancer  Conference,  Honolulu. 

April  11-12,  1969 — Montana  Medical  Association, 
22nd  Interim  Session,  Holiday  Motel,  Helena. 


Diagnostic  Ultrasonics 

The  Sixth  Seminar  and  Practical  Workshop 
on  Diagnostic  Ultrasonics  will  be  held  at  the 
Broadmoor  Hotel  in  Colorado  Springs,  Colorado, 
January  23-25,  1969.  Sponsor  of  the  seminar  is 
Metrix,  Incorporated,  of  Denver. 

The  objective  of  the  Seminar  is  to  introduce 
doctors  and  clinical  technicians  to  the  applica- 
tions of  diagnostic  ultrasonics  as  applied  to  all 
parts  of  the  human  body.  Introductory  lectures 
on  body  visualization  will  be  supplemented  with 
demonstrations,  interpretation  of  results,  case  his- 
tories and  actual  training  on  uses  of  equipment 
and  techniques. 

The  faculty  includes  specialists  and  technolo- 
gists in:  neurological  surgery,  neurology,  radiology, 
pathology,  cardiology,  obstetrics  and  gynecology, 
aortography  and  other  special  applications.  Regis- 
tration fee  is  $60.00.  Details  may  be  obtained  by 
writing:  Ultrasonic  Seminar,  P.  O.  Box  6222,  Den- 
ver, Colorado  80206. 

University  of  Utah  Medical  Center 
General  Practice  Review 

December  2-6,  1968 
Salt  Lake  City 

American  College  of  Physicians 
New  Mexico  Regional  Meeting 

December  6-7,  1968 
Albuquerque 

American  College  of  Physicians 

January  16-18,  1969 
Colorado  Springs 

Coiorado  Medical  Society  Winter  Clinics 
February  7-9,  1969 
Denver 

AMA-ABA  National  Medicolegal  Symposium 

March  13-15,  1969 
Las  Vegas,  Nevada 

Society  for  Gynecologic  Investigation 

March  19-22,  1969 
Denver 

University  of  Colorado  School  of  Medicine 
Postgraduate  Medical  Education 
General  Practice  Review 

January  12-18,  1969  Denver,  Colorado 
A Full  Week-Each  day  devoted  to  an 
Important  Area  of  Practice 
Register  For  The  Entire  Course 
Or  For  Any  Selected  Days 

• Sunday— CRISIS  RECOGNITION  AND 

TREATMENT 

• Monday—MEDICINE 

• Tuesday— PEDIATRICS 

• Wednesday— DERMATOLOGY 

• Thursday— SURGERY 

• Friday— OBSTETRICS  AND  GYNECOLOGY 

• Saturday— TRAUMA 
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University  of  Colorado  School  of  Medicine 

Postgraduate  Courses  of  Interest  to  the 
General  Practitioner 

SURGERY  OF  THE  HAND 

February  17-20,  1969 

* * * 

MANAGEMENT  AND  CARE  OF 
RESPIRATORY  INSUFFICIENCY 

April  7-9,  1969 

* * * 

OBSTETRICS  AND  GYNECOLOGY 

April  14-17,  1969  (Colorado  Springs,  Colo.) 

* * * 

CLINICAL  DERMATOLOGY 

April  24-26,  1969  (Limited) 

♦ ♦ * 

CRISIS  COUNSELING 

June  16-20,  1969  (Estes  Park,  Colorado) 

« 4:  4: 

DERMATOLOGY 

July  31-August  2,  1969  (Aspen,  Colorado) 

* ♦ « 

PEDIATRICS 

August  4-7,  1969  (Aspen,  Colorado) 

It;  * * 

INTERNAL  MEDICINE 

August  11-15,  1969  (Estes  Park,  Colorado) 

i|: 

HIGH  RISK  INFANT  CARE 

One  Week,  Three  Times  Yearly 

4: 

Note:  The  above  dates  are  subject  to  change. 

For  further  information  and  detailed  programs, 
write  to: 

The  Office  of  Postgraduate  Medical  Education 
University  of  Colorado  School  of  Medicine 

4200  East  Ninth  Avenue,  Denver,  Colorado  80220 

Third  Annual  Swedish  Hospital  Lectureship 

November  15,  1968 

Thomas  Killip,  M.D. — Guest  Lecturer 
8:00  A.M. 

Coronary  Care  Unit  Grand  Rounds 

Swedish  Hospital 
501  E.  Hampden  Ave. 

Englewood,  Colorado 

1:30  P.M. 

“Coronary  Artery  Disease” 

Dennison  Auditorium 

University  of  Colorado  Medical  Center 

6:30  P.M. 

Dinner  & Lecture 

“Studies  in  Myocardial  Infarction” 

University  Club 
Denver,  Colorado 


Western  Society  for  Pediatric  Research 

November  25-26,  1968 
Denver 
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of  any  feature  or  advertisement 
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Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable. 

For  further  information  write  to — 
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1809  East  18th  Avenue 
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Recent  acquisitions 

New  books  received  are  acknowledged  in  this 
section.  Books  here  listed  are  available  for  lending 
from  the  Denver  Medical  Society  Library. 

The  Chemical  Physiology  of  Mucopolysaccharides:  By  Giuliano 
Quintarelli.  Boston,  1968,  Little,  Brown.  240  p.  Price.  $13.50. 
Denver  City  Diet  Manual:  By  Denver  Dietetic  Association. 
Denver,  1968.  1 v.  Gift. 

Directory  of  Registered  Physicians;  By  Colorado  State  Board 
of  Medical  Examiners.  Denver,  1968.  Gift. 

Harold  G.  Wolff’s  Stress  and  Disease:  Edited  by  Stewart  G, 
Wolf  and  Helen  Goodell.  Springfield,  111.,  1968,  Thomas 

277  p.  Price;  $10.00. 

Illness  or  Allness,  Conversations  of  a Psychiatrist:  By  John 
M.  Dorsey.  Detroit,  1965,  Wayne  State  University,  636  p. 
Price:  $14.00 

Living  Consciously;  The  Science  of  Sell:  By  John  M.  Dorsey 
and  Walter  H.  Seegers.  Detroit,  1959,  Wayne  State  University. 
174  p.  Price  $5.50. 

The  Side  of  The  Angels:  By  John  Rowan  Wilson.  Garden 
City,  N.  Y.,  1968,  Doubleday.  348  p.  Price:  $5.95. 

Spare-Part  Surgery;  Surgical  Practice  of  the  Future;  By 
Denald  Longmore.  Garden  City,  N.  Y.,  1968,  Doubleday. 

192  p.  Price:  $5.95. 

Statistical  Abstracts  of  the  United  States:  By  U.  S.  Bureau  of 
Census.  Washington,  D.  C.,  1968,  U.  S.  Government.  1047  p. 
Price;  $4.75. 

Syphilis,  A Synopsis:  By  U.  S.  Public  Health  Service.  Wash- 
ington, D.  C.,  1968.  133  p.  Price:  $2.00. 

X-Ray  Diagnosis  of  Congenital  Cardiac  Disease;  By  Larry  P. 
Ellliott  and  Gerold  L.  Schiebler.  Springfield,  111.,  1968,  Thomas. 
240  p.  Price;  $11.00. 

Book  Reviews 

The  Surgical  Management  of  Rheumatoid  Arthritis.  By  Robert 
Preston,  M.D. 

The  author’s  book  is  based  on  33  years  ex- 
perience as  the  orthopedist  to  the  Arthritis  Clinic 
of  New  York  University.  Dr.  Currier  McEwen 
who  headed  the  Rheumatic  Disease  Study  Group 
of  New  York  University  for  many  years  has  writ- 
ten a fine  series  of  introductory  chapters  and 
states  that  synovectomy  can  be  a conservative 
procedure  to  preserve  function  in  certain  rheu- 
matoid patients. 

Dr.  Preston  covers  the  general  principles  of 
treatment  plus  each  specific  region  of  the  body 
in  a very  thorough  manner  with  lengthy  sections 
on  anatomy,  but  with  few  illustrations.  Conser- 
vative management  is  thoroughly  covered  and 
long  and  detailed  ekercise  regimes  of  “therapeu- 
tic exercises”  are  given  for  each  area  and  in  great 
detail.  Physical  therapy  is  considered  a different 
entity  and  consists  mainly  of  an  electric  heating 
pad  and  massage.  Surgical  procedures  are  de- 
scribed, but  many  do  not  have  adequate  illus- 
trations. 

This  book  represents  one  of  the  longest  and 
largest  experiences  in  the  field  of  rheumatoid 
surgery  and  Dr.  Preston’s  viewponts  and  philoso- 
phy are  worthy  of  note;  however,  he  presents  no 
number  of  cases  or  results  except  as  individual 
case  reports. 

Mack  L.  Clayton,  M.D. 


The  Computer  and  Medical  Care:  By  Donald  A.  B.  Lindberg, 
M.D.  Springfield,  Illinois,  1968,  Charles  C.  Thomas.  210  p. 
Price:  $12.75. 

Clearly  written  statements  of  many  needs,  uses 
and  practical  applications  of  computers  for  medi- 
cine are  presented  by  Dr.  Lindberg  in  a warm 
and  humanistic  style  that  is  very  refreshing  for 
technical  writing.  The  presentation  leans  heavily 
on  the  clinical  laboratory  for  good  examples  and 
excellent  principles.  This  fact  Dr.  Lindberg  ad- 
mits but  does  try  to  give  some  brief  views  of  other 
medical  departments.  Much  time  is  spent  with  the 
technical  problems  which  are  clerical  areas  or 
action.  These  areas  are  examined  again  and  again 
with  much  supplementation  from  practical  exper- 
ience at  the  University  of  Missouri  Medical  Center. 

Almost  no  attention  is  given  to  electrical  or 
physical  theory,  problems  of  accounting  and  billing 
or  culmination  of  nurses’  notes  and  other  para- 
medical observations. 

The  book  is  important  for  the  paramedical  and 
medical  person  because  it  presents  basic  informa- 
tion of  this  splendid  tool,  the  medical  computer. 
The  work  creates  many  questions  and  places  em- 
phasis on  the  need  for  intelligent  inquiry.  For 
those  threatened  by  the  thought  of  computers  tak- 
ing over  the  practice  of  medicine,  this  book,  by 
presenting  some  of  the  problems,  should  make 
them  sleep  better  with  the  realization  that  not 
for  awhile  will  a machine  on  a street  corner  be 
rolling  pills  to  patients. 

Philip  F.  Macon,  MC,  USNR 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPUSMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE^><i  Applicator  with  the  Blue  Handle 
Precautions — Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  detai  is  ui  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River,  New  York  10965.  406-8 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AMA. 


Congress  approved  a two-year  extension  of 
the  regional  medical  programs  and  a one-year  ex- 
tension of  the  Hill-Burton  program  of  federal  aid 
for  construction  of  hospitals  and  other  health  care 
facilities. 

The  legislation  authorizes  appropriation  of  $65 
million  in  this  fiscal  year,  ending  next  June  30, 
and  $120  million  for  the  next  year  for  the  regional 
medical  programs.  The  Senate  had  voted  a three- 
year  extension  but  it  was  dropped  in  a House- 
Senate  conference  which  worked  out  the  com- 
promise. 

House  conferees,  however,  emphasized  that 
“this  program,  although  a newly  established  one, 
has  already  proved  its  value  and  should  be  con- 
sidered as  a permanent  program.”  They  said  they 
accepted  the  two-year  extension  to  give  the  next 
Congress  an  opportunity  to  review  the  program. 

The  Hill-Burton  program  was  authorized  $195 
million  for  hospitals  and  $100  million  for  other 
health  care  facilities.  The  conferees  abandoned 
Senate  provisions  for  a new  three-year  program 
of  federal  loans  of  $200  million  a year  for  hospital 
modernization  and  a guaranteed  loan  program  of 
the  same  amount  with  a federal  subsidy  of  in- 
terest. These  provisions  also  were  left  for  further 
consideration  by  the  next  Congress. 

A total  of  $40  million  was  authorized  for  two 
years  for  construction  and  staffing  of  rehabiltation 
facilities  for  narcotics  addicts  and  alcoholics.  As 
a declaration  of  Congress,  the  measure  states: 

“Alcoholism  is  a major  health  and  social  prob- 
lem afflicting  a significant  proportion  of  the  pub- 
lice  and  much  more  needs  to  be  done  by  public 
and  private  agencies  to  develop  effective  preven- 
tion and  control.” 

The  program  of  grants  for  family  health  service 
clinics  for  migratory  agricultural  workers  was 
extended  for  two  years  with  $9  million  authorized 
for  the  current  fiscal  year  and  $15  million  for  the 
next  year. 

4:  * * 

Congress  approved  legislation  designating  Nov. 
17-23  as  “National  Family  Health  Week.”  The 
legislation  termed  the  week  “as  a means  of  focus- 
ing national  attention  during  the  year  upon  the 
accomplishments  of  the  American  health  care  sys- 
tem and  the  central  role  played  by  the  family 
physician  in  the  maintenance  of  superior  medical 
care  for  Americans  of  all  ages  and  from  all  walks 
of  life.” 


The  Committee  on  Emergency  Medical  Services 
of  the  National  Research  Council  has  recommended 
establishment  of  a nationwide  program  for  the 
training  of  ambulance  personnel. 

The  committee  proposed  guidelines  for  such 
training,  stating  that  there  is  at  present  “no  uni- 
formity in  the  course  of  instruction  and  ...  no 
generally  accepted  standards  of  proficiency  to  be 
used  by  those  empowered  to  certify  ambulance 
personnel.” 

The  committee’s  recommended  guidelines  cov- 
er: either  the  standard  or  advanced  first  aid 
courses  of  the  American  National  Red  Cross  as  a 
prerequisite,  the  operation  of  emergency  vehicles, 
safety  precautions  at  the  accident  scene,  priorities 
of  care,  records,  the  use  of  communication  sys- 
tems, the  use  of  equipment  and  supplies,  medi- 
colegal problems,  and  rescue  procedures. 

The  levels  of  proficiency  designed  to  result 
from  the  course  proposed  in  the  report  are  attain- 
able in  most  areas  of  the  country  within  a reason- 
able time,  the  committee  said.  However,  to  realize 
the  greatest  life-saving  potential,  the  ambulance 
attendant  of  the  future  should  be  trained  to  the 
same  level  as  lay  assistants  in  emergency  depart- 
ments or  medical  corpsmen  in  combat  areas;  and, 
ideally  he  should  be  qualified  to  carry  out,  either 
independently  or  through  voice  communication 
with  a physician,  such  procedures  as  tracheostomy, 
defibrillation,  and  mechanical  external  cardiac 
compression,  the  committee  said. 

To  attain  these  goals,  the  committee  said,  ac- 
credited hospital  training  programs  must  be  es- 
tablished that  will  produce  professional  ambulance 
attendants  and  emergency  department  assistants 
of  the  caliber  of  certified  X-ray,  laboratory,  phy- 
sical therapy,  and  other  accredited  medical  tech- 
nicians. 

The  ambulance  attendant,  it  added,  must  be 
fully  engaged  in  emergency  care  in  an  established 
career  pattern  that  provides  attractive  compensa- 
tion, prestige,  and  recognition  deserving  of  his 
services  as  a member  of  the  emergency  care  team. 
Where  the  needs  for  ambulance  services  are  low  so 
that  he  is  not  fully  occupied,  such  as  in  small 
communities,  he  should  be  an  employee  of  a hos- 
pital, where  he  can  maintain  his  interest  and  pro- 
ficiency as  an  assistant  in  the  emergency  depart- 
ment, intensive-care  unit,  or  operating  room,  the 
committee  said. 
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Colorado  Medical  Society 

OFFICERS  1968-1969 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  William  M.  Covode,  Denver. 

President-elect:  John  M.  Wood,  Englewood. 

Vice-President:  Joseph  S.  Pollard.  Colorado  Springs. 
Treasurer:  E.  B.  Liddle,  Colorado  Springs,  1971. 

Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968) ; Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31, 
1969):  Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969  (Al- 
ternate, Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Denver. 
Vice  Speaker,  House  of  Delegates:  Harlan  E.  Huskey,  Grand 
Junction. 

Foundation  Advocate:  James  P.  Rigg.  Sr.,  Grand  Junction. 
Historian:  Richard  Whitehead,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303). 


Montana  Medical  Association 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Mark  B.  Listerud,  Wolf  Point 
Prsident-Elect:  Oscar  A.  Swenson,  Sidney 
Vice-President:  Richard  L.  Peterson,  Hamilton 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  Robert  P.  Yost,  Missoula 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  to  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Mark  B.  Listerud,  Wolf  Point,  Chair- 
man; Herbert  T.  Caraway,  Billings:  John  A.  Newman,  Butte; 
Richard  L.  Peterson,  Hamilton;  Oscar  A.  Swenson,  Sidney; 
Robert  P.  Yost,  Missoula;  Robert  W.  Thometz,  Butte;  Alfred 
M.  Fulton,  Billings;  Albert  L.  Vadheim,  Bozeman. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  BUlings  59103.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff.  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  Earl  B.  Flanagan,  Carlsbad 
President-Elect:  Hugh  B.  Woodward,  Albuquerque 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque 
Immediate  Past-President:  Emmit  M.  Jennings,  Roswell 
Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque 
Vice  Speaker,  House  of  Delegates:  William  J.  Hossley,  Deming 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1, 
1967  to  December  31,  1970 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albu- 
querque, January  1,  1967  to  December  31,  1968 
Scientific  Editor  tor  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Assistant  Scientific  Editor  lor  New  Mexico:  William  S.  Cur- 
ran, Albuquerque. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 


Utah  State  Medical  Association 

OFFICERS  1968-69  — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Homer  E.  Smith,  Salt  Lake  City 
President-elect:  John  H.  Rupper,  Provo 
Secretary  ’70:  Alan  E.  Lindsay,  Salt  Lake  City 
Treasurer  '69:  Ralph  C.  Richards,  Salt  Lake  City 
Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City;  Cache  Valley  Medical  Society,  Merrill 
C.  Daines,  Logan;  Carbon  County  Medical  Society,  Roy  W. 
Robinson,  Price;  Central  Utah  Medical  Society,  Gene  E. 
Speakman,  Mt.  Pleasant;  Davis  County  Medical  Society,  Noall 
Z.  Tanner,  Layton;  Salt  Lake  County  Medical  Society,  Russell 
M.  Nelson,  Salt  Lake  City;  Southeastern  Utah  Medical  So- 
ciety, Paul  R.  Mayberry,  Moab;  Southern  Utah  Medical  So- 
ciety. L.  V.  Broadbent,  Cedar  City;  Uintah  Basin  Medical 
Society,  Terry  M.  Buxton,  Roosevelt;  Utah  County  Medical 
Society,  W.  Doyle  Cranney,  Orem;  Weber  County  Medical 
Society,  L.  D.  Nelson,  Ogden. 

Past  President:  Drew  M.  Petersen,  Ogden 
Delegate  to  AMA:  Drew  M.  Petersen,  Ogden 
Alternate  Delegate  to  AMA:  Merrill  C.  Daines,  Logan 
Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Vice  Speaker,  House  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City 

Scientific  Editor  for  Utah,  Rocky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr. 

Hoyt  W.  Brewster,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS — 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Henry  N.  Stephenson.  Newcastle 

President-elect:  John  J.  Corbett,  Casper 

Vice  President:  Fenworth  M.  Downing,  Sheridan 

Secretary:  WUliam  G.  Erickson,  Lander 

Treasurer:  Duane  M.  Kline,  Cheyenne 

Delegate  to  AMA:  Harlan  B.  Anderson,  Casper 

Alternate  Delegate  to  AMA:  Thomas  Nicholas,  Buffalo 

Speaker  of  the  House:  Roy  Holmes,  Casper 

Vice  Speaker  of  the  House:  G.  R.  Cheatham,  Casper 

Scientific  Editor  for  Wyoming,  Rocky  Mountain  Medical 

Journal:  Francis  A.  Barrett,  Cheyenne 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical 
Journal:  Mr.  Arthur  R.  Abbey,  Cheyenne 
Legal  Counsel:  Mr.  Byron  Hirst,  Cheyenne 
Public  Relations  Consultant:  Mr.  Bill  Anderson,  Cheyenne 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  P.  O.  Box  2266, 
Cheyenne;  Telephone  632-5525,  area  code  307. 
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Protect  your  family  now  with  low-cost 
Disability  Income  Protection  from  CMS 


Sickness  and  accidents  can  strike 
any  time,  anywhere!  That's  why 
you  need  to  protect  your  family 
now  with  the  Colorado  Medical 
Society's  low-cost  disability  income 
plan. 

PAYS  up  to  $800.00  0 month 
when  you're  sick  or  hurt  and  can't 
work. 

For  full  details,  complete  and  mail 
the  coupon  below  today. 

Mutual 

3^mflha,\L/ 

The  Companif  that  pays 

Life  Insurance  Affiliate:  United  of  Omaha 

MUTUAL  Of  OMAHA  INSURANCE  COMPANY 
HOME  OFfICE:  OMAHA,  NEBRASKA 

5-8-1168-269 


Save  time,  save  money  with 
MEDIPHONE! 

Mediphone  is  Mutual  of  Omaha's 
new  service  for  doctors  that  can 
save  you  time  and  money.  Now,  to 
furnish  Mutual  of  Omaha  the  in- 
formation necessary  to  qualify  an 
applicant  for  insurance,  you  simply 
dictate  the  information  requested 
into  your  telephone,  relieving  you 


and  your  staff  of  burdensome, 
time-consuming  work.  To  use 
Mediphone,  call  402  — 342-7530 
collect.  Hundreds  of  your  fellow 
doctors  have  already  discovered 
how  helpful  Mediphone  can  be  in 
cutting  down  on  paper  work.  Find 
out  how  Mediphone  can  help  you. 
Send  for  a free  pamphlet  describ- 
ing Mediphone  today. 


Vincent  Anderson  Agency 

Mutual  of  Omaha 

2nd  Floor,  Railway  Exchange  Bldg. 

Denver,  Colo.  80202 

Please  rush  me  full  details  on  the  Society's  Disability  Income  Plan  plus 
my  free  copy  of  the  pamphlet  describing  the  advantages  of  Mediphone. 

Name 

Address 

City State Zip 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan.  M.D. 
James  E.  Edwards,  M.D. 
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WANT  ADS 


NORTH  VALLEY  SHOPPING  CENTER— Prafessional  Office 
Terrace  with  exceptional  exposure  to  the  general  public, 
parking,  decor,  access,  janitorial  service,  heating,  air-con- 
ditioning, in  Denver’s  most  rapidly  developing  market  area. 
Ideal  for  minor  operating  room  facility.  Conference  room, 
baby  sitting  service  available.  Please  contact  Mr.  Anderson 
in  Denver  (303)  288-6895,  or  North  Valley  Shopping  Center, 
500  East  84th  Avenue,  Thornton,  Colorado  80229.  1068-3-4B 


INTERNIST:  Board  certified  or  eligibie  for  group  in  central 
Wyoming.  Prefer  young  man  with  military  obligation 
completed;  salary  leading  to  early  partnership.  Well  equipped 
facOities  include  a 65  bed  J.C.H.A.  accredited  county  hospital. 
Progressive  community,  new  Jr.  college,  area  population 
20,000;  unlimited  outdoor  recreational  opportunities.  Send 
resume  and  references  to  Medical  Director,  Wind  River  Medi- 
cal Group,  1202  Hlast  Jackson,  Riverton,  Wyoming  82501. 

1168-1-2B 


YOUNG  GP  NEEDED  to  join  same  in  growing  mountain 
practice.  Serving  large  conam unity  and  2 major  ski  areas. 
Large  Alpine  clinic  on  Lake  Dillon.  Pioneering  spirit  and 
affinity  for  the  Rocky  Mountains  a necessity.  The  need  is 
now!  A personal  visit  is  necessary.  Contact  Robert  E. 
Rocheleau,  M.D.,  Summit  County  Clinic,  Box  309,  Dillon, 
Colorado  80435.  Phone  468-2478.  1168-2-2 


EXPERIENCED  MEDICAL  WRITER  wiU  research,  write  or 
edit  your  manuscript  or  convention  talks.  Scientific  or 
popular.  “A  well-written  paper  gains  recognition.”  H.  B. 
Rames,  2767  Scott,  Lincoln,  Nebraska.  1168-6-TFB 


MEDICAL  SUITES  AVAILABLE  by  January  1,  1969,  7090  E. 

Hampden.  For  immediate  information  call  or  write  Howard 
Bishop,  110  - 16th,  Denver,  Colorado  80206,  Phone;  222-4603. 

1168-5-lB 


FOR  RENT:  Ski  in  VaU,  Colorado.  Family  units  in  Vail  West 
with  the  Lord  Gore  Club  use.  Couples  $18.00  for  more  than 
one  night.  Children  under  14  free.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write:  Dr.  George  H. 
Hartlaub,  570  Detroit  Street,  Denver,  Colorado.  Phone:  (303) 
399-0310.  1168-3-4B 
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Steinberg,  P.  O.  Box  36,  Vail,  Colorado  81657.  1168-4-3B 
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PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 
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Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma. 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness^ 
vomiting,  pruritus,  restlessness,  abdominal  discom-, 
fort,  headache,  angioneurotic  edema,  giant  urticaria 
lethargy,  anorexia,  numbness  of  the  extremities 
atropine  effects,  swelling  of  the  gums,  euphoria 
depression  and  malaise.  Respiratory  depression  anc 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages 
given  in  divided  doses  until  diarrhea  is  controllea 
are  as  follows;  ■ 


Co5S  of  Physicians 

19  South  22nd  ^ J^^ivania  19103^ 

Philadelphia,  Per^sj^  ; 
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heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


ASTR 


Each  Huidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex . . . 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.®’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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28  October  1968 

To  the  Editor: 

I have  hopes,  after  reading  your  “enlightened” 
issue  of  October  1968,  of  keeping  the  flag  of  our 
fathers  flying  over  this  land. 

If  every  American  doctor  would  adopt  “My 
Political  Creed”  as  his  own  and  take  the  editorial 
lesson  of  “Jacktown,”  Michigan  to  heart  and  then 
resolve  that  his  sphere  of  influence  would  be 
accurately  informed,  no  harm  would  come  to  our 
beloved  Republic. 

Sincerely  yours, 

George  S.  Richardson,  M.D. 

Roswell,  New  Mexico 


Please  Return  Your 
Directory  Information  Card 
before 

December  31, 

if  you  want  a change  made 
in  your 

1969  Directory  listing. 


TAO*(triacetylolean(loniycin) 

Brief  Summary 

INDICATIONS:  include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS;  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 

LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used,  if 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 

J.B.ROERIQ  DIVISION 
CHAS.  PFIZER  & CO..  INC. 
235  EAST 42nd  STREET 
NEW  YORK,  N.Y.  10017 
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is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 


"will  it  ease  the  pain?'^ 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  I.  E.:  Report  on  file. 


peptic 


ulcer: 


antacid 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  p/us  simethicone 


Composition:  Each  Myianta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


I 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCIN  is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCIN. 

You  know,  too,  that  DECLOMYCIN  provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient— 300  mg  b.i.d.  or 
150  mg  q.i.d. 


EffecViveness;  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
linfections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication;  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
tirst  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions;  Overgrowth  of  nonsusceptible  organisms  may  occur. 
'Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  — maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 


toms  have  disappeared  rapidly  upon  cessation  Capsules;  150  mg.;  Tablets;  film  coated,  3(X) 


of  treatment. 

Side  Effects:  Gastrointestinal  system -Ano- 


DEMETHYLCHLOKTETRACYCLINE 


mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a inewl  reason 


for  prescribing  Mellaril 

* (Thioridazine  HQ) 


effectiveness  in 
mixed  ahxiety- depression 

Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out—even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions : There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms ; nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System- 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 

Skin — Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellarir 

(Thioridazine  HQ) 
25mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  M-ttS 


The  !ow  beck  pain  that  is  most  freqyentiy  seen  in  general  practice 
is  mechanical  in  nafyre*,  i.e.,  postural  back  pain^  i©int  dysfunction  and 
acute  back  strain.’'®  For  this  type  ©f  disc©mfort|,  a c©nser¥ative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  t©  help  keep 
the  patient  functioning.  Components  ©f  this  basic  program  inelydes 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . 


750  mg" 
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Board 


Heat  ‘A  very  valuable 
method  of  applying 
/ heat  at  home  is  a prolonged 


I 1*  hot  bath... 


• « e 3 ’ ^ 


"Boards  should  be  ordered  under 
the  mattress. . .these  boards  act 
by  immobilizing  the  spine. . . 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheodedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  5(X)  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1 ).  Godfrey,  C.M.:  Applied  Therop.  8:950, 1966.  (2).  Gottschalk, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.I.:  J.  Occup.  Med.  2:219,  1960. 

(4),  Cozen,  L:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23,1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxiif-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


n il  KIC  A-  H-  ROBINS  COMPANY 

/I'n'IZUDllllD  RICHMOND,  VIRGINIA  23220 


...but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 


ELAVIE™ 

(AMinumUNE  HalHSOI 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications;  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  wilt 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 


For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 


liHERCK  SHARP  & DOHME 


Division  of  Merck  & Co,  Inc  West  Point  Pa  19486 


WHERE  today's  THEORY  IS  TOMORROWS  THERAPY 


When  she  gets  a haeterial  infeetion, 
think  of  Tetrex-F.® 


Like  the  debilitated  ©r  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 

nilial  overgrowth. 

Thaf  s why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated,  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection-nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion  consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilia!  infections.  Contraindications:  The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.  Warnings : 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs. 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  he 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
® actions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline H(il  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H. F. S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 


Rcture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  paind’^  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action^... to  retain  effectiveness  even 
on  continued  administration^. ..but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte*TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.;  Fed.  Proc.  f 4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  ef  cd.i  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  aZ.i  Dis. 

Nerv.  Syst.  55:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


McNEIl ) 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyi  Peniciiiin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyi penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  tje  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis:  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyi 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyi  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [042567«] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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EDIT  o n I A L.  S 


EDiCAL  JOURNALS  have  occasionally  in 
their  editorial  and  other  columns  expressed 
the  belief  that  somewhere  and  somehow  we 
will  have  to  find  more  medical  men.  Our 
institutions  have  grown  and  new  and  larger 

hospitals  continue  to  be 
constructed.  However, 
medical  schools  are 
graduating  less  than 
half  the  number  of 
new  physicians  who  could  be  readily  ab- 
sorbed by  our  country.  Hospitals  are  in 
serious  competition  in  obtaining  qualified 
resident  staffs.  Desirable  communities  of  all 
sizes  in  all  parts  of  the  country  are  doing 
everything  possible  to  tempt  young  doctors  to 
reside  and  grow  up  with  them.  Editorials 
in  this  journal  have  stated  that  one  source 
of  manpower  may  be  found  among  ancillary 
workers.  We  have  pointed,  for  example,  to 
midwifery  in  the  old  world.  Curiously 
enough,  statistics  indicate  lower  maternal 
and  infant  morbidity  and  mortality  in  the 
hands  of  midwives  than  with  the  MD’s.  This, 
of  course,  is  a misleading  statement,  for  the 
complicated  cases  end  up  in  the  hands  of  our 
colleagues.  Similarly,  professional  people  of 
lesser  and  shorter  education  could  handle  a 
high  per  cent  of  the  more  frequent  illnesses 
in  people  of  all  ages. 

It  is  interesting  to  note  that  a “new  kind 
of  medical  practitioner — with  a range  broader 
than  a nurse’s  but  narrower  than  a doctor’s 
— -will  be  developed  at  the  University  of  Colo- 
rado Medical  School- — -in  an  attempt  to  meet 
an  impending  crisis  in  health  care  for  chil- 
dren.” It  is  the  brain  child  of  Dr.  Henry  K. 
Silver  of  the  Department  of  Pediatrics.  The 
newspaper  reporting  states  that  there  are  not 
enough  medical  people  to  keep  pace  with  “a 
juvenile  population  explosion.”  This  is  not 
consistent  with  what  “the  pill”  has  apparent- 
ly done  to  the  birth  rate.  Obstetricians,  gyne- 
cologists, and  pediatricians  tell  us  that  their 
business  has  seriously  declined.  In  fact,  many 
have  gone  to  industry,  student  health  services. 


and  other  pursuits.  This  actually  is  another 
story,  and  let  us  face  the  fact  that  children 
and  millions  more  of  them  are  here  to  stay. 
It  is  difficult  to  agree  with  Dr.  Silver  that 
the  child  population  of  the  U.S.  may  be 
76,000,000  by  1980  and  that  an  additional 
100,000  pediatricians  should  be  trained  by 
then.  Surely  nearly  half  or,  say,  one-third  of 
the  physicians  in  America  need  not  be  pedia- 
tricians. With  fewer  than  1,000  of  them  en- 
tering practice  each  year  at  the  present  time, 
there  indeed  will  not  be  nearly  enough  in 
another  decade  or  more. 

Apparently  the  first  group  of  trainees  will 
begin  at  the  University  next  summer,  the  new 
workers  to  meet  the  needs  of  children  who 
do  not  have  serious  ailments  and  who  do  not 
require  special  attention.  The  new  prac- 
titioner should  be  ready  to  see  patients  after 
five  years,  compared  with  the  present  11 
years  for  a pediatrician  and  nine  for  a general 
practitioner  now  prevailing.  This  type  of 
career  is  bound  to  attract  many  men  and 
women  who  cannot  spend  the  time  and 
money  to  become  an  MD.  The  pay  should  be 
attractive,  as  well  as  the  relatively  short  part 
of  a lifetime  devoted  to  training.  Two  years 
of  undergraduate  study,  two  years  in  medical 
basic  sciences,  and  clinical  activities,  plus  a 
year  of  internship  will  lead  to  bachelor  de- 
grees. Their  title  will  probably  be  “child  care 
associates,”  and  they  would  be  examined  and 
certified  by  the  State  Board  of  Medical  Ex- 
aminers. 

It  will  be  interesting  to  note  whether  this 
philosophy  of  practice  will  be  successful  and, 
if  so,  come  to  include  general  practice  and 
other  specialties.  Whether  it  is  good  or  bad 
may  not  be  the  main  problem.  It  may  be 
necessary  and,  properly  indoctrinated,  the 
new  workers  may  contribute  substantially  to 
answering  the  demands  of  industry  and  peo- 
ple in  general  for  good  medical  care  for  prices 
they  can  afford  to  pay.  Our  profession  every- 
where will  watch  with  interest  the  evolution 
of  this  plan. 


The 

“/Vew  Type” 
Medical  Man 
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E NOTE  IN  Legislative  Roundup,  a Week- 
ly Report  on  National  Medical  Legislation, 
that — as  most  of  us  know  by  now — Medicare 
cost  increase  was  announced  in  a speech  be- 
fore the  American  Hospital  Association  by 

HEW  Secretary,  Wil- 
bur J.  Cohen.  Begin- 
Here  We  Go!  ning  January  1,  1969, 

the  patient  will  pay 
“the  first  $44  (present- 
ly $40)  of  his  hospital  bill;  $11  per  day, 
rather  than  $10,  for  hospitalization  begin- 
ning with  the  61st  day  and  continuing 
through  the  90th  day;  and  $22  per  day,  rather 
than  $20,  for  the  next  60  days  thereafter. 
The  rate  for  care  in  a nursing  home,  begin- 
ning with  the  21st  day,  would  be  raised 
from  $5  to  $5.50 — In  explaining  the  increase, 
Mr.  Cohen  pointed  to  the  rise  in  hospital 


costs  citing  that  the  average  hospital  stay  of 
a medicare  beneficiary  costs  $600 — Mr.  Cohen 
concluded  that  he  favored  the  extension  of 
health  insurance  so  that  by  1976,  every  Amer- 
ican has  coverage.” 

These  are  facts  which  our  profession  pre- 
dicted and  made  known,  but  which  were 
conveniently  ignored  by  the  powers  that 
pushed  Medicare  through.  There  are,  of 
course,  other  consequences  of  Medicare  which 
afflict  the  medical  profession  and  its  future. 
For  example,  medicine  is  becoming  less  at- 
tractive to  the  better  students,  and  yet  there 
are  more  and  better  hospitals,  bigger  grants, 
more  “miracles”  with  attendant  publicity. 
Only  time  will  finally  tell  us  what  we  are 
going  to  use  for  doctors  over  the  decades  yet 
to  come.  Our  country  could  absorb  at  least 
twice  as  many  medical  graduates  each  year 
as  are  now  entering  the  medical  profession. 


^^riendd  C^Lltd^en  of  \Jietnam 


Friends  of  Children  of  Vietnam,  a locally  based  Colorado  non-profit  charitable 
organization,  has  been  sending  drugs,  medical  supplies,  children’s  clothing  and 
other  items  to  certain  orphanages  and  hospitals  in  Vietnam  for  the  past  year  and 
a half,  along  with  funds  as  they  become  available.  These  items  are  being  sent 
directly  to  American  doctors,  nurses,  and  chaplains  to  ensure  that  they  get  to  the 
people  who  need  them  rather  than  being  diverted  to  other  uses.  These  have  been 
well  received  and  of  considerable  benefit. 


The  following  drugs  would  be  most  valuable:  injectable  iron  (Imferon  or 
Astrafer);  ampicillin  in  any  form  (Principen,  Omnipen,  Polycillin,  Penbritin,  and 
Amcill)  anti-staphylococcal  drugs  in  any  form  (Prostaphlin,  Staphcillin,  Cincocin, 
Keflin,  Ilosone,  Erythrocin,  Unipen,  Veracillin);  Mintezol,  a broad  spectrum  anthel- 
mintic, would  be  most  useful  also. 


A recent  communication  from  an  American  physician  employed  by  the  Foreign 
Aid  program  in  My  Tho  in  the  Mekong  Delta,  indicates  that  there  is  strong  need  for 
the  above  items,  particularly  in  pediatric  dosage  form.  Physicians  who  have  access 
to  these  items  or  who  wish  to  contribute  samples  or  money  for  purchase  of  these 
items  can  be  sure  that  they  will  meet  serious  needs. 


Supplies  of  these  agents  may  be  delivered  to  the  Pharmacy  at  Swedish  Medical 
Center,  Englewood,  Colorado.  Money  for  purchase  of  drugs,  which  can  be  obtained 
by  our  organization  at  cost  or  near  cost,  may  be  sent  to:  Friends  of  Children  of 
Vietnam,  1919  South  University  Boulevard,  Denver,  Colorado  80210. 
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Ethical  and  social  implications  of 

biomedical  progress 


John  Janeway  Conger,  Ph.D.,*  Denver 


This  article  is  based  on  testimony  Dr.  Conger 
presented  to  the  Subcommittee  on 
Government  Research,  United  States  Senate, 
at  hearings  on  the  proposed  National 
Commission  on  Health  Science  and  Society. 
Scientific  and  medical  ethics  are  currently 
under  review  by  a wide  variety  of  agencies. 


Recent  biomedical  developments  have 
been  dramatic  both  in  terms  of  the  hopeful 
doors  they  open  and  in  terms  of  the  impact 
on  the  public  consciousness  and  the  vexing 
questions  they  raise  within  the  professional 
and  scientific  community.  While  these  events, 
in  the  largest  sense,  have  been  neither  un- 
predictable nor  unprecedented  as  instances  of 
our  deepening  knowledge  of  man  and  nature, 
they  have  served  to  raise  and  intensify  is- 
sues for  which  society  must  supply  acceptable 
answers.  The  challenges  we  face  demand  the 
best  from  us. 

In  seeking  viable  answers  to  the  new 
questions  a new  era  poses,  we  are  constrained 
to  attempt  to  define  criteria  our  solutions 
should  meet.  I would  suggest  that  we  agree 
on  at  least  three  such  criteria — that  we  re- 
spect the  sanctity  and  quality  of  individual 
life,  that  freedom  of  science  to  inquire  be 
maintained  and  encouraged,  and  that  our 
broad  concern  for  human  welfare  be  strength- 
ened. Within  this  structure,  the  widening 
discussions  that  are  currently  taking  place, 
both  in  medicine  and  in  society,  can  serve  a 

•From  the  University  of  Colorado  Medical  Center.  The 
author  is  Vice-president  for  Medical  Affairs. 


great  social  need  if  the  right  questions  are 
asked  and  wise  guidelines  emerge.  Small 
answers  to  large  questions  will  not  do — nor 
will  elaborate  philosophical  answers  to  ques- 
tions which  have  ceased  to  have  scientific 
or  practical  validity.  Some  of  the  specific  de- 
velopments which  occasion  our  current  con- 
cern already  have  been  discussed  by  author- 
ities in  the  scientific  or  professional  fields 
most  intimately  involved.  It  is  not  my  pur- 
pose to  dwell  at  length  on  the  technical  as- 
pects of  matters  upon  which  the  views  of 
experts  are  available.  There  have  been  dis- 
cussions, for  example,  of  the  problems,  hopes 
and  fears  which  arise  from  advances  in  the 
surgical  transplantation  of  vital  organs.  To 
some  extent,  I fear,  the  situation  may  have 
been  over-dramatized.  Certainly  there  are 
questions  here  which  demand  social  aware- 
ness and  exploration,  and  they  should  re- 
ceive our  thoughtful  attention  in  an  attitude 
of  calm  appraisal.  Obviously,  in  the  par- 
ticular instance  of  heart  transplantation,  the 
situation  has  been  complicated  by  public 
excesses  of  hope  and  emotion,  by  incomplete 
information  unassessable  by  the  non-profes- 
sional community,  and  by  a carryover  of  the 
Aristotelian  notion  that  the  heart  is  the  seat 
of  the  soul — a powerful  mystique  which  may 
subtly  discolor  hasty  decisions.  As  I under- 
stand the  situation,  there  is  reason  to  doubt, 
at  this  point,  that  heart  transplantation  will 
become  a feasible  treatment  for  any  sub- 
stantial number  of  patients.  The  average  age 
of  the  patient  who  suffers  fatal  heart  disease, 
and  the  vascular  conditions  which  contribute 
to  and  accompany  the  problem,  seem  both  to 
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mitigate  against  over-optimism  and  to  render 
somewhat  academic  an  excess  of  concern 
about  going  too  far  too  fast  with  widespread 
heart-substitution  surgery.  Yet  the  public 
has  been  led  to  speculate  on  simplistic  hopes 
of  “new  hearts  for  old.” 

Are  we  asking  the  right  questions,  at  the 
right  time,  about  heart  transplants?  I would 
not  for  a moment  diminish  the  achievements 
of  workers  in  this  field.  Their  investigations 
should  and  will  continue,  but  I suspect  that 
as  more  knowledge  is  gained  the  experience 
will  parallel  that  of  Dr.  Thomas  E.  Starzl 
and  his  associates  at  the  University  of  Colo- 
rado with  kidney  transplants.  The  Denver 
group  now  has  transplanted  kidneys  in  more 
than  200  patients  with  a survival  rate  ap- 
proaching 69  per  cent  overall  and  95  per  cent 
in  the  most  recent  45  cases.  As  experience 
has  accumulated,  the  criteria  for  predictable 
“success”  have  narrowed  on  several  para- 
meters— age  of  patient,  tissue  compatibility, 
presence  of  extensive  vascular  disease,  and 
other  factors.  It  simply  is  not  true,  in  the 
present  state  of  the  art,  that  a new  kidney 
can  be  given  to  every  patient  suffering  ter- 
minal renal  disease  even  if  there  were  an  un- 
limited supply  of  donor  kidneys  available. 

At  the  same  time,  there  are  very  real  ethi- 
cal and  philosophical  considerations  in  organ 
transplantation  both  for  society  and  for  the 
profession,  and  physicians,  I submit,  are  well 
in  advance  of  the  public  in  grappling  with 
them.  To  what  extent,  in  the  case  of  kidney 
transplantation,  are  we  justified  in  diminish- 
ing a “whole”  person  to  extend  the  life  of 
another  person  who  otherwise  would  die? 
Acceptable  criteria  on  this  point  seems  to 
be  emerging,  but  not  out  of  hasty  judgments. 
For  a short  time,  our  Denver  group  accepted 
prisoner  volunteers  as  kidney  donors.  Ethical 
misgivings  and  searching  re-examination  led 
to  a resolute  abandonment  of  this  practice 
three  years  ago  for  reasons  which  are  related 
to  another  pertinent  question  about  organ 
transplants.  How  are  we  to  ascertain  that 
“informed  consent”  is  really  informed  and 
actually  represents  consent?  The  best  donor- 
recipient  match  in  kidney  transplants  re- 
mains a familial  one.  But  to  what  extent  is 
it  ethically  incumbent  upon  our  surgeons  to 


insure  that  intra-famiiy  pressures  do  not 
result  in  the  selection  of  unwilling  donors? 

The  moral  and  philosophical  issues  be- 
come even  more  keen  in  the  case  of  liver 
and  heart  transplants,  also  under  study  at 
our  University.  When  does  death  occur? 
How  are  we  to  define  life  in  a terminal 
patient?  These  questions  become  particu- 
larly acute  in  view  of  the  present  capa- 
bility of  maintaining  indefinitely  a degree 
of  physiologic,  vegetal  “life”  with  heart- 
lung  pumps  and  electric  stimulation  of  the 
heart.  At  what  point  is  the  switch  turned 
off,  and  by  whom?  Moreover,  quite  aside 
from  the  issue  of  transplants,  in  what  pa- 
tients, under  what  conditions,  and  with  what 
degree  of  empathy  for  the  patient  and  his 
family,  should  the  extraordinary  life-sustain- 
ing apparatus  be  activated  in  the  first  place? 
These  are  questions  which  we  cannot  depend 
upon  the  general  public  for  direct  guidance 
but  must  rely  upon  our  best  professional, 
scientific  and  ethical  resources.  It  would  be 
a grave  mistake,  in  my  view,  to  legislate  a 
moral  imperative  here. 

Much  attention  also  has  been  given  to  the 
production  of  replicating  viral  DNA  in  vitro, 
and  to  the  suggestion  that  this  means  we 
will  be  able,  in  the  future,  to  manipulate  the 
genetic  constitution  of  coming  generations. 
Again,  I do  not  discount  in  the  slightest 
the  achievement  of  Dr.  Arthur  Kornberg  and 
his  predecessors — this  is  clearly  one  of  the 
major  scientific  advances  of  our  times.  But 
I would  caution  that  the  time  lag  between 
the  theoretically  possible  and  the  clinically 
feasible  often  is  great.  Are  we,  here  again, 
asking  the  right  questions  at  the  right  time? 
The  purposeful  manipulation  of  human  ge- 
netic constituents,  I am  persuaded,  does  not 
lie  in  the  immediate  future. 

At  the  present  time,  genetic  intervention 
in  human  beings  is  primarily  negative  in 
character,  the  result  of  factors  such  as  X- 
radiation  and  various  drugs — thalidomide, 
LSD,  and  the  like.  The  chances  of  producing 
helpful  mutations  as  well  as  harmful  ones  by 
such  gross  technics  are  probably  less  than 
one  in  a thousand.  One  of  our  biophysicists  de- 
scribes the  situation  as  analogous  to  an  at- 
tempt to  make  one’s  watch  run  better  by 
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hitting  it  with  a sledge  hammer.  The  progress 
and  potentialities  of  applied  genetics  should 
not  escape  our  thoughtful  attention,  of  course, 
but  I do  not  see  this  as  an  arena  of  imme- 
diate public  policy  beyond  the  fostering  of 
additional  basic  research  in  cell  and  nuclear 
biology  so  we  will  know  better  what  the 
questions  are. 

I think  there  are  areas  in  genetics  which 
are  of  immediate  social,  philosophical  and 
ethical  concern.  At  present,  these  lie  in  the 
field  of  genetic  counseling  and  the  preven- 
tion of  abnormality  in  the  newborn.  Is  so- 
ciety justified  in  intervening,  at  the  level  of 
persuasion  or  beyond,  in  discouraging  or  even 
preventing  the  birth  of  an  abnormal  baby  to 
a man  and  wife  with  clearly  established 
genetic  incompatibilities?  How  severe  is  the 
predictable  abnormality?  Is  interruption  of 
the  pregnancy  justifiable?  Should  the  couple 
be  advised  to  have  no  children?  Is  advice 
enough  in  view  of  the  fact  that  many  severe- 
ly deformed  and  retarded  children  become 
life-long  wards  of  the  state?  In  the  field  of 
what  is  coming  to  be  known  as  fetal  pedia- 
trics, it  is  now  possible,  through  the  study 
of  cells  drawn  from  the  amniotic  fluid,  to 
determine  if  certain  types  of  abnormalities 
are  present  in  the  unborn  child.  Granted 
presence  of  the  genetic  defect,  is  therapeutic 
abortion  socially  and  ethically  acceptable? 
If  so,  is  there  a fetal  age  limit  beyond  which 
such  abortion  is  not  justifiable?  Or,  in  the 
last  analysis,  are  these  matters  of  individual 
clinical,  psychological  and  personal  decision 
not  amenable  to  the  broad  fiats  and  prohibi- 
tions of  public  policy? 

We  have  all  been  impressed  and  made 
thoughtful  by  the  recent  advances.  However, 
I would  suggest  that  there  is  a possible  dan- 
ger of  overreaction  to  these  events  if  they  are 
approached  as  discrete,  isolated  entities  and 
not  as  merely  the  most  visible  thought-pro- 
voking achievements  in  a matrix  of  tre- 
mendously larger  social,  medical,  scientific 
and  ethical  problems. 

Contemporary  developments  in  organ 
transplantation,  in  genetics  and  molecular 
biology,  and  in  our  understanding  of  the  na- 
ture of  life  itself  have  been  indeed  spectacular. 
More  importantly,  the  developments  provide 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC^ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides; 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12  50  mcgm 

Vitamin  C 200  mg 

Niacinamide  30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  (anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 
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impressive  evidence  of  man’s  ability  to  reach 
for  the  stars,  to  understand  some  of  the  mys- 
teries of  this  planet,  to  conquer  as  well  as 
to  produce  problems,  to  create  as  well  as  to 
destroy.  It  is  clear  that  such  developments 
pose,  and  will  continue  increasingly  to  pose, 
important  ethical,  philosophical,  social,  legal, 
political  and  economic  questions.  The  wisdom 
with  which  we  as  a society  deal  with  these 
issues  will  determine  in  great  measrure 
whether  their  enormous  potential  is  ulti- 
mately a force  for  good  or  evil,  for  continued 
hope  or  despair. 

While  it  is  important  to  begin  to  deal  with 
the  specific  questions  raised  by  some  of  these 
developments — although  I would  suggest  cau- 
tiously and  tentatively — it  is  my  earnest  hope 
that  we  will  not,  in  our  fascination  with  the 
dramatic,  lose  sight  of  the  wider  and,  for  the 
present  at  least,  probably  even  more  critical 
problems  confronting  us  in  the  area  of  health 
science  and  technology,  and  their  implica- 
tions for  the  welfare  of  man.  The  occasions 
on  which  society  is  asked  to  make  value 
judgments  regarding  the  “worth  of  a man’s 
life,”  as  Senator  Mondale  has  phrased  it, 
are  not  limited  to  surgical  amphitheaters  or 
the  genetics  laboratory.  While  it  may  not  be  as 
immediately  apparent,  we  are  making  im- 
portant value  judgments  every  time  we  pro- 
vide support  for  a particular  program  of  re- 
search or  the  application  of  research  to  pa- 
tient care.  If  our  resources  were  infinite,  in 
terms  of  funds,  facilities,  and  manpower,  the 
issue  might  be  largely  academic.  But  our 
resources  are  not  infinite;  at  times,  such  as 
the  present,  they  can  become  painfully  finite. 
Consequently,  when  we  encourage  or  sup- 
port one  program  we  are  by  implication  elim- 
inating or  reducing  some  other  program,  even 
though  we  may  well  be  unaware  of  the  im- 
pact. I think  it  is  important  to  recognize  this 
fact,  and  that  it  will  become  increasingly 
important  in  the  future — as  scientific  prog- 
ress continues  to  accelerate,  as  we  become 
increasingly  capable  of  providing  treatment 
for  previously  untreatable  illness,  as  costs  of 
both  research  and  patient  care  continue  to 
rise,  and  as  more  and  more  of  our  people  be- 
come aware  of  advances  in  scientific  knowl- 


edge and  medical  care,  and  demand  them,  not 
simply  as  a privilege,  but  as  a fundamental 
American  right. 

I do  not  mean  to  imply  by  this  state- 
ment that  anyone  should  attempt  to  set  up 
rigid  priorities  between  one  area  of  inves- 
tigation or  another,  between  basic  and  applied 
research,  or  between  the  discovery  of  new 
knowledge  and  its  application  in  the  health 
care  system.  Even  if  this  were  desirable, 
which  in  my  opinion  it  would  not  be,  it  would 
be  impossible.  For  example,  if  one  were  to 
decide  that  we  could  not  afford  the  luxury  of 
science  for  science’s  sake  in  basic  research 
and  that  we  should  support  only  basic  re- 
search which  gives  promise  of  direct  and 
immediate  applications  to  the  Nation’s  health, 
we  would  be  hard  put  to  it  to  know  where  to 
turn.  While  it  may  not  be  generally  appre- 
ciated, such  precision  targeting  is  impossible, 
and  many  of  the  greatest  advances  in  bio- 
medical research  have  come  from  the  most 
unexpected  sources.  Who  would  have  pre- 
dicted that  moulds  in  the  laboratory  of  Alex- 
ander Fleming  would  lead  to  the  serendipi- 
tous discovery  of  penicillin?  Who  could  have 
foreseen  that  the  chance  juxtaposition  of  a 
key  and  a sheet  of  film  in  the  laboratory  bench 
of  the  physicist  Roentgen  would  give  medical 
science  the  diagnostic  tool  of  X-ray? 

The  best  that  we  can  do  is  to  spread  our 
bets  around  and  not,  to  mix  a metaphor,  to 
put  all  our  eggs  in  one  scientific  basket.  We 
can  also,  of  course,  demand  that  an  investi- 
gator’s education,  training,  and  experience 
give  reasonable  assurance  that  he  is  capable 
of  competent  and  imaginative  work,  and  that 
he  has  the  facilities  to  do  so.  But  we  cannot 
tell  him  what  to  discover. 

One  of  the  value  judgments  that  this  so- 
ciety and  its  Congressional  representatives 
has  made  is  that  if  science  devotes  itself  to 
answering  the  questions  that  science  itself 
generates,  regardless  of  their  apparent  rele- 
vancy to  immediate  problems,  then  in  the 
long  run  important  advances  in  socially  ap- 
plicable knowledge  will  result.  The  scientific 
process  itself  is  science’s  greatest  strength, 
and  in  many  potentially  important  areas, 
there  are  no  short  cuts. 
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We  face  a similarly  irritating,  but  ulti- 
mately desirable,  uncertainty  in  attempting 
to  deal  with  the  problem  of  health  research 
versus  health  services.  Even  if  our  major 
interest  were  to  lie  simply  in  the  provision 
of  care,  it  is  obvious  that  the  talent  and 
dollars  expended  in  the  development  of  peni- 
cillin have  yielded  a million-fold  greater 
return  in  the  advancement  of  the  health  of 
mankind  than  if  the  same  dollars  had  been 
expended  in  direct  services. 

As  I think  these  examples  illustrate,  we 
cannot  afford  an  either-or  approach,  or  the 
setting  up  of  rigid  priorities.  We  must  main- 
tain a flexible  concern  with  balance,  and  with 
avoiding  extremes.  And  we  cannot  do  so 
without  making  value  judgments,  either 
consciously  or  unconsciously,  and  without 
taking  into  account  social,  economic,  and 
political  considerations.  Let  me  provide  a 
few  brief  examples.  It  is  obvious  that  there 
is  a severe  shortage  of  adequate  dental  serv- 
ices in  this  country,  and  that  such  services 
as  exist  are  unequally  distributed.  Thus, 
Head  Start  surveys  in  some  disadvantaged 
areas,  both  rural  and  urban,  found  that  up 
to  90  per  cent  of  children  had  never  seen  a 
dentist,  and  that  most  suffered  from  some 
form  of  dental  disease.  Obviously,  this  situa- 
tion calls  for  a much  more  substantial  effort 
on  the  part  of  society  to  increase  manpower 
and  funds,  and  to  improve  the  organization 
and  distribution  of  dental  services.  At  the 
same  time,  however,  recent  surveys  indicate 
that  if  we  are  limited  to  existing  methods 
of  prevention  and  care,  it  would  require  in- 
creasing the  number  of  dentists  and  dental 
hygienists  in  this  country  something  like  25- 
fold,  even  if  we  could  resolve  the  problem 
of  equitable  distribution  of  their  services. 
Therefore,  it  is  also  obvious  that  we  must 
continue  to  seek,  through  basic  and  applied 
research,  simpler,  more  realistic,  and  more 
effective  methods  of  prevention  and  care, 
such  as  the  use  of  fluorides  topically  and  in 
water  supplies,  therapeutic  dentrifices,  food 
additives,  bacteria-attacking  enzymes,  or  pos- 
sibly a vaccine  against  bacteria  identified  as 
responsible  for  caries.  We  have,  in  other 
words,  to  seek  a balance,  taking  into  account 
all  relevant  scientific,  medical,  economic, 
political,  and  other  considerations. 


Similar  problems  of  maintaining  a flexible 
balance  exist  in  other  areas.  Hemodialysis 
has  become  an  effective  and  life-saving  clin- 
ical reality  in  the  treatment  of  some  forms  of 
renal  disease.  However,  there  is  currently 
an  acute  shortage  of  funds,  facilities,  and 
trained  manpower  to  provide  this  treatment 
in  the  United  States.  Maintenance  of  an  in- 
dividual patient  on  the  artificial  kidney  can 
cost  up  to  $23,000  a year,  and  more  than 
100,000  Americans  die  of  kidney  disease  an- 
nually, most  of  them  in  the  20-40  age  group 
in  which  men  and  women  are  growing  toward 
peak  performance  as  citizens,  workers  and 
parents.  At  the  University  of  Colorado  Medi- 
cal Center  we  are  about  to  face  an  acute 
problem  in  trying  to  provide  care  for  most 
Colorado  patients  requiring  dialysis,  and  we 
already  have  had  to  turn  down  patients  from 
other  parts  of  the  country  because  of  limited 
facilities,  trained  manpower,  and  available 
funds.  The  greatest  hope,  of  course,  is  to 
find  cheaper  and  simpler  technics  through 
continued  research,  but  meantime  the  prob- 
lem of  delivery  of  currently  available  treat- 
ment grows  ever  more  serious  and  must  be 
dealt  with.  Again,  we  have  to  think  in  terms 
of  flexible  balance. 

Let  me  give  another  example.  It  seems 
paradoxical  in  our  society  that  we  are  world 
leaders  in  advanced  research  and  care  in  coro- 
nary heart  disease,  and  yet  we  provide,  at 
best,  inadequate  care  to  many  of  the  disad- 
vantaged poor  in  urban  and  rural  slums, 
although  the  incidence  of  coronary  heart 
disease  is  something  like  three  times  greater 
among  the  poor. 

There  is  another  broad  area  of  value  judg- 
ment and  social  concern  that  I think  deserves 
careful  consideration.  As  we  are  all  pain- 
fully aware,  the  costs  of  research  and  medical 
care  are  rising  at  a faster  rate  than  the  econ- 
omy as  a whole.  National  attention  is  cur- 
rently being  directed  toward  exploring  ways 
of  improving  the  cost  benefits  and  efficiency 
of  health  care  services,  and  this  is  essential 
and  desirable  so  long  as  impairment  of  qual- 
ity does  not  become  confused  with  economy. 
Even  if  we  become  maximally  effective  and 
efficient  in  this  effort,  however,  it  will  not 
stop  rising  costs,  but  only  slow  them  down. 
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This  will  be  the  case,  at  least,  if  we  are  going 
to  continue  to  progress  in  research  and  health 
services.  Thus,  we  are  again  confronted  not 
only  with  broad  ethical  and  value  judgments, 
but  with  important  economic,  social,  and  po- 
litical questions  as  well.  The  fact  is  that  to 
progress  from  a point  where  we  can  care  for 
80  per  cent  of  the  nation’s  ills  to  where  we 
can  care  for  85  per  cent  is  proportionately 
far  more  expensive  than  it  would  be  to  pro- 
gress from,  say,  10  per  cent  to  50  per  cent  in 
an  underdeveloped  country,  where  relatively 
inexpensive  preventive  and  public  health 
measures  yield  a large  and  immediate  payoff. 
What  is  it  worth  to  our  society  to  be  able 
to  treat  or  to  maintain  the  life  of  an  additional 
5 per  cent  of  the  population?  The  question 
must  obviously  be  a relative  one,  even  though 
we  would  prefer  to  think  in  terms  of  the 
ultimate  sanctity  of  every  individual  human 
life. 

An  organ  transplant  program  in  an  under- 
developed country  existing  at  or  below  the 
survival  level  would  be  absurd.  On  the  other 
hand,  if  our  nation’s  economy  continues  to 
prosper,  if  we  become,  indeed,  an  increasing- 
ly affluent  society,  is  it  worth  the  candle  to 
be  able  to  raise  the  per  cent  of  persons  for 
whom  we  can  provide  assistance  by  an  addi- 
tional 5 per  cent?  The  problem  is  obviously 
complex.  As  our  society  continues  to  move — 
through  automation,  mechanization,  and  new 
and  improved  technics  of  production — from 
a nation  of  producers  to  a nation  of  con- 
sumers, we  may  need  to  compensate  for  the 
decline  in  production  occupations  by  an  in- 
crease in  jobs  involving  the  provision  of  serv- 
ices, if  we  are  to  maintain  a viable  economy, 
and  if  the  adult  population  is  to  avoid  an  un- 
reasonable degree  of  new-found  leisure.  I 
was  interested  to  learn  from  a recent  survey 
that  most  people  in  this  country  report  they 
would  like  to  work  a little  less,  but  they  are 
equally  opposed  to  working  a great  deal  less. 
And  if  the  provision  of  services  at  all  levels 
is  to  increase,  what  services  can  make  a more 
fundamental  contribution  to  the  quality  of 
human  life  than  those  in  the  area  of  health? 

Looked  at  from  another  viewpoint,  as  in- 
come in  real  dollars  rises,  as  the  proportion 
of  the  dollar  spent  for  food,  housing,  and 


clothing  declines,  and  as  most  people  get  to 
the  point  where  they  already  own  cars,  homes, 
television  sets,  refrigerators,  and  washing 
machines,  is  a further  increase  in  the  share 
of  the  dollar  going  to  research  and  to  health 
care  justified?  If  so,  to.  what  extent?  I don’t 
know,  and  I doubt  very  much  that  there  is 
any  simple  answer.  Again,  in  my  judgment, 
the  problem  is  one  of  maintaining  the  flexi- 
ble balance  which  I have  been  emphasizing. 
But  I think  it  is  an  enormously  important 
question  and  represents  still  another  example 
of  the  kinds  of  problems — ethical,  social,  eco- 
nomic, and  political — that  society  cannot 
properly  ignore. 

We  face  many  other  critical  issues.  What 
proportion  of  our  efforts  should  we  expend 
on  truly  meaningful  programs  of  disease 
prevention  and  the  fostering  of  health,  as 
compared  to  the  proportion  expended  in  the 
acute  treatment  of  already  well-advanced 
illness?  In  general,  preventive  medicine  and 
comprehensive  health  planning,  while  some- 
what grudgingly  acknowledged  to  be  impor- 
tant in  certain  areas,  such  as  immunization 
and  sanitation,  excite  far  less  interest  among 
medical  students,  medical  school  faculties, 
and  practitioners — and  the  public  itself — than 
the  intellectual  challenge  of  diagnosing  and 
definitively  treating  complex  or  elusive  dis- 
orders. It  may  seem  somewhat  paradoxical 
that  we  should  appear  more  preoccupied  with 
disease  than  with  health.  But  neither  society, 
nor  we  as  professionals,  can  afford  such  lux- 
uries of  taste.  We  need  instead  to  ask  our- 
selves how  we  can  be  ultimately  most  useful 
in  terms  of  our  talents  and  our  resources. 

Take  another  example:  Science  originally 
made  its  greatest  progress  in  meaningfully 
ordering  and  controlling  some  aspects  of  our 
physical  world.  We  now  appear  on  the  verge 
of  a similar  revolution  in  biology.  On  the 
other  hand,  despite  notable  advances,  we 
still  lag  far  behind  the  physical  and  biological 
sciences  in  our  understanding  of  the  nature 
of  man  and  of  the  society  that  shapes  him. 
And  yet,  upon  our  capacity  to  deal  more 
effectively  with  the  struggles  of  man  with 
himself  and  with  other  men,  will  depend, 
in  great  measure,  whether  recent  spctacular 
advances  in  biology  and  medicine  such  as  I 
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have  been  discussing,  will  ultimately  be  used 
for  optimal  good.  Again,  we  need  to  think 
of  balance  in  weighing  the  extent  of  our  sup- 
port for  the  emerging  behavioral  sciences, 
as  compared  with  our  investment  in  the  phy- 
sical and  biological  sciences. 

I think  we  also  need  to  be  concerned  with 
the  proper  balance  between  research  and 
health  care  directed  toward  the  infant  and 
child  (whether  disadvantaged  or  economical- 
ly favored)  whose  whole  life  lies  before  him, 
as  contrasted  with  similar  efforts  directed 
toward  those  of  us  whose  lives  lie  principally 
behind  us. 

We  need  to  think  about  the  wisdom  of 
employing  recent  advances  in  medicine  and 
public  health  in  massive  efforts  toward  re- 
ducing infant  mortality  among  persons,  either 
in  underdeveloped  countries  or,  unfortunate- 
ly, in  that  “Other  America”  of  which  Michael 
Harrington  has  spoken  so  eloquently,  when 
we  may  not  be  providing  off-setting  methods 
for  population  control  or  increasing  the  food 
supply,  jobs,  and  health  care.  The  technical 
and  philosophic  problem  of  biologic  death 
is  a fascinating  one,  but  we  may  also  raise 
the  question  of  whether  a life  of  hunger, 
chronic  disease,  and  despair  does  not,  in  fact, 
constitute  a kind  of  death  itself,  and  not  a 
very  merciful  one. 

And  there  are  many  more  questions  to  be 
asked.  Are  we,  as  a people,  content  with  the 
decisions  which  have  been  made  about 
nuclear  weapons  and  their  cataclysmic  bio- 
social implications?  Or,  to  turn  to  a pointed 
issue  with  which  I have  had  personal  involve- 
ment and  which,  at  last,  American  society 
seems  willing  to  face  to  some  degree:  What 
are  the  moral  and  legal  imperatives  to  be 
deduced  from  the  fact  that  the  product  of 
scientific  and  technologic  achievement  which 
is  currently  doing  the  most  harm  to  people 
in  the  United  States — more  than  50,000  deaths 
in  1967,  above  2 million  casualties — is  the 
automobile?  No  other  invention,  including 
gunpowder,  comes  close  to  the  automobile 
in  destroying  our  citizens. 


I have  touched  upon  overpopulation  as  an 
area  of  concern.  The  world  population  in- 
creased by  more  than  70  million  in  the  last 
12  months,  and  some  authorities  now  believe 
it  is  already  too  late  for  effective  controls. 
What  steps  remain  that  can  be  taken  to  limit 
populations  before  autocratic  methods  be- 
come necessary  to  limit  reproduction?  Can 
the  underdeveloped  nations  achieve  status 
in  the  international  community  given  the 
burdens  of  overpopulation,  technical  deficit, 
and  so  on,  which  they  must  overcome?  What 
should  be  our  national  policy  toward  those 
nations  which  give  no  evidence  of  attacking 
their  population  problems?  What  are  the  most 
effective  ethically  acceptable  methods  of  help 
we  can  offer  for  population  problems,  our 
own  and  those  overseas?  In  the  long  run,  it 
may  come  to  a question  of  who  shall  repro- 
duce and  who  shall  not.  If  we  reach  that 
point,  who  is  to  decide? 

These,  then,  are  some  of  the  kinds  of  ques- 
tions, both  general  and  specific  to  which 
scientists,  physicians,  government  and  society 
can  profitably  address  themselves.  The  dia- 
logue at  two  levels,  professional  and  public, 
by  which  we  shape  our  standards  and  make 
value  judgments,  obviously  is  a continuum. 
It  is  my  feeling  that  we  as  a society  should 
not  be  focused  upon  compiling,  on  a “crash” 
basis,  an  immutable  philosophical  and  ethical 
code  or  legislative  decisions  within  the  limits 
of  which  scientific  advances  may  be  pursued 
for  the  benefit  of  man.  Such  a course  could 
well  do  a disservice  to  the  cause  of  health  re- 
search, medical  care,  and,  in  the  final  analy- 
sis, society  itself.  If,  on  the  other  hand,  we 
approach  these  complex,  everchanging  ques- 
tions in  a careful,  thoughtful,  searching,  and 
scholarly  fashion;  if  we  are  more  concerned 
with  asking  the  right  questions  than  with 
providing  instant  moral  or  legal  solutions; 
and  if  we  recognize  as  one  of  our  principal 
obligations  the  stimulation  of  meaningful  and 
continuing  dialogue  in  the  society  as  a whole, 
then  I think  we  can  make  important  contribu- 
tions to  the  ultimate  welfare  of  mankind.  • 
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“The  inconvenience  of  a coid” 


For  a cold  Nasal  Spray  provides  rapid  relief  of 
nasaf  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  wiil  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis -or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  ^Tz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
% with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

ThenfadiP  (brand  of  thenyidiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 
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The  changing  objectives  of 
medical  education* 

John  H.  Githens,  MD,  Denver 


Technics  of  medical  education  are 
under  scrutiny  and  change.  This  author 
has  done  much  to  encourage  study  and 
revision  of  the  curriculum,  and  in  the 
academic  year  of  1968-69  the  University  of 
Colorado  School  of  Medicine  will  embark 
on  a revised  program. 


There  have  been  three  revolutions  in  medi- 
cal education  in  the  United  States.^  The  first 
occurred  in  the  late  18th  and  early  19th  cen- 
turies with  the  change  from  training  by  ap- 
prenticeship to  the  development  of  medical 
schools  with  a formal  curriculum.  The  second 
revolution  occurred  in  the  early  20th  century 
following  the  Flexner  Report.  At  this  time, 
the  standard  four-year  curriculum  was  insti- 
tuted throughout  the  country. 

The  third  revolution  began  in  the  early 
1960’s  and  is  now  reaching  major  proportions 
throughout  the  coumtry.  The  medical  curricu- 
lum is  undergoing  revision  in  nearly  every 
school,  and  the  University  of  Colorado  School 
of  Medicine  is  no  exception.  On  Wednesday, 
May  29,  1968,  the  faculty  adopted  curriculum 
changes  that  may  have  a far-reaching  impact 
on  the  educational  program  of  the  future. 

•Presented  at  the  scientific  program  of  the  Medical  Alum- 
ni of  the  University  of  Colorado  on  June  1.  1968.  The 
author  is  Associate  Dean  for  Student  Affairs,  University 
of  Colorado  School  of  Medicine.  Reprinted  with  permis- 
sion of  the  University  of  Colorado  School  of  Medicine 
Quarterly,  Fall,  1968. 


What  are  the  changes? 

What  are  these  changes  and,  more  specifi- 
cally, what  has  happened  at  the  University  of 
Colorado  School  of  Medicine?  Advanced 
standing  and  individualized  placement  for  en- 
tering students  are  being  considered  through- 
out the  coimtry,  and  methods  are  being 
sought  to  produce  a better  interdigitation  of 
medical  school  with  premedical  education. 
The  studies  of  Funkenstein^  and  the  Page 
Committee^  have  stimulated  progress  in  this 
area.  In  September  1967  the  entering  fresh- 
man class  at  the  University  of  Colorado  par- 
ticipated in  a pretest  which  represented  a 
pioneering  effort  to  determine  the  range  of 
competence  of  the  members  of  the  incoming 
class  in  the  biological  sciences.  A special 
examination  was  designed  for  this  purpose 
by  the  National  Board  of  Medical  Examiners 
using  questions  from  pool  of  basic  science 
material  for  Part  I.  As  one  might  imagine, 
the  entering  freshmen  showed  very  little  pro- 
ficiency in  subjects  such  as  human  gross  anat- 
omy and  neuroanatomy,  but  did  demonstrate 
wide  variation  in  their  ability  in  biochemistry 
and  physiology.  The  majority  demonstrated 
significant  knowledge  in  medically  oriented 
questions  in  genetics  and  cell  biology. 

Although  these  data  were  not  utilized  in 
modification  of  the  curriculum  of  the  indi- 
vidual student  for  the  1967-68  year,  it  did  pro- 
vide information  which  was  useful  in  devel- 
oping methods  for  individualized  placement 
for  entering  freshmen  in  the  class  which  will 
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begin  in  September  of  1968.  These  freshmen 
will  arrive  one  week  prior  to  the  beginning 
of  classes  for  an  intensive  period  of  counsel- 
ing and  pretesting  in  an  effort  to  determine 
individual  educational  differences  and  special 
areas  of  interest.  An  attempt  will  be  made 
to  develop  an  individualized  curriculum  that 
will  be  most  appropriate  for  each  student. 
We  believe  that  the  University  of  Colorado 
School  of  Medicine  will  be  one  of  the  first 
to  adopt  this  type  of  program  which  will 
undoubtedly  be  seen  in  the  future  in  many 
medical  schools. 

The  second  major  curriculum  change  in 
almost  every  school  is  the  reduction  in  the 
traditional  courses  in  basic  science  to  their 
“core”  content.  Our  faculty  has  struggled 
with  the  problem  of  identifying  the  core  from 
the  great  mass  of  biologic  scientific  informa- 
tion that  has  become  available  over  the  past 
few  years.  The  problem  has  been  solved  by 
reducing  the  course  time  by  30  per  cent  for 
all  departments  that  teach  in  the  first  two 
years.  It  will  then  be  up  to  each  individual 
discipline  to  attempt  to  define  the  core  ma- 
terial for  the  course  time  that  remains. 

The  third  major  change  occurring  through- 
out the  country  is  a shift  to  a more  flexible 
curriculum  by  offering  electives  and  “tracks” 
or  majors.  This,  of  course,  can  be  accom- 
plished only  if  the  usual  courses  are  reduced 
in  time.  The  new  curriculum  at  Colorado 
will  have  no  major  courses  scheduled  for 
freshman  and  sophomore  students  on  Mon- 
day, Wednesday  or  Friday  afternoons.  This 
time  will  be  made  available  for  electives 
which  will  be  offered  by  all  departments, 
or  it  may  be  utilized  as  free  time  for  inde- 
pendent study.  It  is  anticipated  that  many  stu- 
dents will  take  clinically  oriented  electives 
in  the  first  two  years,  which  will  allow  for 
early  patient  contact.  Senior  students  may 
also  take  these  electives,  and  it  is  expected 
that  many  of  them  will  select  courses  in  the 
basic  sciences.  These  electives  will  allow 
students  to  pursue  areas  of  their  own  interest 
in  greater  depth.  This  has  already  been  tried 
by  the  clinical  departments  during  the  1967- 
68  school  term  by  offering  a predominantly 
elective  senior  year.  The  students  now  plan 
their  program  individually  with  each  of  the 


major  clinical  departments.  This  provides  the 
opportunity  to  specialize,  to  take  a more  gen- 
eral elective  to  prepare  for  family  medicine 
or  general  practice,  or  to  obtain  experience 
in  other  areas  such  as  public  health  or  com- 
munity medicine. 

The  fourth  major  change  in  the  curricu- 
lum in  the  majority  of  medical  schools  has 
been  the  introduction  of  new  subjects.  In  the 
basic  sciences  the  emphasis  has  been  in  cell 
biology.  In  the  clinical  years,  programs  in 
community  medicine,  comprehensive  health 
care  and  family  practice  have  been  intro- 
duced in  many  schools.  At  the  University  of 
Colorado  the  Departments  of  Preventive 
Medicine  and  Pediatrics  offer  several  new 
programs  of  this  type  as  electives  for  senior 
students.  The  rural  preceptorship  which  was 
developed  jointly  by  the  Colorado  Medical 
Society,  the  Academy  of  General  Practice 
and  the  medical  school  is  also  available  to 
senior  students  on  an  elective  basis.  A num- 
ber of  our  alumni  participate  on  the  Advisory 
Committee  and  as  preceptors  for  this  pro- 
gram. 

Why  are  these  changes? 

Why  are  these  changes  in  curriculum  oc- 
curring at  the  University  of  Colorado  School 
of  Medicine  and  throughout  the  country? 
They  are  primarily  the  result  of  a change  in 
the  objectives  of  medical  education.  To 
understand  this  more  fully,  we  should  look 
at  the  previous  as  well  as  the  present  goals. 
I assume  that  the  objective  of  the  first  revo- 
lution was  to  produce  physicians  skilled  in 
the  art  of  medicine  and  the  technics  of  early 
day  surgery. 

The  objectives  of  the  second  revolution 
which  followed  the  Flexner  Report  are  the 
ones  that  influenced  the  curriculum  that  was 
taken  by  the  majority  of  us  who  have  trained 
over  the  past  40  years.  I believe  that  the  aim 
during  this  period  was  to  produce  physicians 
with  a background  in  all  that  was  known  of 
human  biology  and  with  competence  in  all 
aspects  of  the  art  and  science  of  medicine. 
This  was  done  with  the  desire  to  certify  that 
the  student  was  ready  to  practice  all  fields 
of  medicine  and  surgery  by  the  time  of  grad- 
uation or,  at  the  most,  after  one  year  of 
practical  hospital  experience  (the  internship) 
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This  produced  the  most  rigid  curriculum 
imaginable  in  essentially  all  medical  schools. 
It  also  produced  faculty  attitudes  directed 
toward  covering  all  the  material  in  all  fields 
of  medicine  in  order  to  certify  that  the  gradu- 
ate would  be  a reliable  physician  for  the 
public. 

What  are  the  new  objectives? 

What  then  are  the  objectives  of  the  third 
revolution  and  how  do  they  differ  from  the 
others?  I believe  that  the  first  and  most 
important  is  to  certify  that  the  student  has 
been  prepared  academically  to  proceed  with 
his  graduate  training  (this  might  be  either 
in  specialty  training  or  in  additional  post- 
graduate work  to  prepare  him  to  become  a 
primary  physician  in  family  medicine  or  gen- 
eral practice).  Secondly,  an  important  objec- 
tive is  to  educate  a scientist  rather  than  train 
a technician.  The  third  is  to  emphasize  self- 
learning in  order  to  prepare  the  individual 
to  continue  his  own  education. 

There  are  also  several  minor  objectives 
influencing  the  third  revolution.  One  which 
has  been  brought  to  our  attention  repeatedly 
by  students  in  recent  years  is  the  re-human- 
ization of  medical  education  for  the  student 
by  allowing  individualization  of  his  educa- 
tional program.  This  should  include  appro- 
priate consideration  of  the  variability  in  the 
students’  premedical  education,  and  provide 
the  opportunity  for  early  specialization  or  a 
major  in  family  practice.  He  is  also  request- 
ing early  patient  contact  and  has  an  increased 
interest  in  medical  sociology,  and  so  another 
objective  is  to  provide  an  increased  exposure 
in  various  aspects  of  social  and  community 
medicine.  The  students  are  requesting  the 
opportunity  to  participate  in  new  experi- 
ments in  providing  medical  care  to  the  upper 
classes  as  well  as  the  medically  indigent. 
Lastly,  an  important  objective  is  to  provide 
an  academic  atmosphere  in  the  medical 
school. 

Why  are  the  objectives  changing? 

Why  have  the  objectives  for  medical  edu- 
cation been  changing?  One  of  the  most  im- 
portant reasons  is  the  great  progress  that  has 
been  made  in  the  field  of  cell  biology.  Medi- 
cine is  now  able  to  use  much  of  the  new 
information  in  biology,  and  it  is  becoming 


an  applied  science.  Changes  in  the  educa- 
tional programs  in  the  biological  and  physical 
sciences  at  the  high  school  and  college  level 
are  producing  more  highly  educated  appli- 
cants to  medical  school.  Thus,  individualized 
programs  are  essential  for  the  future  medical 
student. 

Secondly,  the  trend  toward  specialization 
must  be  considered  by  the  faculty,  and  we 
must  adapt  our  curriculum  to  this.  At  the 
present  time,  over  80  per  cent  of  all  graduates 
in  American  medical  schools  are  going  into 
residencies  in  the  various  specialties  of  medi- 
cine and  surgery.  The  majority  of  the  other 
students  are  taking  additional  training  in 
family  or  general  practice.  Thus,  the  period 
of  postgraduate  education  is  equal  to  the  time 
spent  in  medical  school  for  the  majority  of 
our  graduates. 

Thirdly,  the  present  social  changes  and 
particularly  the  pressure  for  better  medical 
care  for  all  must  influence  medical  education. 
Experimentation  with  newer  methods  for 
providing  medical  care  to  the  public  has  be- 
come the  responsibility  of  the  medical  school 
and  the  student  is  asking  for  the  opportunity 
to  participate  in  these  programs. 

Fourth,  the  influence  of  the  student  body 
and  the  student’s  insistence  on  greater  indi- 
viduality and  a more  academic  atmosphere 
have  definitely  affected  the  objectives  and 
the  methods  in  medical  education. 

What  factors  may  implement  these  changes? 

What  are  some  of  the  factors  that  may 
help  implement  the  changes  in  curriculum 
to  meet  the  new  objectives  of  the  1960’s? 
First,  it  is  particularly  important  for  the  fac- 
ulty and  for  practicing  physicians  to  under- 
stand the  need  to  revise  the  objectives  of 
medical  education.  Secondly,  these  changes 
indicate  the  importance  of  improved'  inter- 
action of  medical  school  faculties  with  pre- 
medical students  and  their  advisors. 

Thirdly,  new  methods  of  evaluation  of 
student  progress  must  be  developed  to  allow 
appropriate  credit  for  the  individualized  cur- 
riculum. Of  primary  importance  will  be  the 
development  of  certification  and  licensure 
examinations  that  are  on  an  interdisciplinary 
basis.  If  the  student  is  to  be  given  the  oppor- 
tunity to  pursue  certain  basic  sciences  and 
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clinical  areas  in  greater  depth  than  others, 
it  is  important  that  he  not  be  handicapped 
by  the  necessity  to  pass  examinations  in  in- 
dividual subjects  with  the  same  minimum 
score.  The  National  Board  of  Medical  Exam- 
iners has  already  planned  to  change  Parts  I 
and  II  of  the  National  Board  Examination 
to  meet  the  needs  of  students  taking  the  more 
flexible  curriculum  that  is  being  instituted 
throughout  the  country.  Next  year,  this  ex- 
amination will  have  an  interdisciplinary  for- 
mat, and  the  student  will  be  required  to 
achieve  a passing  over-all  grade  without  a 
determination  of  his  performance  by  individ- 
ual subjects.  It  is  also  essential  that  state 
licensure  boards  be  fully  aware  of  the  changes 
that  are  taking  place  in  medical  education 
throughout  the  country  in  order  to  modify 


their  examinations  accordingly.  Progress  in 
this  has  already  been  made  through  the  ef- 
forts of  the  Federation  of  State  Medical 
Boards  of  the  United  States,  which  has  rec- 
ommended that  all  states  use  a uniform 
interdisciplinary  test  known  as  the  Federa- 
tion Licensing  Examination  (FLEX)  devel- 
oped by  a Federation  Committee  with  the 
assistance  of  the  National  Board  of  Medical 
Examiners. 

The  alumni  of  the  medical  school  can  play 
an  important  role  in  assuring  that  appropriate 
changes  are  being  brought  about  in  the  state 
license  procedures.  A clear  understanding  of 
the  changing  trends  in  medical  education 
throughout  the  country  is  therefore  imj>or- 
tant  to  all  physicians.  • 
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Curriculum  change  in  selected 
American  medical  schools—* 

An  informal  survey 

Conrad  M.  Riley,  MD,  Denver 


The  author  has  been  concerned  with 
medical  education  through  service  on  the 
Admissions  and  Promotions  Committees 
and  on  the  Curriculum  Committee  at  the 
University  of  Colorado  School  of  Medicine. 


During  a six-month  leave  of  absence  I have 
had  the  opportunity  to  visit  briefly  some  21 
medical  schools,  including  one  in  Canada. 
While  visiting  with  members  of  faculty  at 
each  school  I have  been  able  to  discuss,  in 
varying  degrees  of  depth,  innovations  in  cur- 
riculum, either  under  consideration  or  in 
operation,  and  the  philosophies  underlying 
the  changes.  Four  of  the  schools  were  new 
and  either  had  not  taken  in  their  first  class 
or  had  just  done  so.  Most  of  the  established 
schools  either  had  not  actually  initiated  the 
proposed  innovations  or  had  undertaken  them 
so  recently  as  to  have  little  experience  to 
relate.  This  summary  is  thus  based  upon 
thinking  of  the  various  faculties  rather  than 
upon  an  extensive  experience. 

Another  qualification  which  must  be  ap- 
preciated is  that  the  information  elicited  was 
not  part  of  a fully  planned  survey  but  arose 
from  informal  conversation.  The  knowledge 
gained  from  each  school  cannot  be  considered 
either  complete  or  truly  comparable.  It  rep- 
resents more  the  enthusiasms  of  the  people 

*The  author  is  Professor  of  Pediatrics  and  Preventive 
Medicine.  University  of  Colorado  School  of  Medicine, 
Denver. 


interviewed.  A last  qualification  is  that  the 
schools  visited  should  not  be  considered  a 
random  sample,  since  some  knowledge  of  the 
programs  and  geographical  considerations 
dictated  my  choice. 

One  axiom  became  apparent  to  me  as  I 
exchanged  ideas  during  my  visits:  given  an 
intellectually  gifted  and  well  motivated  stu- 
dent of  complete  integrity,  no  particular  cur- 
riculum structure  is  going  to  make  any  dif- 
ference in  his  eventual  achievement;  simple 
exposure  to  a scholarly  environment  and  to 
adequate  resources  will  generate  a superior 
physician  in  whatever  field  he  cares  to  enter. 
As  a corollary,  the  proper  concern  of  the 
faculty,  then,  is  to  create  a curriculum  struc- 
ture which  will  be  most  beneficial  for  the 
average  student  and  will  be  most  supportive 
to  the  poor  student. 

Therefore,  the  impetus  behind  the  desire 
for  curriculum  change  is  the  recognition  of 
the  variability  of  individual  student  potential 
and  an  urge  to  develop  a structure  capable 
of  accommodating  all.  The  attempt  to  achieve 
such  a goal  varied  in  detail  from  school  to 
school  but  a visible  consensus  emerged  as  to 
a broad  definition  of  the  problems  and  a 
general  approach  to  their  solution  as  indi- 
cated in  Table  1. 

These  general  principles  were  accepted  by 
all.  Their  very  nature  implies  some  kind  of 
counselling  system  to  help  guide  the  student 
in  such  a flexible  program,  and  this  was  an 
area  in  which  I obtained  little  information. 
Another  implication  of  such  a flexible  ap- 
proach is  that  there  be  a satisfactory  method 
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TABLE  1 

PROBLEMS  DEFINED  AND  SOLUTIONS  PROPOSED  IN  NEW  CURRICULA 


PROBLEM 

1.  Students  enter  medical  school  with  varied  back- 
grounds and  varied  academic  preparation. 

2.  Career  choice  of  graduate  M.D.  covers  a very 
broad  spectrum,  ranging  from  physician-scien- 
tist through  the  large  variety  of  clinicians  to 
specialist  in  Community  Medicine. 

3.  No  individual  can  acquire  knowledge  in  depth 
in  all  fields  related  to  medicine. 


4.  Medicine  relates  to  man  both  as  a biological 
being  and  as  a social  being. 

5.  There  is  a need  for  sustaining  motivation  in 
students. 

6.  There  is  a need  for  students  to  be  able  to  study 
certain  areas  in  depth  as  desired. 


SOLUTION 

Develop  system  of  giving  “remedial”  assistance  in 
weak  areas,  and  allow  “advanced  standing”  credit 
in  areas  of  strength. 

Develop  varied  “pathways”  on  which  a student 
can  embark  early  in  his  medical  school  years. 


Try  to  define  “core”  material  which  all  students 
can  be  expected  to  know.  Translate  into  basic 
principles  rather  than  too  much  detailed  factual 
knowledge. 

Introduce  more  behavioral  science  and  emphasize 
social  aspects  of  care  in  health  and  disease. 

Develop  system  for  demonstrating  relevance  of  all 
material  offered.  Specifically  encourage  early  stu- 
dent-patient contact. 

Develop  more  free  time  and  more  available  elec- 
tive courses  or  other  educational  opportunities. 


of  evaluation  of  students.  No  school  wants 
to  award  a degree  without  good  evidence  that 
the  individual  has  acquired  adequate  knowl- 
edge, skills  and  attitudes.  In  this  area,  also, 
little  information  was  offered,  and  certainly 
there  was  no  consensus  as  to  method. 

Table  2 shows  certain  areas  of  emphasis 
of  which  I learned  at  the  various  schools.  It 
will  be  seen  that  my  information  is  fragmen- 
tary. Rather  than  discussing  each  school  in 
detail,  I shall  try  to  point  out  areas  that 
impressed  me  one  way  or  another  under  sev- 
eral different  headings. 

Organization  for  developing  new  curriculum 

The  organization  for  developing  a new 
curriculum  varies  considerably.  In  new 
schools  which  either  have  not  taken  in  a class 
or  have  just  taken  their  first  class,  it  is  ap- 
parent that  the  degree  of  faculty  involvement 
depends  on  the  number  of  faculty  present  at 
the  time.  At  Connecticut  and  Pennsylvania 
State  the  educational  philosophy  seems  to 
have  been  developed  by  small  groups  of  in- 
dividuals (the  dean  and  the  first  faculty  ap- 
pointed) and  recruiting  of  additional  faculty 
has  been  influenced  by  the  basic  concepts  so 
evolved.  At  Connecticut  the  concept  of  a de- 
partment of  general  medicine  in  parallel  with 


a department  of  specialty  medicine  will  in- 
fluence the  kind  of  clinical  faculty  attracted. 
The  concurrent  training  in  basic  science  of 
medical  and  dental  students  will  influence 
the  kind  of  basic  scientists  brought  in.  At 
Pennsylvania  State  Dean  Harrel’s  emphasis 
on  the  idea  of  family  practice  and  his  devel- 
opment of  separate  departments  of  Humani- 
ties and  Behavioral  Science  will  have  a strong 
influence  on  faculty  recruitment.  With  a 
first-year  class  already  in  residence,  the  only 
clinical  faculty  actually  present  of  whom  I 
was  aware  were  general  practitioners,  dedi- 
cated to  the  dean’s  philosophy  and  of  superior 
capability.  In  the  University  of  Arizona, 
where  the  initial  class  of  students  is  in  prog- 
ress, specific  details  of  curriculum  planning 
were  deferred  until  a month  or  two  before 
the  school  year  opened.  This  was  done  so 
that  as  many  of  the  faculty  as  possible  who 
would  be  involved  in  teaching  would  also  be 
involved  in  planning.  Development  of  specific 
curriculum  for  later  years  is  being  deferred 
pending  the  arrival  of  new  faculty.  Recruit- 
ment of  faculty  in  this  instance  would  appear 
to  be  based  on  a candidate’s  general  compe- 
tence rather  than  on  his  acceptance  or  rejec- 
tion of  preconceived  educational  concepts. 
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In  the  two  schools  with  formal  depart- 
ments of  Medical  Education  (Western  Re- 
serve and  Illinois) , these  departments  had  no 
direct  hand  in  curriculum  development.  What 
influence  they  had,  and  I suspect  it  may  have 
been  considerable,  was  indirect. 

In  longer  established  schools,  curriculum 
planning  is  vested  in  committees^ — in  some 
instances  these  involve  a relatively  few  in- 
terested individuals  (in  such  cases,  imple- 
mentation of  the  new  curriculum  would  ap- 
pear to  be  some  time  distant) . In  other  cases, 
the  committee  structure  is  quite  formalized 
with  subcommittees  and  wide  faculty  in- 
volvement. In  some  the  details  are  quite  spe- 
cifically outlined;  in  others  general  principles 
are  laid  down  with  departments  expected  to 
work  out  details.  At  the  University  of  Wash- 
ington, where  planning  has  been  in  progress 
for  five  years,  the  “core”  structure  has  been 
minutely  defined.  Whether  the  plan  can  be 
inaugurated  in  the  coming  year  or  will  be 
delayed  until  1969  is  still  moot.  Here  the 
department  chairmen  with  a full-time  co- 
ordinator have  been  primarily  responsible  for 
the  proposed  changes,  though  a large  part  of 
the  faculty  has  been  involved  in  subcommit- 
tee work.  At  Stanford  the  suggested  changes 


have  been  promulgated  by  the  faculty  as  a 
whole,  keeping  the  department  chairmen  in- 
formed but  not  permitting  them  special  in- 
fluence in  the  planning;  in  most  instances  an 
effort  has  been  made  to  encourage  student 
involvement.  At  California,  as  well  as  other 
schools,  the  students  actually  sit  with  the 
committees  but  without  vote. 

Core  system  and  elective  time 

Although  the  expressions  “core  material” 
and  “core  curriculum”  have  been  overworked, 
their  connotation  is  readily  apparent.  One  dis- 
cussant objected  to  the  terms  on  the  grounds 
that  core  material  should  be  defined  as  sub- 
ject matter  on  which  a student  could  be 
quizzed  and  get  100  per  cent  correct  answers. 
He  doubted  that  such  material  could  ever  be 
so  put  together.  It  is  obviously  difficult  for 
anyone  in  any  field  to  pick  out  the  true  core, 
and  in  as  diverse  a field  as  medicine,  it  is 
probably  impossible.  On  the  other  hand,  it 
is  toward  this  ideal  that  all  curriculum  inno- 
vators are  striving.  The  complement  of  such 
an  endeavor  is  the  making  available  of  more 
free  time  for  greater  study  in  depth  in  select- 
ed areas.  At  Washington  the  goal  was  to  have 
not  more  than  50  per  cent  of  total  time  in 
medical  school  required  for  such  a core.  At 
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the  University  of  California  in  San  Francisco, 
70  per  cent  of  time  is  being  devoted  to  “core” 
with  30  per  cent  left  for  electives. 

As  a scheduling  aid  for  allowing  insertion 
of  elective  time  in  and  around  the  core  ma- 
terial, most  of  the  schools  have  adopted  quar- 
ter systems,  and  many  are  expecting  all  four 
quarters  of  the  year  to  be  occupied.  For  grad- 
uation some  schools  are  discussing  total  clock 
hours  (this  is  apparently  necessary  in  Cali- 
fornia to  comply  with  state  licensure  require- 
ments), and  others  are  thinking  in  terms  of 
quarter  credit  hours.  Stanford,  which  has  in 
the  past  required  five  academic  years  for 
graduation,  is  now  joining  the  group  requir- 
ing a certain  minimum  of  total  hours  involved 
so  that  the  actual  number  of  academic  years 
may  vary. 

With  regard  to  laboratory  work,  there  was 
some  feeling  that  this  need  not  be  as  exten- 
sive as  has  been  the  custom  in  the  past. 
“Cookbook”  experiments  do  little  to  instruct 
and  require  little  ingenuity  on  the  part  of  the 
student.  The  concept  was  enunciated  at 
Washington  that  a single  fairly  extensive 
experiment  would  do  more  for  teaching  the 
scientific  method  than  multiple  prescribed 
laboratory  procedures  in  each  discipline.  In 
such  a case  the  student  might  be  asked  to 
answer,  by  laboratory  means,  a question  in 
an  area  of  special  interest  to  him.  He  would 
be  expected,  with  faculty  assistance,  to  con- 
struct the  experimental  design,  determine  the 
materials  and  equipment  needed  and  carry 
out  the  procedures.  Then  presumably  he 
would  analyze  the  results  statistically  on  his 
own  data  or  on  his  data  pooled  with  others 
doing  similar  work.  In  a unit  laboratory  this 
kind  of  approach  should  be  workable.  It  is 
conceivable  that  such  an  experiment  could 
cross  several  departmental  lines.  Reduction 
in  the  time  actually  spent  at  the  typical  lab- 
oratory bench  would  free  up  time  for  other 
“laboratory”  work  such  as  epidemiological 
and  community  studies.  These  might  have  as 
much  or  more  relevance  for  the  physician 
planning  patient-care  as  his  career  goal. 

Comprehensive  health  care 

There  is  increasing  concern  among  medi- 
cal educators  about  “comprehensive  health 
care.”  Incorporated  into  this  global  concept 


are  many  different  subsidiary  concepts:  the 
family  or  primary  physician,  in  contrast  to 
the  specialist;  continuity  of  care;  apprecia- 
tion of  social,  economic  and  psychologic  fac- 
tors related  to  health;  preservation  of  health 
in  contrast  to  treatment  of  disease;  organiza- 
tion of  health  care  to  make  it  available  and 
acceptable  to  the  patient.  Authors  have  point- 
ed out  that  truly  comprehensive  care  is  prob- 
ably an  unachievable  goal,  since  the  patient 
will  not  accept  or  pay  for  all  that  might  be 
offered.  Also  there  is  a diminishing  return 
on  the  health  dollar  as  comprehensiveness  is 
increased,  not  to  speak  of  the  possible  emo- 
tional damage  from  too  great  a degree  of 
health  concern.  Furthermore,  a fundamental 
question  in  my  own  mind  is  the  relevance 
of  M.D.  training  for  health  promotion.  The 
doctor  traditionally  has  been  disease-orient- 
ed, and  most  of  his  medical  school  training 
is  directed  toward  the  recognition,  under- 
standing, and  treatment  of  disease.  Even 
where  the  medical  profession’s  accomplish- 
ments have  been  preventive  in  nature,  they 
have  been  disease-oriented.  For  example, 
malaria  as  a disease  has  been  practically 
eradicated  by  finding  its  vector  and  control- 
ling it.  Typhoid  fever’s  mode  of  transmis- 
sion was  identified  and  has  largely  been 
controlled.  Diphtheria,  polio  and  many  other 
infectious  diseases  have  been  attacked  on  a 
mass  basis  as  specific  diseases.  Thus,  though 
our  profession  has  thought  in  terms  of  disease 
prevention  for  many  years,  it  has  not  had  so 
strongly  the  positive  approach  of  health  pro- 
motion. As  a disease-oriented  profession,  this 
seems  entirely  proper  and  a logical  outgrowth 
of  OUT  scientific  appreciation  of  disease.  Our 
profession  will  always  be  needed  in  this  con- 
text. 

The  problem  of  whether  the  doctor  of 
medicine,  trained  as  he  is  to  think  in  terms 
of  disease,  is  the  professional  man  best  quali- 
fied to  do  the  broad  planning  for  maintenance 
of  health  is  the  question  I raise.  It  is  quite 
apparent  that  without  good  guidance  as  to 
what  the  disease  problems  are  a health  plan- 
ner will  be  chartless  in  unknown  seas.  But 
for  guiding  the  ship  in  safe  waters  he  wants 
his  navigators  to  point  out  the  shoals  and 
reefs  and  storms,  but  it  is  the  engineers  and 
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deck  officers  who  keep  the  ship  forging 
ahead.  I look  to  an  important  group  of  health- 
oriented  professionals  to  keep  the  ship  on 
the  most  propitious  course,  with  the  physi- 
cians as  navigators  to  warn  them  of  what  to 
steer  clear. 

Whatever  the  practicalities,  there  is  an 
evident  trend  in  the  new  curricula  to  empha- 
size more  about  health  in  the  broadest  sense, 
to  think  of  a patient  as  part  of  a social  unit 
and  to  think  of  episodic  care  as  a poor  sub- 
stitute for  the  ongoing  knowledge  of  a patient 
in  his  own  environment.  In  Rochester,  New 
York,  a separate  school-associated  “family 
medicine”  clinic  has  been  inaugurated.  Here 
generalists  care  for  private  patients  on  a fee- 
for-service  basis  as  a group.  At  present  it 
is  hoped  that  it  will  be  useful  area  for  the 
training  of  residents  and  that  eventually 
medical  students  can  be  involved.  Both  Har- 
vard and  Yale  are  in  the  process  of  becoming 
involved  in  fairly  large  scale  prepaid  group 
practice  operations.  These  will  act  both  as 
laboratories  for  research  into  the  delivery 
of  medical  care  and  as  demonstrations  of  the 
team  approach  to  residents  interested  in 
comprehensive  care.  Tufts,  Western  Reserve 
and  U.S.C.  are  deeply  committed  to  render- 
ing comprehensive  care  to  indigent  popula- 
tions. In  Vancouver,  a Family  Practice  Unit 
is  in  the  process  of  being  started.  At  Penn- 
sylvania State,  students  work  with  family 
doctors  with  assigned  families  from  the  day 
of  entry  into  medical  school;  in  this  school 
there  are  separate  academic  departments  of 
humanities  and  behavioral  science.  Academic 
consideration  of  the  relation  of  individuals 
to  the  social  milieu  is  given  at  Missouri  and 
Kentucky  through  courses  in  “human  ecol- 
ogy.” Kentucky  has  a remarkable  required 
course  for  seniors  in  community  medicine. 
In  this,  the  students  become  involved  in  their 
own  community  studies,  and  recently  a sys- 
tem of  “Field  Professors”  physically  distant 
from  the  medical  school  has  been  inagurated 
to  give  better  supervision  to  such  field  ex- 
periences. 

Without  listing  further  specific  examples, 
I believe  it  is  fair  to  say  that  in  all  schools 
that  I visited  there  is  a conscious  effort  being 
made  to  pass  beyond  human  biology  to  a 
comprehensive  appreciation  of  the  patient. 


Interdisciplinary  approaches 

Interdepartmental  and  interdisciplinary 
involvement  is  an  avowed  goal  at  all  schools 
visited.  This  varies  from  conscientious  at- 
tempts through  the  coordination  of  various 
courses,  including  a few  truly  interdepart- 
mental courses,  to  the  true  “committee 
course”  approach  as  initiated  at  Western  Re- 
serve some  15  years  ago.  The  University  of 
New  Mexico  has  throughout  its  nearly  4 
years  of  operation  patterned  its  organ-system 
courses  on  the  Western  Reserve  principles. 
Connecticut  and  Washington  are  proposing 
to  follow  this  pattern.  Others  like  Vermont, 
Stanford  and  San  Diego  are  striving  for  great- 
er coordination  but  for  various  reason  do  not 
embrace  the  “committee  system.”  At  Vermont 
they  will  have  advisory  committees  to  review 
departmental  offerings  and  make  sugges- 
tions but  without  the  right  to  enforce  changes. 
At  Stanford  they  have  conducted  a detailed 
computerized  course  survey  in  an  effort  to 
see  where  imdesirable  overlap  occurs  or 
where  there  may  be  gaps. 

At  San  Diego  there  will  be  no  basic  sci- 
ence departments  exclusively  relating  to  the 
medical  school.  Instead,  faculty  members 
will  receive  their  appointments  in  appro- 
priate university-wide  departments.  Indi- 
viduals primarily  oriented  toward  human 
biology  will  physically  work  in  the  medical 
school  and  perhaps  have  clinical  department 
appointments,  while  those  with  more  funda- 
mental interests  will  remain  in  their  own  de- 
partments. Coordination  of  teaching  thus  be- 
comes a campus-wide  matter.  The  physical 
plant  projection  of  the  many  colleges  (of 
which  medicine  is  one)  being  brought  to- 
gether geographically  as  a physically  inte- 
grated university  makes  this  plan  conceiv- 
able, though  it  may  give  rise  to  some  prob- 
lems in  communication. 

In  addition  to  the  interdisciplinary  ap- 
proach from  the  academic  organizational 
point  of  view,  there  is  beginning  to  be  some 
mixing  of  students  with  different  health  field 
goals.  At  Vancouver  the  planners  are  think- 
ing of  a “Health  Sciences  Center”  where,  in 
addition  to  medicine,  programs  in  nursing, 
pharmacy,  social  work,  nutrition  and  other 
health-related  professions  will  all  be  located 
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together.  Where  appropriate,  students  of 
these  various  pursuits  will  jointly  participate 
in  class  work,  seminars  and  special  projects. 
The  guiding  thought  is  that  the  physician 
eventually  will  be  part  of  a health  care  team 
and  should  be  exposed  to  learning  with  mem- 
bers of  the  total  team  at  an  early  stage.  At 
Washington  and  Kentucky,  medical  and  den- 
tal students  work  together  in  the  first  two 
years.  Pharmacy,  at  Washington,  shares  the 
same  faculty.  At  Connecticut,  it  is  planned 
for  medical  and  dental  students  to  have  the 
same  curriculum  initially.  At  California  (San 
Francisco),  medical,  dental  and  pharmacy 
students  work  together  in  the  same  ambula- 
tory care  clinic,  each  taking  histories  as  ap- 
propriate to  his  interest.  Another  professional 
area,  not  yet  developed  in  the  schools  visited, 
but  which  seems  a logical  extension  of  this 
concept  is  that  of  health  and  hospital  admin- 
istration, a development  presently  in  progress 
at  Colorado. 

Early  patient  contact 

There  seems  to  be  a consensus  that  early 
exposure  of  a medical  student  to  the  patient 
as  a person  is  good.  The  reason  usually  given 
for  this  is  that  early  association  with  a sick 
person  before  the  student  understands  the 
biological  aspects  of  the  patient  and  his  dis- 
ease will  encourage  him  to  retain  his  concept 
of  the  sick  person  as  a psycho-social  human 
being.  Although  not  usually  explicitly  stated, 
I suspect  that  most  curriculum  planners 
appreciate  the  motivational  value  of  having 
the  student  at  an  early  stage  become  involved 
with  what  is  to  be  his  ultimate  goal — the 
patient. 

Technics  of  establishing  such  contact  vary 
considerably.  At  Vermont,  the  Department 
of  Community  Medicine  introduces  the  first- 
year  class  as  a whole  to  a patient.  It  tries  to 
paint  the  picture  of  the  patient’s  total  prob- 
lem and  to  emphasize  the  different  resources 
available  to  answer  the  many  demonstrated 
needs.  At  Cleveland,  the  first-year  student 
is  assigned  a pregnant  woman  and  is  ex- 
pected to  follow  her  through  birth  and  then 
to  follow  both  mother  and  infant.  In  the  Uni- 
versity of  Arizona,  the  first-year  students  in 
small  groups  act  as  observers  while  an  ex- 
perienced clinician  takes  histories  and  does 
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physicial  examinations.  After  passing  the 
observer  stage,  they  begin  to  do  their  own 
interviewing,  and  an  intertesting  develop- 
ment is  the  pairing  of  students  into  “doctors” 
and  “patients.”  In  this  exercise,  the  “patient- 
student”  is  assigned  a specific  disease  entity 
which  he  looks  up  so  that  when  the  “doctor- 
student”  interviews  him  he  can  give  the  ap- 
propriate clues.  At  Pennsylvania  State  Uni- 
versity, the  entering  student  is  assigned  a 
patient  and  family  under  the  care  of  the  full- 
time general  practitioner  members  of  the 
staff.  Initially,  he  is  obviously  an  observer, 
but  one  assumes  that  as  his  knowledge  and 
experience  increase  he  will  take  some  respon- 
sibility for  the  patient’s  care. 

In  several  schools  this  early  introduction 
to  the  patient  comes  under  the  title  of  “In- 
troduction to  Clinical  Medicine.”  In  such 
a course,  physical  examination  and  inter- 
viewing technics  are  the  prime  concern. 
They  vary  as  to  time  of  starting  from  the 
beginning  of  the  entering  year  to  the  last 
quarter,  or  even  in  the  second  year.  In  schools 
with  organ-system  teaching,  physical  exam- 
ination related  to  the  organ  under  considera- 
tion is  introduced  as  one  aspect  of  the  study 
of  that  organ  or  system. 

Conclusions 

It  is  not  the  purpose  of  this  report  to  sug- 
gest any  specific  recommendations  for  cur- 
riculum change  at  the  University  of  Colorado 
School  of  Medicine.  It  is  apparent  from  the 
structure  of  the  new  curriculum  as  described 
by  Githens  in  the  accompanying  article  that 
those  concerned  already  have  subscribed  to 
the  general  tenets  initially  outlined  above. 
Details  which  will  evolve  will  be  dependent 
on  the  interaction  of  faculty  members  be- 
tween themselves  and  the  medical  students. 


It  is  important  that  there  be  continuing  com- 
munication between  all  teachers  of  medical 
students  with  no  broad  separation  between 
preclinical  and  clinical  faculties.  Obviously, 
basic  scientists  are  better  able  to  teach  their 
subjects  than  clinicians,  but  the  content  of 
what  they  teach  as  core  material  should  have 
clinical  relevance.  What  they  teach  in  elec- 
tive times  should  be  detemined  by  student 
and  faculty  interest.  The  important  thing  is 
that  avenues  of  communication  be  kept  open. 

Next,  I am  convinced  that  the  most  im- 
portant part  of  an  effective  largely  elective 
type  of  education  for  the  broad  spectrum  of 
physician  products  is  an  adequate  counsel- 
ling system.  I did  not  discover  in  my  survey 
any  weU-developed  model  for  this,  and  so  I 
think  this  is  the  most  important  area  to  which 
attention  must  be  directed.  If  this  problem 
can  be  solved,  everything  else  in  a truly  flexi- 
ble setting  will  fall  into  place. 

Removed  from  the  immediate  problem  of 
medical  school  curriculum,  but  relevant  to 
the  development  of  it,  is  this  suggestion.  Most 
of  us  in  academic  medicine  today  are  here  by 
virtue  of  having  received  a Ph.D.  or  M.D. 
degree  without  ever  having  had  any  instruc- 
tion in  the  art  or  science  of  education.  I 
would  propose  that  all  our  trainees  who  are 
contemplating  an  academic  career  be  required 
to  take  a course  in  Medical  Education  includ- 
ing learning  theory,  educational  technics  and 
the  use  of  special  teaching  aids  such  as  pro- 
grammed instruction,  single  concept  movies, 
video  tape,  etc.,  etc.  Only  by  exposing  our 
young  potential  teachers  to  what  is  new  in 
the  educational  field  can  we  expect  to  de- 
velop the  most  effective  means  of  creating 
professionals  who  will  be  interested  in  learn- 
ing how  to  learn — and  how  to  continue  to 
learn.  • 


ARE  YOU  TOUCHING,  STANDING  ON,  HOARDING,  OR  HIDING 

A BIT  OF  HISTORY? 

The  Colorado  Medical  Society  is  undertaking  the  writing  of  the  history  of 
medical  education  in  this  state.  If  you  have  any  information  in  connection  with 
this  topic,  or  if  you  know  of  anyone  who  does,  do  not  hesitate  to  contact  Dr.  Richard 
W.  Whitehead,  Executive  Secretary,  Medical  Alumni  Association,  University  of 
Colorado,  4200  East  Ninth  Avenue,  Denver,  Colorado  80220. 

Please  send  pictures  as  well  as  stories  and  memorabilia  relating  to  the  Univer- 
sity of  Colorado  School  of  Medicine,  Denver  University  of  Medicine  or  Gross  College 
of  Medicine.  Your  contributions  will  be  well  guarded  and  will  be  returned  with 
our  thanks. 
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Intrauterine  ileal  atresia  with  perforation 


William  Y.  Takahashi,  MD  and  S.  M.  Macfarlan  MD,  Boulder,  Colorado 


Intrauterine  ileal  atresia  with  perforation 

of  the  small  bowel,  resulting  in  chemical 
and  bacterial  peritonitis  and  presenting 

abdominal  and  scrotal  fistulae. 


Intrauterink  ileal  perforation  with  meco- 
nium peritonitis  is  a rare  congenital  anomaly. 
It  was  first  described  by  James  Simpson  in 
1838.  Bedel  and  Michel  reported  three  cases 
from  Charity  Hospital  in  New  Orleans  during 
a 15-year  span  in  which  108,744  live  births 
were  recorded. 

This  is  a disease  process  which  is  second- 
ary to  bowel  perforation.  Most  frequently 
predisposing  leisons  are  intestinal  atresia  or 
meconium  ileus,  but  any  intestinal  obstruc- 
tion in  the  newborn  may  be  associated  with 
meconium  peritonitis.  The  intestine  may 
occasionally  rupture  in  uteroi  and  heal  spon- 
taneously with  the  only  signs  of  the  original 
disease  being  intra-abdominal  calcifications. 
In  the  case  herein  reported  the  infant  was 
noted  to  have  paraumbilical  and  scrotal  fis- 
tulous tracts.  The  fistulae  drained  bilious- 
appearing  material.  This  is  the  first  case 
report  in  the  literature  where  both  abdominal 
and  scrotal  fistulae  were  noted. 

CASE  REPORTS 

Baby  B.  was  delivered  of  a 44-year-old  white 
para  II,  gravida  V,  abortus  II.  Her  last  normal 
menstrual  period  was  December  20,  1965,  and 
expected  date  of  confinement  was  September  27, 
1966.  Mother  B was  an  obese  white  female  weigh- 
ing 205  pounds,  non-pregnant.  She  had  a history 
of  hypertension  which  was  usually  in  the  range 
of  160/100.  During  her  antepartum  period,  the 
patient  had  blood  pressures  recorded  between 
130/80  to  170/100.  There  was  never  any  albu- 
minuria. The  patient  had  essentially  no  weight 
gain  during  the  entire  pregnancy.  In  the  second 


and  third  months  of  the  pregnancy  the  patient 
had  vaginal  spotting;  however,  the  fundus  was 
noted  to  progress  normally  in  size.  The  remainder 
of  the  pregnancy  was  imremarkable,  and  on  Sep- 
tember 7,  1966  (three  weeks  prior  to  her  estimated 
date  of  confinement),  the  patient  was  admitted  in 
early  labor.  She  was  delivered  spontaneously  of 
a male  infant  that  was  moderately  depressed  with 
an  Apgar  score  of  5.  After  several  moments  of 
resuscitation  requiring  endotracheal  intubation, 
the  infant  breathed  and  cried.  He  weighed  2,200 
grams,  length  45  centimeters,  and  head  circum- 
ference 31  centimeters. 

He  appeared  lethargic,  edematous  and  im- 
mature with  mild  icteric  color  and  slight  cyanosis 
to  the  skin.  The  heart  rate  was  rapid  but  no  mur- 
mur was  heard.  A cloudy,  bright,  yellow  fluid 
oozed  steadily  from  the  upper  end  of  the  erythema- 
tous umbilicus  and  from  an  ulcerous  opening  in 
the  inferior  portion  of  the  scrotum.  Firm,  nodular 
masses  not  easily  movable  were  palpable  in  the 
right  lower  quadrant  of  the  abdomen  and  the 
spleen  and  liver  edges  were  to  the  level  of  the 
navel. 

The  infant  was  placed  in  an  incubator  with 
continuous  O^,  using  isolation  technic.  Vit  K,  1 
mgm.,  aqueous  penicillin  50,000  u and  Kanamycin 
5 mgm.  were  given  intramuscularly  and  antibiotics 
were  ordered  for  12  hour  intervals.  In  the  first 
12  hours,  a portable  x-ray  report  of  the  chest 
showed  normal  contour  and  size  of  the  heart  with 
enlarged  thymus  and  adequate  expansion  of  the 
lungs.  No  free  air  nor  calcification  in  the  peritoneal 
cavity  was  noted.  The  EKG  revealed  no  specific 
abnormality. 

The  initial  blood  work  showed  a hgb.  of  24.8 
grams,  hct.  82,  WBC  11,560  corrected  from  a nu- 
cleated cell  count  of  68,000  of  which  83  per  cent 
were  RBC.  The  cord  blood  showed  total  bilirubin 
of  14.0  mgm.  per  cent  of  which  direct  was  3.9  mg. 
per  cent  and  indirect  10.1  mgm  per  cent.  Both 
direct  and  indirect  Coombs  were  negative.  The 
urine  was  amber  and  turbid  with  4 plus  albumin, 
negative  sugar  and  pH  of  8.  There  were  80-100 
RBC.  It  was  strongly  positive  for  bile  and  occult 
blood. 

Blood  culture  as  well  as  cultures  from  the 
scrotum,  umbilicus,  mouth,  anus  and  urine  did 
not  show  any  growth. 
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The  baby  became  cyanotic  at  21  hours  and  was 
revived  by  mouth-to-mouth  resuscitation  and  sub- 
cutaneous adrenalin  but  the  course  was  gradually 
downhill  with  increasing  jaundice  and  cyanosis 
culminating  in  demise  at  30  hours. 

AUTOPSY  FINDINGS:  The  autopsy  exposure 
of  the  abdominal  cavity  revealed  the  peritoneal 
surfaces  throughout  to  be  covered  by  stringy, 
bile-stained,  fibrino-purulent  exudate  and  a small 
amount  of  turbid,  amber,  free  liquid  was  also 
present.  At  a distance  of  20  cm.  from  the  ileocecal 
valve  there  was  a disruption  in  continuity  of  the 
ileum  and  the  two  free  ends  of  the  intestine  were 
contiguous  by  only  a delicate,  attenuated  strand 
of  fibrous-appearing  tissue.  The  margins  of  the 
proximal  end  of  the  ileum  were  everted  and  dark 
red  in  color  and  intestinal  contents  were  readily 
expressed  from  the  open  lumen.  The  proximal  end 
of  the  distal  segment  of  the  ileum  ended  in  a 
blind  pouch.  The  entire  small  intestine  distal  to 
the  area  of  the  atresia  as  well  as  the  large  intes- 
tine contained  pale,  yellowish-grey,  gelatinous 
mucoid  material.  Culture  of  peritoneal  exudate 
yielded  a pure  culture  of  E.coli.  It  was  also  iso- 
lated from  heart  blood  obtained  postmortem 
There  were  no  other  congenital  defects. 

Sinus  tracts  from  the  peritoneal  cavity  to  the 
skin  above  the  umbilicus  and  to  the  scrotal  sur- 
face were  found.  Opening  the  bladder  revealed 
several  large  musocal  bullae  which  exhibited  a 
deep  reddish-blue,  hemorrhagic  discoloration. 
Microscopic  examination  showed  conspicuous  sub- 
mucosal congestion  as  well  as  areas  of  inter- 
stitial extravasation  of  erythrocytes  in  the  sub- 
mucosa. 

There  were  severe  pulmonary  congestion  with 
partial  atelectasis,  extensive  extramedullary 
hematopoiesis  of  the  liver  and  spleen  and  bone 
marrow  hyperplasia. 

Discussion 

Meconium  peritonitis  may  present  as  a 
major  medical  illness  or  the  diagnosis  may  be 
an  incidental  finding  in  a child  with  both 
hydrocele  and  either  abdominal  or  scrotal 
calcifications.  It  is  believed  that  this  is  the 
first  case  in  the  world  literature  that  pre- 
sented with  both  scrotal  and  para-umbilical 
fistulae.  Only  one  other  case  has  similar 
findings.  Doyle  presented  an  infant  that  had 
a dehiscence  of  the  scrotum  with  the  right 
testicle  outside  of  the  scrotum.  No  comment 
was  made  about  the  discharge  of  material 
from  the  scrotum  nor  was  a fistula  described. 


At  surgery  the  infant  was  noted  to  have  an 
ileal  perforation.  The  infant  survived. 

Scrotal  involvement  is  not  imcommonly 
found  with  meconium  peritonitis.  Recently, 
Berndon  described  two  cases  with  soft  hydro- 
celes and  scrotal  calcification.  A patent 
processus  vaginalis  must  be  present  if  the 
scrotum  is  to  be  involved. 

In  the  infant  presented  above,  the  defect 
in  the  ileum  had  to  be  present  for  a long 
enough  time  to  cause  necrosis  of  the  scrotum 
and  of  the  abdominal  wall. 

The  imperative  question  which  must  be 
asked  is  how  one  may  increase  the  fetal 
salvage  with  this  devastating  anomaly.  This 
infant  was  extremely  ill  at  birth.  He  started 
life  deeply  depressed  and  requiring  vigorous 
resuscitative  measures.  Yet  a vigorous  sur- 
gical attack  was  the  only  course  which  would 
have  offered  a modicum  of  success.  Rapid 
electrolyte  correction  and  the  massive  use 
of  antibiotics  are  preoperative  requisites.  It 
is  doubtful  if  this  infant  bom  in  extremis, 
could  have  survived  the  simplest  abdominal 
procedure,  yet  surgery  was  the  only  course 
that  did  offer  survival. 

The  Escherichia  coli  peritonitis  and  septi- 
cemia probably  stemmed  from  contamination 
at  the  time  of  delivery.  The  fistulous  tracts 
were  an  easy  route  of  access  to  the  abdominal 
cavity.  The  peritoneal  cavity  having  been 
already  devitalized  by  the  enzymatic  activity 
of  the  bile  and  small  intestinal  juices  made 
a nutritious  culture  media. 

The  infant  became  clinically  jaundiced 
and  this  probably  represented  a combination 
of  an  immature  liver,  reabsorption  of  bile 
from  the  peritoneal  cavity  and,  perhaps,  the 
effects  of  septicemia. 

Summary 

A case  of  ileal  atresia  with  perforation 
and  meconium  peritonitis  manifesting  itself 
in  a new  born  infant  with  para-umbilical  and 
scrotal  fistulae  is  presented.  With  this 
anomaly  only  rigorous  clinical  management 
followed  by  early  surgical  intervention  of- 
fers the  only  chance  of  success.  • 
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When  it’s  m(Mie  than  a bad  cold 


your  patient  can  feel  better 
T^bile  he’s  gettii^  better 


Achrocidih 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  lO  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions;  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  SA-;/!  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
hitracranial—buiging  fontanels  in  young  infants. 
Tcc//i— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  L/vcr— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Primary  operable  breast  cancer* 


Current  status  of  treatment 

Jerome  A.  Urban,  MD,  New  York,  N.  Y. 


The  modern  era  of  surgical  treatment  for 
primary  breast  cancer  began  about  1890  when 
the  radical  mastectomy  procedure  was  in- 
troduced through  the  independent  efforts  of 
several  individuals  including  Halstead  and 
Willy  Meyer  in  the  United  States.  In  the 
early  1900’s  there  was  little  doubt  that  most 
surgeons  agreed  that  radical  mastectomy  was 
far  superior  to  any  lesser  surgical  procedure 
for  the  treatment  of  breast  cancer.  By  1905 
great  improvement  in  local  control  had  been 
attained  through  radical  mastectomy  as  com- 
pared with  that  obtained  through  less  exten- 
sive procedures  practiced  during  that  time. 
It  is  strange  that  some  unorthodox  surgeons 
are  once  again  advocating  simple  mastectomy 
as  the  treatment  of  choice  for  breast  cancer. 

Although  we  can  obtain  fantastic  local 
control  with  more  adequate  surgery  and  ag- 
gressive supervoltage  x-ray  therapy  our  sal- 
vage rate  can  be  improved  only  moderately 
over  that  attained  through  less  adequate 
therapeutic  regimes — primarily  because  of 
the  concomitant  systemic  spread  of  breast 
cancer  through  the  lymphatic  and  vascular 
systems  which  occurs  only  too  often  with 
infiltrating  breast  cancer.  We  have  no  effec- 
tive long  term  means  for  dealing  with  such 
systemic  spread  of  breast  cancer  other  than 
obviating  it  through  diagnosis  and  treatment 
during  the  earliest  stage  of  development  of 
breast  cancer,  preferably  during  its  non-in- 
filtrating phase.  The  present  curative  attack 
on  primary  breast  cancer  is  of  necessity  a 
local  treatment  based  upon  surgical  excision 
and/ or  x-radiation  destruction  of  the  primary 
tumor  and  its  regional  lymph  node  metas- 

♦Adapted  from  presentation  at  the  22nd  Annual  Rocky 
Mountain  Cancer  Conference.  Denver,  July  .19-20,  1968. 
The  author  is  Clinical  Assistant  Professor  of  Surgery. 
Cornell  University  Medical  College. 


tases.  Once  disease  becomes  established  be- 
yond this  area  the  patient  is  eventually  lost. 

Approximately  three  quarters  of  the 
lymphatic  drainage  of  the  breast  extends  to 
the  axillary  nodes  and  one-quarter  to  the 
internal  mammary  nodes.  Several  operative 
procedures  are  ideally  suited  for  particular 
clinical  settings  on  the  basis  of  this  anatomic 
concept.  The  usual  infiltrating  breast  can- 
cer appearing  in  the  outer  portion  of  the 
breast  spreads  most  frequently  to  the  axillary 
lymph  nodes.  In  this  setting  the  classical 
radical  mastectomy  represents  the  surgical 
treatment  of  choice,  supplemented  by  ade- 
quate supervoltage  x-ray  therapy  to  the 
peripheral  lymphatics  when  axillary  nodes 
are  involved.  We  prefer  to  perform  the  ex- 
tended radical  mastectomy  for  infiltrating 
cancers  presenting  in  the  medial  or  central 
portions  of  the  breast  since  these  tumors 
early  and  frequently  spread  to  the  internal 
mammary  nodes.  The  relative  incidence  of 
internal  mammary  node  involvement  in- 
creases as  the  location  of  the  primary 
tumor  approaches  the  sternal  margin  of  the 
breast.  In  these  patients  we  excise  the  in- 
ternal mammary  nodes  as  well  as  the  axillary 
nodes.  Here  again,  when  the  extent  of  disease 
in  the  regional  lymphatics  is  extensive,  post- 
operative supervoltage  x-ray  therapy  is  ap- 
plied to  the  nodes  in  the  base  of  the  neck 
and  occasionally  to  the  chest  wall  itself — 
particularly  when  a diffuse,  deep-seated  tu- 
mor infiltrates  the  pectoral  sheath  and  there- 
by increases  the  risk  of  extension  through 
the  intercostal  lymphatics  directly  into  the 
underlying  chest  wall. 

Fortunately,  we  are  detecting  an  increas- 
ing number  of  breast  cancers  in  their  incip- 
ient stages  as  non-infiltrating  intraductal  and 
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in  situ  lobular  carcinomas.  When  this  for- 
tunate occurrence  takes  place  the  main  effort 
should  be  directed  toward  complete  excision 
of  all  breast  parenchyma  since  almost  all 
breast  cancers  are  multicentric  in  origin. 
These  patients  can  be  treated  ideally  by  com- 
plete simple  mastectomy  with  low  axillary 
dissection  with  preservation  of  the  pectoral 
muscles.  With  suitable  selection  the  salvage 
rate  in  this  group  approaches  100  per  cent. 
The  present  controversy  between  the  pro- 
ponents of  radical  mastectomy,  extended 
radical  mastectomy  and  simple  mastectomy 
is  misguided.  All  of  these  operative  pro- 
cedures are  ideal  for  certain  settings.  At  the 
same  time  all  are  either  inadequate  or  ex- 
cessive in  other  circumstances.  One  should 
make  a rational  effort  to  apply  the  appro- 
priate operation  to  the  specific  clinical  set- 
ting. 

Clmsical  Radical  Mastectomy 

We  have  found  several  steps  helpful  in 
performing  this  procedure.  To  expose  the 
axilla  the  pectoral  major  muscle  is  split  be- 
tween its  clavicular  and  sternal  heads 
through  the  normal  anatomical  separation 
which  is  easily  found  beneath  the  head 
of  the  clavicle.  The  sternal  portion  is  ex- 
cised from  its  tedinous  attachment  to  the 
humerus.  Dissection  is  then  carried  through 
the  upper  margin  of  the  clavi-pectoral  sheath 
where  it  attaches  to  the  coraco-brachalis 
muscle,  the  coracoid  process  and  the  sub- 
clavian muscle.  This  sheath  which  includes 
the  pectoralis  minor  muscle  is  then  reflected 
downward  exposing  the  axilla  and  facilitat- 
ing adequate  mono  bloc  excision  of  the 
axillary  content.  In  the  lower  portion  of  the 
operative  field  we  have  found  that  it  is  un- 
necessary to  excise  the  rectus  sheath  below 
the  costal  margin.  This  avoids  diastasis  recti 
and  has  not  led  to  any  increase  in  local  recur- 
rence. Thin  flaps  are  developed  superficial 
to  the  superficial  fascia  in  order  to  remove 
all  of  the  breast  parenchyma;  the  superficial 
fascia  separates  the  breast  parenchyma  from 
the  subcutaneous  fat  and  should  always  be 
included  in  the  operative  specimen.  Although 
we  prefer  to  treat  early  operable  patients, 
we  should  not  be  selective  to  the  point  where 
we  exclude  patients  with  locally  advanced 


lesions  from  a curative  attempt,  provided  that 
no  evidence  of  systemic  disease  can  be  found 
on  careful  survey  of  the  patient  and  that  we 
can  circumscribe  the  diseased  area  with  a 
practical  surgical  attack. 

Table  1 demonstrates  the  salvage  of  pa- 
tients treated  at  the  Memorial  Hospital  be- 
tween 1945  and  1948  primarily  by  radical 
mastectomy  supplemented  by  x-ray  therapy 
when  axillary  nodes  were  involved.  The 
overall  group  shows  a high  incidence  of 
axillary  node  disease — 62.5  per  cent,  yet  57 
per  cent  survive  and  50  per  cent  are  free  of 
disease  at  five  years.  In  the  third  box,  the 
early  cases  which  were  diagnosed  by  biopsy 
of  equivocal  lesions  showed  only  40  per  cent 
axillary  node  involvement,  and  in  this  group 
74  per  cent  are  alive  and  70  per  cent  free  of 
disease  at  five  years.  This  is  what  we  can 
attain  with  conventional  therapy  provided 
we  have  the  cooperation  of  the  patient  and 
the  referring  physician  and  thus  are  able  to 
treat  patients  during  the  early  stage  of  their 
disease.  As  one  would  expect  the  non-infil- 
trating cancer  operated  upon  during  this  time 
as  noted  in  the  lower  box  showed  a 100  per 
cent  salvage.  It  is  conceivable  that  the  vari- 
ous diagnostic  methods  now  being  investi- 
gated and  practiced  will  be  refined  sufficient- 
ly to  enable  us  to  find  an  increasing  number 
of  patients  during  the  in  situ  non-infiltrating 
phase  of  development  of  their  breast  cancers. 
Certainly,  every  effort  should  be  made  in 
this  direction. 

TABLE  1 


SURVIVAL  RATES  OF  1,000  CONSECUTIVE  PRIMARY  OPERABLE 
BREAST  CANCERS  TREATED  BY  RAD  ICAL  MASTECTOMY  AND 
POSTOP.  X-RAY  THERAPY  (Memorial  Hospital,  1945-1948) 


Total  Cases 

5-Yr.  Survival 

5-Yr. 

N.E.O. 

No. 

% 

No. 

% 

No. 

% 

Overall  Group 

1,000 

100. 

567 

57. 

500  = 

§Q 

Axilla- 

375 

37.5 

303 

80.8 

Axilla 

625 

62.5 

264 

42. 

Ca  Diagnosed 

Clinically 

789 

78.9 

411 

52. 

354  = 

44.8 

Axilla  - 

250 

32. 

196 

78.4 

Axilla  + 

539 

68. 

215 

40. 

Ca  Not  Diagnosed 
Clinically 

211 

21.1 

156 

74. 

146  = 

69.2 

Axilla  - 

125 

59.2 

107 

85.6 

Axilla -r 

86 

40.8 

49 

57. 

Not  Included 

Loc.  Excis.  Elsewhere 

17 

1 

47. 

lost  to  Follow-up 

11 

Non- Infiltrating  Ca 

7 

7 

100. 

7 

too. 
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Modified  Radical  Mastectomy 

For  early  superficial  type  of  Paget’s  Dis- 
ease the  so-called  modified  radical  mastec- 
tomy, i.e.,  complete  simple  mastectomy  with 
low  axillary  dissection,  is  the  procedure 
of  choice.  In  these  instances  no  significant 
thickening  is  present  beneath  the  nipple  and 
adequate  biopsy  of  the  nipple  and  underlying 
duct  system  demonstrates  only  Paget’s  with 
non-infiltrating  intraductal  carcinoma  in  the 
underlying  ducts.  No  infiltrating  cancer  is 
present.  The  advantage  of  the  modified 
radical  mastectomy  is  the  improved  cosmetic 
appearance  of  the  patient  in  whom  the  pec- 
toral muscles  are  preserved.  Table  2 dem- 
onstrates the  salvage  of  113  patients  who 
underwent  140  modified  radical  mastectomies- 
All  patients  in  this  group  are  free  of  disease 
so  far  as  their  primary  breast  tumor  is  con- 
cerned. Two  died  of  other  causes.  The  ma- 
jority of  lesions  included  in  this  group  were 
in  situ  lobular  and  non-infiltrating  intra- 
ductile  cancers.  A small  group  of  19  minimal 
infiltrating  cancers  presenting  in  the  upper 
outer  portion  of  the  breast  and  usually  meas- 
uring less  than  5 mm.  in  diameter  are  in- 
cluded. In  all  cases,  careful  axillary  dissec- 
tion was  performed  although  the  pectoral 
muscles  were  preserved.  In  no  case  in  this 
group  were  any  axillary  node  metastases 
noted. 

This  operative  procedure  is  ideal  for  low 
grade  malignant  tumors  of  the  breast  which 
do  not  ordinarily  extend  to  the  axillary  nodes. 

TABLE  2 


RESULTS  OF  MODIFIED  RADICAL  MASTECTOMY  IN  PATIENTS  WITH  VARYING 
PATHOLOGY 


Pathology 

Number  of 
operations 

Free  of  disease 

5 years  or  longer 

Markedly  atypial  papillomatosis 

10 

4 

In  situ  lobular  oncer 

In  situ  lobular  and  duct.  Ca 

67(25* ) 

3 

22 

Intraductile  ca  non-infiltrating 

24(3- ) 

12 

In  situ  lobular  and  minimal  infiltrating  ca 

6(i‘) 

3 

Infiltrating  duct  ca.  minimal 

13 

5 

Paget's  disease  c non-infiltrating  intraductile  ca 

10 

6 

Intracystic  papillary  ca 

3 

1 

Malignant  cystasarcama  phyllodes 

I 

1 

Adenoid  cystic  ca 

1 

! 

Non-infiltrating  comedo  ca 

Spindle  ceil  sarcoma 

1 

1 

1 

TOTAL  UBpatients!"^ 

140 

56 

• 29  cases  bilateral. 

••All  patients  living  and  well  (except  2 dead  of  other  disease.) 


This  would  include  intracystic  papillary  car- 
cinoma, malignant  cystosarcoma  phyllodes, 
adenoid  cystic  carcinoma  and  pure  gelatinous 
carcinoma,  and  also  the  rare  sarcomas  which 
present  in  the  breast.  These  patients  can  be 
treated  adequately  by  complete  removal  of 
the  breast  parenchyma  and  removal  of  the 
lower  two-thirds  of  the  axillary  content.  In 
all  patients  treated  by  this  method,  we  have 
adopted  a policy  of  having  the  entire  opera- 
tive specimen  examined  carefully  by  our 
pathologist  before  the  patient  leaves  the 
operating  room.  In  three  instances  with  min- 
imal clinical  cancers  of  the  breast,  the  pa- 
thologists detected  occult  infiltrating  cancer 
in  the  breast  parenchyma  measuring  more 
than  1 cm.  in  diameter,  and  in  one  instance  a 
metastatic  node  was  noted  in  the  axilla.  In 
all  four  cases  the  patients  then  underwent 
an  immediate  radical  mastectomy,  removing 
the  pectoral  muscles  and  the  nodes  in  the 
apex  of  the  axilla  since  we  considered  the 
lesser  procedure  inadequate  for  these  settings. 
In  each  case  a half  dozen  tiny  nodes  without 
evidence  of  disease  were  removed  from  the 
apex  of  the  axilla.  We  believe  that  a more 
adequate  axillary  dissection  can  be  done  by 
the  classical  radical  mastectomy  since  this 
affords  greater  exposure  and  thus  facilitates 
more  adequate  dissection  of  the  axilla.  For- 
tunately, we  are  finding  an  increasing  propor- 
tion of  patients  with  early  lesions  which 
lend  themselves  to  this  less  traumatic,  less 
deforming  and  yet  adequate  operative  pro- 
cedure. 

Extended  Radical  Mastectomy 

Although  anatomical  studies  demonstrate 
that  regardless  of  the  site  of  dye  injection 
into  the  breast  three-quarters  of  the  lym- 
phatic drainage  goes  to  the  axilla  and  one- 
quarter  to  the  internal  mammary  lymph  node 
chain,  clinical  studies  demonstrate  a much 
higher  incidence  of  internal  mammary  node 
metastases  for  medial  lesions  of  the  breast. 
Extended  radical  mastectomy  including  exci- 
sion of  the  internal  mammary  nodes  is  based 
upon  these  findings.  The  location  of  internal 
mammary  nodes  as  plotted  at  the  time  of 
surgery  by  Dahl-Iversen  and  Soerensen  are 
shown  in  Fig.  1.  The  dotted  sector  demon- 
strates the  portion  of  chest  wall  which  we 
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Fig.  1.  Location  of  internal  mammary  nodes  as 
plotted  by  Dahl-Iversen  and  Soerensen. 


routinely  resect  in  removing  this  lymph  node 
complex.  Briefly,  a window  is  cut  from  the 
chest  wall,  removing  the  portion  of  chest 
wall  which  includes  the  internal  mammary 
nodes  en  bloc,  and  still  in  continuity  with 
the  overlying  breast  and  pectoral  muscles. 

The  defect  in  the  chest  wall  is  repaired 
with  sterile  Ox  fascia  applied  over  a stabilized 
chest  wall  which  is  partially  approximated 
with  permanent  stay  sutures  of  #2  monofila- 
ment nylon  in  order  to  avoid  paradoxical 
motion  (Fig.  2).  Primary  closure  is  usually 
obtained.  When  any  difficulty  is  encountered 
in  performing  this  we  mobilize  the  flaps 
through  wide  undermining.  In  these  instances 
through-and  through  stay  sutures  are  placed 
through  the  flaps  and  are  inserted  through 
the  underlying  muscle  and  tied  over  gauze 
bolsters  in  order  to  diminish  tension  on  the 
primary  suture  line.  Underwater  suction  is 


Fig.  2.  Drawing  illustrating  repair  of  defect  in 
chest  wall. 


utilized  for  drainage  of  the  chest  cavity  for 
48  hours  postoperative,  and  constant  low 
pressure  suction  is  applied  beneath  the  flaps 
with  Hemovac  catheters.  Fig.  3 shows  the 
operative  specimen,  demonstrating  the  rela- 
tionship between  the  tumor  in  the  breast  and 
lymphatic  drainage  to  the  axillary  as  well 
as  the  internal  mammary  nodes.  The  long 
thoracic  nerve  is  preserved  but  the  thoraco- 
dorsal is  usually  sacrificed.  This  patient 
shows  very  little  difference  from  the  appear- 
ance following  radical  mastectomy. 


Fig.  3.  Drawing  of  operative  specimen  showing 
relationship  of  the  tumor  to  the  axillary  and  in- 
ternal mammary  lymphatics. 


We  have  now  performed  approximately 
700  extended  radical  mastectomies  concen- 
trating on  medial  and  central  lesions  because 
of  their  relatively  high  risk  of  internal  mam- 
mary spread.  Because  of  this  selection  of 
material  we  have  a relatively  high  take  of 
internal  mammary  metastases  in  this  group, 
approximately  a third  showing  internal  mam- 
mary metastases  while  only  half  have  axil- 
lary node  involvement.  It  is  interesting  that 
with  this  selection  of  material  15  per  cent 
of  all  patients  with  negative  axillae  had 
positive  internal  mammary  nodes.  At  five 
years,  65  per  cent  of  all  patients  are  clinically 
free  of  disease  and  72  per  cent  are  alive,  even 
though  12  patients  who  were  clinically  free 
of  breast  cancer  when  they  died  of  other 
causes  are  included.  Fifty-four  per  cent 
of  the  patients  in  this  group  had  nodal  in- 
volvement. Of  particular  interest  is  the  fact 
that  patients  who  have  only  internal  mam- 
mary metastases  do  as  well  as  those  with 
only  axillary  node  involvement.  In  both 
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groups  approximately  60  per  cent  are  free 
of  disease  at  five  years  and  67  per  cent  sur- 
vive. A respectable  number  of  patients  with 
both  axillary  and  internal  mammary  node 
involvement  survive  at  five  years,  and  40 
per  cent  are  clinically  free  of  disease  at  five 
years.  Certainly  the  presence  of  internal 
mammary  node  metastases  does  not  indicate 
a hopeless  situation.  The  ten  year  survival 
rate  again  is  significant.  In  this  group  54 
per  cent  had  positive  nodes,  51  per  cent  are 
clinically  free  of  disease  and  54  per  cent 
survive  at  ten  years.  Here  again,  patients 
with  only  internal  mammary  disease  do  as 
well  as  patients  with  only  axillary  disease. 
In  both  groups  approximately  50  per  cent  are 
free  of  disease  at  five  years.  Of  particular 
interest  is  the  fact  that  9 per  cent  of  the 
original  patients  operated  upon  developed  a 
new  cancer  in  the  opposite  breast  following 
the  first  operation,  and  nine  in  this  group 
are  free  of  disease  ten  years  after  the  first 
operation.  Again  we  have  included  in  our 
data  20  patients — 7 per  cent  of  the  original 
group — who  died  of  other  causes  while  clin- 
ically free  of  breast  cancer.  The  local  recur- 
rence rate  of  8 per  cent  is  moderately  im- 
pressive since  medial  half  lesions  show  a 
much  higher  local  recurrence  rate  following 
radical  mastectomy  than  lateral  lesions.  The 
great  majority  of  patients  with  local  recur- 
rence developed  disease  locally  following 
prior  evidence  of  distant  systemic  spread. 

Our  overall  experience  for  the  years  1957 
to  1960,  summarized  in  Table  3,  represents 
our  own  approach  to  the  treatment  of  pri- 
mary breast  cancer  through  utilization  of  all 
three  operative  procedures.  Approximately 
two-thirds  of  the  patients  with  infiltrating 
cancer  undergo  radical  mastectomy  and  one- 

TABLE  3 


OVERALL  SALVAGE  RATE  (1957-19601  PRIMARY  BREAST  CANCER 


Patients  #■ 

Therapy 

Axilla 

+ 

Int.mam. 

+ 

5-year 

salvage 

Local 

recurrence 

Operable  203 
(93%)  * 

Rad. mastect. 

Ext.rad.mast. 

135 

M 

46% 

5« 

28% 

Ib’h 

74% 

Total 

203 

49% 

75% 

(5)  2.5% 

Inoperable  16 

Mast.palliat. 

13 

95% 

0 

(9) 

Overall  group 

219 

52% 

70% 

(14)6% 

• 20  cases  c in  situ  lobular  ca  or  non-infiltrating  intraductile  ca  not  included 
above  - 100%  salvage  c mod.  rad.  mastect. 


third  the  extended  procedure.  All  of  the 
non-infiltrating  cancers  have  been  treated  by 
the  modified  approach.  Ninety-three  per 
cent  of  all  patients  with  infiltrating  breast 
cancer  seen  between  1957  and  1960  who 
were  previously  untreated  were  considered 
operable.  In  this  group  49  per  cent  had  posi- 
tive axillary  nodes.  At  five  years  75  per  cent 
are  alive  and  only  2.5  per  cent  show  local 
recurrence.  Seventy-six  per  cent  of  patients 
undergoing  radical  mastectomy  survived  at 
five  years  and  in  this  group  only  46  per  cent 
showed  positive  axillary  nodes.  In  contrast, 
75  per  cent  of  the  patients  undergoing  ex- 
tended radical  mastectomy  survived  at  five 
years  even  though  54  per  cent  showed  axil- 
lary involvement  and  28  per  cent  had  internal 
mammary  involvement.  In  the  inoperable 
group  some  of  whom  underwent  palliative 
mastectomy  for  huge  fungating  tumors,  9 
of  16  patients  showed  local  recurrence.  None 
of  these  survived  five  years.  In  the  overall 
group,  which  includes  all  patients  with  pre- 
viously untreated  infiltrating  breast  cancer, 
70  per  cent  survive  at  five  years  and  only  6 
per  cent  show  local  recurrence.  In  contrast 
all  20  patients  seen  with  in  situ  lobular  or 
non-infiltrating  intraductal  carcinoma  treat- 
ed by  less  extensive  surgical  procedures  are 
free  of  disease  at  five  years. 

Early  Diagnosis 

It  is  encouraging  to  note  that  a growing 
effort  is  being  devoted  to  the  early  detection 
of  breast  cancer.  This  effort  is  still  in  its  in- 
fancy. A great  deal  more  attention  should  be 
channeled  into  this  direction.  The  typical 
experience  of  the  cancer  detection  clinic  at 
University  of  Minnesota,  in  which  asympto- 
matic patients  are  examined  carefully  pri- 
marily through  physical  examination,  is  most 
encouraging.  In  a group  of  asymptomatic 
patients  in  whom  breast  cancer  was  detected 
only  33  per  cent  showed  axillary  node  in- 
volvement and  in  most  cases  this  was  mini- 
mal. The  five  year  survival  rate,  with  con- 
ventional therapy,  was  85  per  cent.  Experi- 
ence at  our  own  Strang  Clinic  in  New  York 
City  is  comparable  with  a five  year  salvage 
rate  of  more  than  90  per  cent  in  the  cancers 
detected  in  asymptomatic  patients  through 
careful  physical  examination. 

A good  number  of  clinically  unsuspected 
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breast  cancers  have  been  disclosed  by  a lib- 
eral policy  of  excising  persistent  masses  of 
the  breast  before  these  masses  developed 
the  pathognomonic  signs  of  breast  cancer. 
At  Memorial  Hospital  between  1945  and  1948 
approximately  11  per  cent  of  local  excisions 
done  for  clinically  benign  disease  revealed 
carcinoma.  Comparison  of  these  cases  with 
a group  of  clinically  diagnosed  breast  can- 
cers during  the  same  period  revealed  a higher 
proportion  of  more  localized  lesions  in  the 
clinically  indefinite  group  and  resulted  in  an 
improved  salvage  rate  in  this  group.  A gen- 
erous policy  of  excising  doubtful  or  clinically 
benign  lesions  of  the  breast  has  yielded  a 
significant  number  of  early  breast  cancers 
which  are  usually  confined  to  the  breast  and, 
in  whom,  axillary  involvement  when  present 
is  usually  minimal. 

More  recently  mammography  and  ther- 
mography have  been  employed  in  this  effort. 
Briefly  in  our  own  experience  with  the  clin- 
ical application  of  mammography,  most  of 
the  3,000  patients  referred  to  the  radiologist 
represented  clinical  problems  in  management 
— ^patients  with  painful,  lumpy  breasts,  with- 
out dominant  lesions,  and  a few  patients  with 
cancer  in  one  breast  with  question  of  a mini- 
mal lesion  in  the  opposite  breast.  In  most  in- 
stances we  were  not  influenced  to  change 
our  decision  to  operate  or  not  to  operate 
based  on  physical  examination.  However,  in 
28  instances  a suspicious  or  positive  mammo- 
gram influenced  us  to  operate  on  the  patient 
despite  negative  clinical  findings,  and  in 
these  14  cancers  were  found,  9 during  the 
in  situ  phase  and  5 during  the  infiltrating 
stage.  This  represents  a real  achievement  of 
mammography.  On  the  other  hand  during  the 
same  time  interval  we  operated  on  28  other 
patients  despite  negative  mammograms,  and, 
in  this  group,  all  28  did  have  breast  cancer, 
21  infiltrating  and  7 in  situ.  Further  break- 
down of  the  pertinent  mammograms  which 
led  to  early  surgical  biopsy  showed  that  of 
the  14  cancers  found  only  5 had  infiltrating 
breast  cancer,  and  in  this  group  only  one 
(20  per  cent)  showed  a positive  axillary 
node.  Nine  patients  were  detected  with  in 
situ  lobular  carcinoma  and  in  one  of  these 
patients,  s;;rangely  enough,  a minimal  metas- 
tases  was  noted  in  one  superficial  axillary 


node  even  though  no  infiltrating  cancer  could 
be  found  in  this  breast.  The  benign  lesions 
which  gave  suspicious  mammographic  find- 
ings comprised  6 papillomatosis,  2 sclerosing 
adenosis  and  3 chronic  mastitis.  The  demon- 
stration of  suspicious  areas  by  mammography 
was  obviously  of  tremendous  help  in  the 
management  of  these  patients.  Whenever  we 
biopsy  such  a breast  the  operative  specimen 
is  x-rayed  in  the  pathology  laboratory  in 
order  to  be  certain  that  the  suspicious  area 
found  on  the  mammogram  is  included  in  the 
operative  specimen. 

In  28  patients  mammograms  were  mislead- 
ing. In  24  instances  the  mammograms  were 
completely  negative  and  4 were  indefinite. 
Clinical  impression  in  these  patients  com- 
prised two  cancer  diagnoses,  14  “rule  out 
cancer”  and  12  benign.  Twenty-one  patients 
in  this  group  had  infiltrating  cancer  (9  with 
positive  nodes) , and  7 showed  in  situ  lobular, 
2 with  concomitant  intraductal,  non-infil- 
trating cancer.  Although  mammography  is 
occasionally  of  use  in  detecting  early  breast 
cancers  before  they  are  apparent  clinically 
it  is  not  a reliable  procedure.  A negative 
mammogram  should  be  disregarded  in  the 
presence  of  suspicious  clinical  findings. 

More  impressive  than  our  personal  experi- 
ence is  the  HIP  mammography  study  now 
being  carried  on  in  New  York  City  by  Dr. 
Philip  Strax.  In  this  study  a large  group  of 
women  are  divided  into  two  categories,  one 
in  which  frequent  physical  and  mammogra- 
phic examinations  are  done  routinely  and  a 
great  deal  of  effort  made  to  detect  breast 
lesions  as  early  as  possible,  while  the  other 
group  is  being  followed  in  a routine  manner 
with  the  usual  physical  examination.  Early 
detection  of  breast  cancer  has  been  greatly 
increased  in  the  patients  undergoing  repeated 
careful  physical  and  x-ray  surveillance.  Of 
interest  is  the  fact  that  an  equally  large 
per  cent  of  patients  were  detected  only  by 
mammography  or  only  by  clinical  examina- 
tion, and  few  were  detected  by  both  mam- 
mography and  clinical  examination.  In  the 
initial  pick  up,  approximately  40  per  cent  of 
patients  were  detected  by  mammography 
only,  40  per  cent  by  clinical  examination,  and 
about  20  per  cent  by  both  mammography  and 
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clinical  examination.  More  than  80  per  cent 
of  patients  detected  by  mammography  only 
had  negative  axillary  nodes  70  per  cent  of 
those  detected  by  only  clinical  examination 
had  negative  axillary  nodes;  while  only  20 
per  cent  of  those  patients  detected  by  both 
methods  showed  negative  nodes.  On  sub- 
sequent examinations  in  the  screening  proj- 
ect the  earliest  lesions  are  detected  either 
by  mammography  or  clinical  examination 
while  the  more  advanced  lesions  are  detected 
by  both  means. 

Bullbrook  and  others  in  their  study  of 
urinary  excretion  products  of  corticosteroids 
and  androgens  have  designated  the  so  called 
“positive”  and  “negative”  discriminants.  Pa- 
tients with  a negative  discriminant  show 
high  corticosteroid  and  low  androgen  levels, 
represents  two-thirds  of  the  patients  with 
breast  cancer,  and  show  a very  poor  response 
to  adrenalectomy  or  hypophysectomy.  The 
negative  discriminant  is  present  in  only  10 
per  cent  of  women  in  the  same  age  group 
in  the  general  population.  Further  investiga- 
tion by  Bullbrook  has  shown  that  the  great 
majority  of  breast  cancers  arise  in  women 
with  negative  discriminant  patterns.  This 
finding  could  be  utilized  to  concentrate 
screening  programs  such  as  mammography 
for  early  diagnosis  on  the  high  risk  group  of 
females  with  negative  discriminant  patterns. 
Bilaterality  of  Breast  Cancer 

In  the  past,  several  clinicians  including 
Bloodgood  and  Pack  have  advocated  simul- 
taneous simple  mastectomy  at  the  time  of 
radical  mastectomy  to  cope  with  the  high 
rislc  of  subsequent  development  of  a cancer 
in  the  opposite  breast.  Henry  Leis  in  New 
York  has  adopted  this  procedure  in  selected 
cases  and  has  found  a relatively  high  inci- 
dence of  bilaterality — approximately  10  per 
cent  with  simultaneous  bilateral  breast  can- 
cer in  his  series.  We  have  approached  this 
problem  in  a different  manner  and  now  rou- 
tinely perform  generous  biopsies  of  the  op- 
posite breast  at  the  time  of  mastectomy. 
Usually  minimal  thickenings  or  areas  con- 
sidered suspicious  on  mammography  are  ex- 
cised. Random  biopsies  of  the  mirror  image 
of  the  proven  cancer  as  well  as  the  tail  of 
the  breast  are  performed  in  an  effort  to  de- 
tect occult  lesions  in  the  opposite  breast 


TABLE  4 

BILATERALITY  OF  BREAST  CANCER- 347  CASES  Uan. '64- Dec. ‘671 
OPPOSITE  BREAST 


Primary  lesion 
and  treatment 

Number 

Ca 

A 

Previous 

biopsied 

Ben  ign 

' Infill 

Non-infilt! 

masted. 

299  infilt.ca 
(rad. or  ext. rad.) 

183 

156 

14' 

13 

13 

48  non-infilt. 

(mod.  rad. ) 

33 

22 

1 

10 

5 

347  total 

216 

178 

23 

18  , 

165%) 

V 

16%  bilat.  ca 
(11%  simultaneous) 

(5  suspected  clinicallyl 


when  physical  examination  is  negative. 

Table  4 demonstrates  our  findings  in 
216  biopsies  of  the  opposite  breast  in  a total 
group  of  347  patients.  Eighteen  per  cent  of 
the  biopsies  were  positive.  This  includes  five 
patients  in  whom  we  suspected  bilateral 
breast  cancer  on  clinical  examination.  In  the 
overall  group  we  found  15  infiltrating  can- 
cers and  23  non-infiltrating  cancers  in  the 
opposite  breast.  Of  equal  interest  is  the  fact 
that  16  per  cent  of  the  benign  biopsies  were 
considered  atypical  lobular  hyperplasia  and 
atypical  papillomatosis.  These  atypical  le- 
sions are  potentially  dangerous.  Some  pa- 
tients with  atypical  lesions  who  have  been 
followed  closely  have  later  developed  can- 
cers, several  in  situ  and  one  infiltrating 
of  this  atypical  group.  It  is  likely  that 
the  majority  of  patients  with  atypical 
lesions  will  not  develop  frank  infiltrating 
breast  cancer.  It  is  possible  that  further  in- 
formation regarding  the  development  of 
breast  cancer  will  be  afforded  through  studies 
of  this  atypical  group.  When  infiltrating 
breast  cancer  is  present  in  the  first  breast 
there  is  greater  likelihood  of  finding  infil- 
trating cancer  in  the  opposite  breast,  where- 
as with  non-infiltrating  cancer  in  the  first 
breast  the  predominant  lesion  found  in  the 
opposite  breast  is  usually  also  at  the  non-in- 
filtrating stage.  Eleven  per  cent  of  all  pa- 
tients undergoing  mastectomy  in  this  group 
had  simultaneous  bilateral  breast  cancers 
and  were  treated  by  simultaneous  bilateral 
mastectomies.  If  we  include  subsequently  de- 
veloped cancer  in  the  remaining  breast  our 
overall  incidence  of  bilaterality  (including 
non-infiltrating  cancers)  rises  to  16  per  cent. 
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Simultaneous  biopsy  of  the  opposite  breast 
has  detected  the  second  cancer  at  a much 
earlier  stage  than  can  be  attained  when  pa- 
tients who  had  previously  undergone  a mas- 
tectomy are  operated  upon  after  minimal 
signs  appear  in  the  remaining  breast.  In  the 
simultaneous  biopsy  group  only  one  patient 
out  of  15  with  infiltrating  breast  cancer  had 
positive  nodes,  and  60  per  cent  of  the  second 
cancers  were  non-infiltrating.  In  contrast,  in 
the  group  who  had  undergone  previous  mas- 
tectomy and  in  whom  the  second  lesion  was 
found  on  careful  follow-up  examination  23 
per  cent  of  the  infiltrating  cancers  had  posi- 
tive axillary  nodes  and  only  28  per  cent  of 
patients  were  detected  during  the  non-in- 
filtrating  stage. 

Aggressive  Local  Treatment 

It  is  important  to  realize  that  some  locally 
recurrent  breast  cancers  are  still  curable 
long-term  wise.  Agressive  local  therapy  is 
indicated  when  patients  present  with  local 
recurrence  and  no  evidence  of  systemic  dis- 
ease. Patients  with  a solitary  recurrence  in 
the  operative  area,  with  a solitary  para- 
sternal chest  wall  recurrence,  or  with  local 


recurrence  in  the  axillary  nodes  should  be 
treated  aggressively,  with  an  attempt  at  long 
term  cure  by  local  surgery  or  super  voltage 
x-ray  therapy.  These  patients  are  not  candi- 
dates for  systemic  therapy  at  this  stage.  All 
efforts  at  local  control  should  be  exhausted 
before  any  attempt  at  systemic  control  of 
disease  is  utilized.  The  systemic  approach 
should  be  used  only  when  there  is  evidence 
of  systemic  disease. 

Summary 

Since  all  current  means  of  systemic  ther- 
apy are  at  best  palliative,  uncertain  and  tem- 
porary. Since  the  patient’s  only  opportunity 
for  permanent  cure  is  through  successful 
primary  therapy,  current  refinements  in  early 
diagnosis  and  primary  treatment  must  be 
utilized  and  refined  to  the  utmost  if  we  are 
to  improve  the  salvage  of  patients  with  breast 
cancer.  Any  progress  in  this  field  necessitates 
full  cooperation  of  all  individuals  involved — 
the  patient,  clinician,  surgeon,  pathologist 
and  radiologist.  Good  cancer  control  cannot 
be  legislated  and  can  only  result  from  full 
cooperation  and  maximum  effort  from  all  in- 
volved. 
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Ski  injuries  and  their  prevention 

Charles  D.  Magill,  MD,  Denver 


Why  leap  ye,  ye  high  hills?  this  is 
the  hill  which  God  desireth  to  dwell 
in;  yea,  the  Lord  will  dwell  in  it 
forever.  Psalms  68:16 


That  time  of  year  has  arrived  when  phy- 
sicians of  the  Rocky  Mountain  area  may  be- 
gin to  wonder — Why  ski!.  Some  of  us  will 
instead  consider  snow-shoeing  or  indoor 
amusements.  However,  there  will  be  many 
of  us,  along  with  our  patients,  who  will  ski. 
As  physicians  living  in  Ski  Country,  USA, 
we  are  stimulated  perhaps  more  than  others 
to  study  the  sport.  Such  study  should  pre- 
pare us  better  to  offer  medical  support  to 
the  Winter  Olympics,  in  event  they  are  held 
here  in  1976.  In  addition,  as  citizens  in  a 
state  where  skiing  is  big  business,  we  should 
do  what  we  can  to  prevent  injuries,  because 
lack  of  injuries  promotes  business.  It  is  the 
purpose  of  this  article  to  review  a few  cases 
and  thus  to  re-emphasize  established  prin- 
ciples of  ski  medicine,  to  furnish  better  ad- 
vice for  ski  shop  sales  people,  and  especially 
to  counsel  and  protect  our  patients. 

Material 

This  is  an  analysis  of  33  cases  of  ski 
injuries  which  I have  treated.  There  were  18 
males  and  15  females.  Injuries  to  the  upper 
extremity  constituted  15  per  cent.  These 
were  2 thumb  fractures,  I thumb  sprain,  1 
acromioclavicular  sprain,  and  1 shoulder  dis- 
location. Injuries  to  the  lower  extremity 
accounted  for  85  per  cent  of  the  total,  and 
these  were  compared  with  large  series  from 
Syracuse  (New  York),  Mt.  Snow  (Vermont), 
Sun  Valley  (Idaho),  and  Laurentians  (Can- 
ada) (Table  1).*  A similar  comparison  with 
regard  to  age  was  made  (Table  2) . 


TABLE  1 

TYPES  OF  LOWER  EXTREMITY  INJURIES 


NO. 

NO.  OTHER 

Per 

AUTHOR’S 

Per 

INJURY 

SERIES 

(TEXT) 

Cent 

SERIES 

Cent 

Sprain  foot 

or  ankle 

664 

22 

5 

15 

Sprain  knee 
Fracture  foot 

580 

18 

8 

25 

or  ankle 
Fracture  tibia 

327 

12 

4 

12 

or  fibula 

278 

11 

7 

21 

Unclassified 

— 

— 

4 

12 

TOTALS 

1849 

63% 

28 

85% 

TABLE  2 

AGES  OF  ALL  INJURED  SKIERS 

AGE 

PER  CENT  OTHER 

PER  CENT 

GROUP 

SERIES  (TEXT) 

AUTHOR’S  SERIES 

0-6 

2 

0 

7-12 

24 

12 

13-17 

29 

15 

18-21 

21 

10 

22-30 

14 

33 

31-40 

7 . 

15 

over  40 

3 

10 

unknown 

— 

5 

TOTALS 

100% 

100% 

Of  seven  tibial  fractures,  five  were  in 
girls,  ages  7,  10,  10,  13,  and  13.  The  causes 
of  injury  in  these  girls  were  (1)  direct  col- 
lision, incomplete  release  of  bindings,  (2) 
wet  snow,  binding  didn’t  release,  in  two  in- 
stances, and  (3)  out  of  control,  sat  down 
caught  an  edge,  binding  did  release. 

In  this  series  the  causes  of  injury  over- 
lap, thus  accounting  for  more  than  100  per 
cent,  as  follows:  (1)  53  per  cent,  snow  or 
obstacle  hazards,  (2)  47  per  cent,  difficulty 
with  bindings  adjustment  or  release,  (3)  13 
per  cent,  lack  of  skiing  ability,  and  (4)  13 
per  cent,  lack  of  physical  conditioning.  The 
obstacle  hazards  were  direct  collision,  either 
with  skiers  or  their  sitzmarks,  or  icy  or  wet 
snow. 

All  of  these  patients  were  treated  without 
surgery.  The  most  serious  injuries,  tibial 
fractures,  healed  with  the  immediate  weight- 
bearing technic.  All  other  injuries  healed 
uneventfully. 
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Discussion 

Howorth^  has  listed  sports  injuries  per 
1,000  man  days  as  follows:  soccer  9,  ice 
hockey  7,  skiing  6,  football  5,  baseball  2, 
basketball  1.3,  and  mountaineering  1.0.  The 
incidence  of  ski  injuries  has  been  reported 
to  be  4 to  7 per  1,000  skiers  per  day.^  The 
author  agrees  with  others  that  there  is  no 
permanent  disability  from  ski  injury  in  chil- 
dren,^ and  with  closed  methods  of  treatment, 
there  is  very  little  in  adults."* 

Skiing  offers  pleasure  to  many,  such  as 
communication  with  nature,  total  motion  of 
the  body,  powdery  snow,  gravity  doing  the 
work.  Skiing  demands  concentration,  for  if 
one  thinks  of  worldly  cares,  he  falls.  To  the 
scientist,  the  seven  basic  principles  of  the 
American  Ski  technic^  offer  an  intellectual 
and  physical  challenge.  Ski  injuries  deserve 
to  be  prevented.  There  have  been  several  ar- 
ticles pointing  up  the  many  causes  of  ski 
injury.*"®  However,  I believe  that  attention 
to  three  basic  considerations  should  be  known 
by  all  skiers,  ski  shop  proprietors,  and  phy- 
sicians. 

1.  Conditioning.  “Total  motion  is  the  most 
important  principle  of  technical  perfection 
in  all  sports.  It  means  that  the  entire  body 
is  involved.  The  skier  does  not  attempt  to 
ski  with  the  feet  and  skis  alone.  The  forces 
which  affect  balance  and  motive  power  focus 
in  the  center  of  mass.  All  efforts  to  achieve 
a perfect  result  with  leg  work  are  usually 
doomed  to  failure.”®  Training  camps  for  four 
months  before  skiing  are  common  in  Europe.* 
Fall  training  camps  have  recently  been  set 
up  in  Aspen  for  potential  American  racers,  on 
the  belief  that  improved  conditioning  means 
fewer  injuries.  Because  the  skier  requires 
more  than  leg  work,  the  author  recommends 
jogging  one  mile,  under  ten  minutes,  three 
times  a week,  as  a year-round  activity. 


2.  Instruction.  In  spite  of  conditioning, 
those  who  plunge  into  skiing  with  careless- 
ness and  ignorance  will  have  problems.  Tech- 
nical instruction  and  courtesy  are  part  of 
the  standardized  American  Ski  Technic.  A 
trained  dog  is  a pleasure,  an  untrained  one, 
a nuisance.  Lessons  are  readily  available  and 
interchangeable  among  the  various  areas. 

3.  Bindings.  For  the  recreational  skier 
these  must  be  set  lighter  rather  than  tighter. 
Usually  the  ski  equipment  renters  do  not 
adjust  bindings.  Bindings  must  be  set  ac- 
cording to  the  type  of  skiing.  They  must  re- 
lease all  day  long.  Sometimes,  they  freeze. 
Bindings  should  be  self-checked  throughout 
the  day.  As  in  surgery,  if  one  worries  about 
complications,  they  usually  do  not  happen. 

Summary 

The  author  has  reflected  on  his  own  ex- 
perience and  that  of  others.  The  joys  of 
skiing  are  preserved  with  attention  to  con- 
ditioning, instruction,  and  bindings.  To  the 
disbelievers,  is  offered  a poem  by  Stephen 
Leech  in  Harwood  and  Strange.* 

Away  golf  clubs  and  away  outboards 
Here  come  the  roaring,  thundering  hordes 
of  skiers  who,  though  properly  shod 
Often  wind  up  at  the  orthopod. 

So  skiers  stock  up  with  crutches  and 
braces 

‘Ere  starting  off  to  the  slalom  races 
For  just  ahead  of  every  Christy  turn 
Stands  the  orthopod  with  a living  to  earn. 

So  tighten  your  laces  and  check  your 
ski  poles 

While  golfers  lament  and  turn  into  moles 
But  just  be  careful  before  the  season 
is  done 

Or  only  the  orthopod  will  have  won. 
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UNIVERSITY  OF  NEW  MEXICO 
SCHOOL  OF  MEDICINE 


Eosinophilic  pleural  effusion 

and  bronchiectasis 


MODERATOR:  William  S.  Curran,  MD,  Adjunct  Assistant  Professor  of  Medicine 

PARTICIPANTS:  John  N.  Wilson,  MD,  Associate  Professor  of  Surgery 
Jon  D.  Shoop,  MD,  Assistant  Professor  of  Radiology 
James  Tarro,  MD,  Resident  in  Medicine 


Case  presentation 

Dr.  Tarro:  A 43-year-old  single  female  was 
admitted  to  the  Bernalillo  County  Medical 
Center  on  August  14,  1968,  with  a history  of 
right  anterior  and  lateral  pleuritic  pain  for 
one  week  with  production  of  small  amounts 
of  greenish  sputum.  She  felt  warm  but  had 
no  chills  or  sweats.  Four  months  before  ad- 
mission she  had  similar  symptoms,  and  by 
x-ray  there  was  evidence  of  consolidation  of 
the  right  middle  lobe.  Later  a right  pleural 
effusion  developed.  Sputum  culture  at  that 
time  revealed  Hemophilus  Influenza.  Peni- 
cillin and  Ampicillin  treatment  resulted  in 
clearing  over  the  next  few  weeks.  Inter- 
mediate tuberculin  test  and  repeated  cultures 
for  tuberculosis  were  negative.  Thoracentesis 
was  performed,  and  the  cloudy  yellow  fluid 
had  specific  gravity  of  1.020,  protein  4.7  Gm%, 
9,800  WBC’s  with  53  per  cent  eosinophiles 

* Edited  by  A.  H.  Greenhouse,  MD,  Acting  Chairman,  De- 
partment of  Medicine  and  W.  S.  Curran,  MD,  Assistant 
Scientific  Editor  for  New  Mexico,  Albuquerque.  Pre- 
sented August  28,  1968. 


and  5,000  BBC’s.  All  cultures  were  negative. 
Bronchoscopy  showed  “bronchitis,”  and 
bronchogram  on  the  right  was  considered 
normal.  Following  discharge  she  considered 
herself  well. 

The  patient  had  had  a “smoker’s  cough” 
for  many  years.  A younger  sister  has  bron- 
chiectasis of  the  lingula  following  slowly 
resolving  pneumonia  for  which  she  had  re- 
fused surgery;  so  far  she  has  been  managed 
successfully  medically. 

By  examination  on  admission  there  was 
dullness,  a friction  rub  and  diminished  breath 
sounds  over  the  right  middle  lobe  area. 
Temperature  was  normal,  as  were  routine 
blood  count,  urinalysis  and  3 LE  prepara- 
tions. Sputum  cultures  revealed  “normal 
flora.”  Thoracentesis  produced  a pleural 
fluid  with  15,000  BBC’s  and  5,000  WBC’s  con- 
taining 50  per  cent  eosinophiles.  Boutine 
and  acid  fast  cultures  were  again  negative. 
A pleural  needle  biopsy  showed  “nonspecific 
inflammation.”  Bepeat  intermediate  tuber- 
culin and  fungal  skin  tests  were  nonreactive. 
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but  a second  strength  tuberculin  was  posi- 
tive. Pulmonary  function  tests  revealed 
slightly  decreased  flow  rates,  a normal  re- 
sidual volume  and  arterial  blood  pOz  and 
pCOg.  Repeat  bronchograms  will  be  dis- 
cussed by  Dr.  Shoop. 

Dr.  Shoop:  On  March  6,  1968,  an  infiltrate 
can  be  seen  which  involves  mainly  the  medial 
segment  of  the  right  middle  lobe.  The  major 
fissure  bows  upward  and  anteriorly,  sug- 
gesting volume  loss  in  this  lobe.  The  left 
lung  appears  normal.  No  pleural  effusion  was 
present  at  this  time.  Another  film  was  not 
taken  until  April  12,  1968,  and  this  reveals 
some  decrease  in  the  density  of  the  right 
middle  lobe  with  continued  partial  collapse. 
A right  pleural  effusion  is  present  extending 
into  the  major  fissure.  Following  chest  tap 
the  bronchogram  done  in  April,  1968,  is  in- 
deed almost  “normal”;  however,  the  middle 
lobe  bronchi  are  not  filled  distally  and  ab- 
normalities may  have  been  present  in  this 
area.  In  June,  1968,  the  middle  lobe  shows 
about  the  same  degree  of  collapse,  and  in- 
filtration remains  in  the  medial  segment.  On 
August  14,  1968,  there  is  an  apparent  recur- 
rence of  the  right  pleural  effusion.  After 
repeat  thoracentesis  the  right  middle  lobe 
shows  some  increase  in  volume,  but  the  me- 
dial segment  is  still  not  clear.  Repeat  bron- 
chogram demonstrates  both  cylindrical  and 
early  peripheral  saccular  bronchiectasis.  The 
cylindrical  changes  are  probably  secondary  to 
atelectasis. 

Discussion 

Dr.  Curran:  Dr.  Anthony  Williams  and  I 
became  interested  in  eosinophilic  pleural  ef- 
fusion in  1962  because  of  3 patients  we  had 
seen  in  the  previous  two  years.^  In  one,  pleu- 
ral fluid  eosinophiles  were  seen  on  examina- 
tion for  malignant  cells.  After  prolonged 
study  he  was  found  at  thoracotomy  to  have 
coccidioidomycosis.  Subsequently  a case  re- 
port has  appeared  describing  eosinophilic  ef- 
fusion with  histoplasmosis.^  One  of  our  other 
patients  proved  to  have  pulmonary  infarction, 
and  the  other  was  presumed  to  have  an  in- 
fection, cause  unknown. 

Between  1950  and  1967  I have  found  re- 
ports of  91  patients  with  eosinophilic  pleural 
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effusion  (defined  as  pleural  fluid  in  which 
more  than  5 per  cent  of  the  WBC’s  are 
eosinophiles.)'^  There  is  usually,  though  not 
always,  a blood  eosinophilia  as  well.  This  is 
generally  lower  than  the  per  cent  of  eosino- 
philia in  the  pleural  fluid.  The  general  causes 
are  listed  in  Table  1.  One  of  the  major  cate- 
gories other  than  infection  is  “allergic”  effu- 
sion (as  in  the  Loeffler’s  type  syndrome  in 
asthmatics  which  is  occasionally  complicated 
by  effusion),  lupus,  sarcoid  and  rheumatoid 
arthritis.  Trauma,  particularly  related  to 
spontaneous  pneumothorax  with  effusion  and 
following  surgery,  has  been  another  reported 
cause.  Carcinoma  produces  this  type  of  effu- 
sion rarely,  but  eight  patients,  including  one 
with  Hodgkin’s  disease,  have  been  described. 
Pulmonary  infarction  at  times  can  be  diag- 
nosed by  the  presence  of  eosinophilic  effu- 
sion, usually  bloody,  in  the  presence  of  a 
characteristic  history.^ 

Finally,  there  are  eosinophilic  effusions 
caused  by  infection,  which  we  presume  is  the 
case  with  our  patient  today.  As  can  be  seen 
from  the  Table,  these  make  up  about  one- 
third  of  the  patients  described  in  the  recent 
medical  literature. 

Pleural  effusions  in  general  are  much  less 
common  than  in  the  pre-antibiotic  era  when 
pneumococcic  pneumonia  with  empyema  and 
tuberculosis  were  so  frequent.  In  1914  Osier 
stated  that  65  per  cent  of  patients  with  pneu- 
mococcic pneumonia  develop  effusion  and  5 
per  cent  have  more  than  400  cc,  an  amount 
which  can  be  seen  by  x-ray.®  Workers  in 
Scandinavia,  and  other  parts  of  Europe,  have 
estimated  that  1 to  2 per  cent  of  pleural 
effusions  are  eosinophilic.®  It  must  be  em- 
phasized that  to  make  this  diagnosis  the  tra- 
ditional “chamber”  differential  count  is  not 
adequate — eosinophiles  will  be  identified  as 


TABLE  1 

CAUSES  OF  EOSINOPHILIC  PLEURAL 
EFFUSION  SINCE  1950. 


(1) 

“Allergic” 

24 

(2) 

Trauma 

19 

(3) 

Malignancy 

8 

(4) 

Pulmonary  Infarcts 

10 

(5) 

Infections 

Known 

6 

Unknown 

24 

Total 

91 
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polymorphonuclear  leukocytes.  A Wright 
Stain  must  be  performed.  When  pneumococcic 
pneumonia  with  empyema  was  common, 
Bayne- Jones  at  Johns  Hopkins®  and  Scott  and 
Finland  in  Boston^  both  described  the  occa- 
sional occurrence  of  eosinophil es.  Scott  and 
Finland  felt  that  this  was  a phenomenon  oc- 
curring in  the  third  week  or  so  following  the 
initial  appearance  of  a polymorphonuclear 
fluid. 

Nowadays  a high  proportion  of  patients 
with  empyema  have  gram-negative  infec- 
tions. I was  interested  to  read  in  one  of  the 
fine  series  of  papers  by  Tillotson  and  Lerner 
from  Henry  Ford  Hospital  in  1968®  that  four 
out  of  eight  patients  with  pseudomonas  em- 
pyema had  blood  eosinophilia.  Wright’s  stain 
smears  of  the  pleural  fluid  were  not  done 
As  already  mentioned  blood  eosinophilia  is 
frequently  present  in  patients  who  have 
eosinophilic  pleural  fluid.  Ford  and  Tillotson 
had  only  one  case  with  hemophilus  influenza 
pneumonia,  the  gram-negative  rod  cultured 
in  our  patient.  This  was  a woman  with 
chronic  obstructive  disease  who  did  not  have 
pleural  effusion.  As  you  know,  H.  influenza 
is  a common  cause  of  acute  respiratory  infec- 
tions in  children  and  is  felt  by  a majority  of 
chest  physicians  in  Britain  and  the  U.  S.  to 
cause  exacerbations  of  chronic  bronchitis. 
However,  primary  acute  pneumonia  due  to 
H.  influenza,  such  as  apparently  occurred  in 
today’s  patient,  is  rare.  There  is  one  report 
of  25  cases  of  H.  influenza  pneumonia  from 
Britain.®  There  was  no  data  on  incidence  of 
eosinophilia  or  empyema.  It  would  be  inter- 
esting indeed  if  any  of  the  gram-negative 
organisms  are  prone  to  stimulate  an  eosino- 
phile  reaction  in  blood  or  pleural  fluid. 

The  majority  of  eosinophilic  pleural  effu- 
sions associated  with  infections  in  recent 
years  are  associated  with  agents  as  yet  uni- 
dentified. In  24  cases  with  infection  of  unde- 
termined cause  collected  from  the  literature 
since  1950,  the  symptoms  have  usually  sug- 
gested a viral,  rickettsial  or  possibly  a fungal 
etiology,  with  generalized  aching,  malaise, 
fever  and  occasionally  a pulmonary  infiltrate. 
The  course  of  these  illnesses  is  generally  be- 
nign, although  the  course  has  been  as  long  as 
4 to  6 months  with  a tendency  to  relapses. 


In  Scandinavia  there  has  been  particular  in- 
terest in  dfferentiating  patients  with  eosino- 
philic effusion  from  those  with  tuberculous 
effusion.  Two  Finnish  workers  described  17 
patients  with  the  benign  eosinophilic  syn- 
drome.® They  did  not  receive  antituberculous 
drugs  and  were  followed  up  to  ten  years. 
Tuberculosis  developed  in  2 (11  per  cent),  one 
of  whom  had  had  renal  TB  in  childhood.  In 
a control  series  of  non-eosinophilic  effusions 
there  was  a 40  per  cent  incidence  of  later 
pulmonary  tuberculosis,  quite  comparable  to 
U.  S.  figures  in  the  days  before  effective 
chemotherapy.  These  authors  and  others  have 
concluded  that  an  eosinophilic  effusion  is  al- 
most never  tuberculous.  This  is  supported  by 
the  data  of  Arrington  et  aP®  from  Fitzsimons 
Army  Hospital  where  none  of  26  patients 
with  non-specific  inflammation  by  pleural 
biopsy  and  not  receiving  chemotherapy  de- 
veloped TB  during  follow-up  from  1957-67. 
Half  of  these  soldiers  had  eosinophilic  effu- 
sions while  only  2 (8  per  cent)  of  25  in  the 
group  with  pleural  biopsy-proved  tuberculo- 
sis had  more  than  10  per  cent  eosinophiles 
in  the  pleural  fluid. 

What  is  the  cause  of  this  appearance  of 
eosinophiles  in  pleural  fluid?  Bayne-Jones® 
suggested  an  allergic  reaction  to  split  pro- 
teins which  in  turn  might  produce  autolysis 
of  thick  empyema  fluid  and  a favorable  prog- 
nosis. Chapman  in  Dallas”  has  made  the  in- 
teresting observation  that  a rat’s  blood,  in- 
jected into  his  peritoneal  space,  produces  a 
brisk  eosinophilic  response  and  that  the  spe- 
cific stimulating  substance  is  a protein  com- 
ponent of  red  cell  stroma.  Bloody  effusions 
caused  by  trauma,  pulmonary  infarct  and 
cancer  might  well  be  explained  in  this  way. 
However,  at  least  one-third  of  the  patients 
with  eosinophilic  effusion  do  not  have  a sig- 
nificant amount  of  blood  in  the  fluid,®  and 
other  explanations  must  be  sought.  Fungal 
organisms  apparently  provoke  eosinophilia 
and  the  same  may  be  true  of  some  bacteria 
and  viruses.  The  Fitzsimons  group  has  sug- 
gested the  PPLO-mycoplasma  group  of  or- 
ganisms as  a possible  cause. 

Let  me  make  a final  plea  that  cell  counts 
on  pleural  fluid  be  done  with  a Wright’s  Stain 
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smear.  In  this  way  we  can  gather  more  infor- 
mation about  this  interesting  and  often  diag- 
nostically helpful  phenomenon. 

At  this  point,  I would  like  to  call  on  Dr. 
Wilson  for  his  comments  in  two  areas.  Will 
the  pleural  thickening  in  our  patient  require 
decortication,  and  would  you  recommend  re- 
section of  the  damaged  right  middle  lobe? 
It  is  interesting  that  her  sister  also  has 
bronchiectasis,  raising  the  question  of  some 
host  abnormality  that  predisposes  to  slow 
resolution,  partial  collapse  and  permanent 
damage. 

Dr.  Wilson:  The  films  and  pulmonary 
function  studies  do  not  show  changes  that 
would  indicate  significant  limitation  of  her 
ventilatory  capacity  at  this  time,  but  it  is 
too  soon  after  her  infection  to  make  a 
final  evaluation.  However,  if  the  changes 
remained  a year  following  the  infection,  and 
if  she  was  left  with  permanent  pleural  thick- 
ening and  blunting  of  her  costophrenic  angle, 
then  one  should  re-evaluate  the  situation. 
My  guess  would  be  that,  even  if  this  were 
a permanent  change,  it  would  not  be  signifi- 
cant enough  to  necessitate  surgery.  On  the 
other  hand,  I do  not  think  that  there  is  much 
question  about  the  treatment  of  her  bron- 
chiectatic  middle  lobe.  The  presence  of 
bronchiectasis  was  suspected  before  the 
bronchogram  was  done  this  morning.  She 
has  had  2 attacks  of  pneumonia  during  the 
past  six  months.  If  the  bronchiectasis  were 
not  present  one  could  try  intensive  medical 
therapy  and  we  might  be  surprised  to  see 
how  much  resolution  of  a fresh  lesion  could 
occur.  However,  she  has  lost  volume  in  the 
right  middle  lobe  and  the  presence  of  in- 
fection needs  attention.  It  seems  quite  likely 
that  the  structure  of  the  lung  is  altered,  lead- 
ing to  permanent  collapse. 

Do  you  really  think  that  the  collapse  and 
bronchiectasis  are  reversible? 

Dr.  Shoop:  I worry  about  the  saccular 
changes  and  it  seems  hkely  that  the  lung 
around  these  saccules  has  been  permanently 
damaged. 

Physician:  I believe  that  reversal  of  sac- 
cular bronchiectasis  occurs  only  in  associa- 
tion with  foreign  body  obstruction.  After 


removal  of  this  foreign  body  the  ectasia  can 
disappear.  However  ectasia  due  to  infection 
alone  is  pyermanent. 

Dr.  Curran:  There  is  at  least  one  study  in 
the  literature  indicating  that  non-obstructive, 
post-infectious  sacular  bronchiectasis  is  oc- 
casionally reversible.^^ 

Physician:  She  does  have  a positive  sec- 
ond strength  PPD;  is  antituberculous  therapy 
indicated? 

Dr.  Curran:  Cultures  for  tuberculosis  have 
been  negative  and  I do  not  see  any  indication 
for  this  type  of  treatment,  especially  since 
eosinophilic  effusion  is  rarely  associated  with 
TB. 

Physician:  Since  her  bronchiectasis  is  sec- 
ondary to  her  pneumonia  and  it  is  not  an 
emergency  I would  suggest  a follow-up 
bronchogram  in  six  months  or  a year;  there 
may  be  a distinct  improvement. 

Dr.  Curran:  I would  also  like  to  suggest 
that  medical  treatment  including  intermit- 
tent positive  pressure  breathing,  very  care- 
ful attention  to  tracheal  toilet,  postural  drain- 
age, prevention  of  infection  and  similar  meas- 
ures be  given  a trial  of  about  three  months. 
At  that  time,  depending  on  response,  a deci- 
sion about  surgery  could  be  made. 

Dr.  Wilson:  Four  months  ago  this  patient 
was  having  enough  trouble  and  recurrent  dif- 
ficulties that  a bronchogram  was  thought 
indicated.  The  films  were  interpreted  as  nor- 
mal, but  Dr.  Shoop  has  pointed  out  that  ade- 
quate filling  was  not  obtained.  I believe  that 
bronchiectasis  was  present  when  the  first 
“normal”  bronchogram  was  reported.  If  ag- 
gressive medical  therapy  had  been  instituted 
at  that  time  the  changes  may  or  may  not  have 
reversed.  However,  it  seems  now  that  recur- 
rent episodes  are  proof  of  an  underlying  le- 
sion which  must  be  removed  if  her  problem 
is  going  to  be  cured. 

Dr.  Curran:  You  have  a valid  point.  Pre- 
sumably there  is  some  risk  that  another  in- 
fection could  cause  her  bronchiectasis  to 
spread  since  she  already  has  generalized 
bronchitis.  However,  this  does  not  appear  to 
have  happened  to  the  sister  with  lingular 
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bronchiectasis  and  partial  collapse  whom  we 
have  now  treated  medically  for  over  a year 
and  who  is  asymptomatic.  Incidentally,  we 
plan  to  repeat  bronchograms  on  the  sister  in 
a few  months. 

Dr.  Wilson:  Was  a left  bronchogram  done? 

Dr.  Curran:  It  has  not  yet  been  done  but 
prior  to  surgery  it  would  of  course  be  indi- 
cated to  make  sure  that  bronchiectasis  is  not 
present  on  the  other  side  as  well. 

If  surgery  were  not  done  what  might  be 
the  effect  on  the  remaining  normal  portion  of 
the  right  lung? 

Dr.  Wilson:  It  seems  plain  that  the  patient 
was  not  cured  between  her  two  episodes  of 
pneumonia  in  spite  of  feeling  well.  If  this 
lesion  is  not  removed  I think  it  likely  that  she 
will  continue  to  soil  and  contaminate  other 
areas  of  the  lung  and  may  well  get  further 


significant  infection.  A number  of  patients 
who  started  with  relatively  localized  areas 
of  bronchiectasis  such  as  are  seen  in  this 
case  have  refused  surgery.  Then,  2 or  3 
years  later  other  segments  of  that  lung  or 
the  contralateral  lung  have  developed  bron- 
chiectasis, apparently  by  bronchial  spread  of 
infection. 

Dr.  Curran:  We  did  question  this  patient 
carefully  about  symptomatic  recovery  and 
as  far  as  she  was  concerned  she  was  com- 
pletely normal  between  these  two  episodes. 
I’m  sure,  however,  that  chronic  bronchitis 
was  present  and,  perhaps,  early  bronchi- 
ectasis. There  is  still  some  controversy  as  to 
whether  bronchiectasis  “spreads”  to  other 
normal  parts  of  the  lung  or  whether  these 
areas  are  abnormal  to  begin  with. 

Addendum:  Right  Bronchogram  was  repeated  on  No- 
vember 29,  1968  and  the  atelectasis  and  bronchiectatic 
changes  were  no  longer  present.  Some  pleural  thickening 
was  still  apparent. 


REFERENCES 

I Curran,  W.  S.,  and  Williams,  A.  W. : Eosinophilic  pleural  effusion : A clue  in  differential  diag- 
nosis. Arch.  Int.  Med.  111:809,  1963. 

" Campbell,  G.  D.,  and  Webb,  W.  R.:  Eosinophilic  pleural  effusion.  Am.  Rev.  Resp.  Dis.  90:194, 
1964. 

3 MacMurray,  F.  G.,  Katz,  S.,  and  Zimmerman,  M.  J. : Pleural  fluid  eosinophilia.  New  England 
J.  Med.  243:330,  1950. 

* Robertson,  R.  F. : Pleural  eosinophilia.  Brit.  J.  Tuberc.  48:111,  1954. 

5 Bayne-Jones,  S.:  Pleural  eosinophilia:  With  report  of  a case.  Bull.  Johns  Hopkins  Hosp. 
27:12,  1916. 

8 Jarvinen,  K.  A.  T.,  and  Kahanpaa,  A.:  Prognosis  in  cases  with  eosinophilic  pleural  effusion. 
Acta.  Med.  Scand.  164:245,  1959. 

^ Scott,  T.  F.  M.  and  Finland,  M. : Cytology  of  pleural  effusions  in  pneumonia  studied  with 
supravital  technique.  Am.  J.  M.  Sc.  188:322,  1934. 

* Tillotson,  J.  R.,  and  Lemer,  A.  M. : Characteristics  of  pseudomonas  pneumonia.  Ann.  Int.  Med. 
68:295,  1968. 

s Goldstein,  E.,  Daly,  A.  K.,  and  Seamans,  C.:  Hemophilus  influenza  as  a cause  of  adult  pneu- 
monia. Ann.  Int.  Med.  66:35,  1967. 

10  Arrington,  C.  W.,  Hawkins,  J.  A.,  Richert,  J.  H.,  and  Hopeman,  A.  R. : Management  of  un- 
diagnosed pleural  effusions  in  positive  tuberculin  reactors.  Am.  Rev.  Resp.  Dis.  93:587,  1966. 

II  Chapman,  J.  S.:  Effects  of  solvents  on  eosinophilic  stimulating  substance  of  erythrocyte  stroma. 
Proc.  Soc.  Exp.  Biol.  Med.  108:566,  1961. 

12  Bachman,  A.  L.,  Hewitt,  W.  R.,  and  Beekley,  H.  C.:  Bronchiectasis.  A bronchographic  study  of 
sixty  cases  of  pneumonia.  Arch.  Int.  Med.  91:78,  1953. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

3890  ELM  STREET  — TEL.  388-5731 

— DENVER,  COLORADO  80207 

Offices  also  in: 

Colorado  Springs,  Colorado 

1202  Kingsley  Drive,  635-8768 

Salt  Lake  City,  Utah 

Medical  X-Ray  Equipment 

21  Kensington  Street,  485-8262 

Accessories  & Film 

Albuquerque,  New  Mexico 

Medical  and  Laboratory 

113  Sierra  Dr.,  S.E.,  255-1288 

Nuclear  Instrumentation 

for  December  1968 


53 


Minutes  of  the  House  of  Delegates, 

Utah  State  Medical  Association 

Seventy-Fourth  Annual  Meeting, 

Salt  Lake  City,  Utah,  September  10-11,  1968 

FIRST  SESSION 
September  10, 1968 

The  Seventy-Fourth  Annual  Meeting  of  the 
House  of  Delegates  of  the  Utah  State  Medical 
Association  was  called  to  order  at  9:25  a.m.  in 
the  Empire  Room  of  Hotel  Utah,  Salt  Lake  City, 
Utah,  by  the  Speaker  of  the  House  of  Delegates, 
J.  Clare  Hayward,  M.D.,  and  the  following  pro- 
ceedings were  had: 

Invocation  given  by  George  C.  Ficklin,  M.D., 
Tremonton,  Utah. 

Minutes  of  the  Eleventh  Interim  Session,  which 
were  printed  in  the  June,  1968,  issue  of  the  Rocky 
Mountain  Medical  Journal,  were  approved. 

Report  of  the  President — 

Drew  M.  Petersen,  M.D. 

As  you  know,  many  of  the  committee  reports 
cover  actions  which  have  taken  place  during  the 
year  so  that  I didn’t  see  any  need  to  reiterate 
them  in  my  written  report,  but  we  did  have  many 
items  that  came  before  the  Board  of  Trustees 
and  the  Executive  Committee  during  the  past 
year. 

As  some  of  you  probably  know,  sometime  dur- 
ing the  year  we  became  a two-delegate  society, 
inasmuch  as  we  passed  the  one  thousand  mark. 
As  a result  of  this,  the  Board  of  Trustees  appointed 
Ralph  E.  Jorgenson,  M.D.,  the  then  alternate 
delegate,  to  serve  as  the  second  AMA  delegate 
until  this  meeting  when  proper  elections  could  be 
held.  In  addition  to  having  two  delegates  now, 
we  will  also  be  allowed  to  have  two  alternate 
delegates. 

Your  Board  of  Trustees  became  involved,  along 
with  the  entire  State  Medical  Association,  in  a 
little  controversy,  primarily  over  finances,  which 
involved  the  State  Division  of  Health  and  the 
Coordinating  Council.  We  wrote  a letter  to  the 
Governor  expressing  the  views  of  our  State  As- 
sociation, and  fortunately  he  agreed  with  most 
of  our  views,  and  I think  perhaps  we  may  have 
thus  helped  our  Health  Department.  We  in- 
formed the  Governor  that  we  felt  we  probably 
have  the  best  Division  of  Health  in  Utah  that  we 
have  ever  had,  and  that  we  did  not  wish  to  see 
it  disturbed  to  any  great  degree. 

One  of  the  things  that  I have  felt  for  a number 
of  years  is  that  the  liaison  between  our  State 


Medical  Association  and  that  of  Blue  Shield, 
through  the  board  of  directors,  is  not  as  good  as 
it  should  be,  and  I feel  that  each  and  every  phy- 
sician in  this  State  should  make  a determined 
effort  to  see  to  it  that  this  liaison  is  kept  at  a 
very  high  level  for  our  mutual  benefit. 

A meeting  of  the  Medical  Advisory  Commit- 
tee to  the  University  of  Utah  College  of  Medicine 
was  held  last  week,  and  several  important  items 
were  discussed,  among  which  was  the  establish- 
ment of  a Central  Health  Agency  which  is  to  be 
run  by  medical  students  and  staffed  by  physicians 
from  the  Medical  School,  and  also  from  volunteers 
from  our  own  Association. 

Another  item  that  was  brought  up  at  this 
meeting  was  the  problem  of  continuing  medical 
education  for  physicians.  William  P.  Daines,  M.D., 
chairman  of  the  USMA  Medical  Education  and 
Hospital  Committee,  has  suggested  that  the  State 
Association  should  work  in  cooperation  with  the 
Medical  School  in  order  to  set  up  some  type  of 
program  for  the  continuing  education  of  physi- 
cians. Scientific  knowledge  is  growing  by  leaps 
and  bounds,  and  it  is  extremely  difficult  for  us 
to  keep  abreast  of  all  these  new  developments. 
During  this  next  year  I hope  that  this  committee 
might  serve  as  somewhat  of  a core  or  background 
committee  in  this  regard  to  work  out  something 
concrete  regarding  this  particular  sphere  of  ac- 
tivity. 

During  the  past  year  I have,  from  time  to 
time  in  the  Utah  Medical  Bulletin,  made  some 
remarks  concerning  AMPAC  and  UMPAC.  Last 
evening  I had  the  privilege  of  attending  the  Salt 
Lake  County  Medical  Society’s  quarterly  mem- 
bership meeting,  and  the  principal  speaker  at  this 
meeting  was  Blair  J.  Henningsgaard,  M.D.,  who 
is  the  national  chairman  of  the  AMPAC  Board. 
He  is  a very  forceful  and  dynamic  man,  and  he 
gave  an  excellent  presentation  which  touched  upon 
AMPAC  and  UMPAC.  We  should  get  involved  in 
politics  whether  we  like  it  or  not.  The  medical 
profession  has  long  needed  an  organization 
through  which  its  members  could  participate  ef- 
fectively in  political  affairs.  Every  doctor  has  a 
vested  interest  in  his  government  and  in  his  right 
to  be  involved  in  the  issues  concerning  his  pro- 
fession. In  these  days  of  political  involvement  by 
all  segments  of  our  society,  medicine  has  a need 
and  a right  to  be  identified  in  the  political  arena. 
It  doesn’t  hurt  any  of  us  to  become  involved  and 
recognized.  Join  the  party  of  your  choice  and  be 
active  in  it.  It  can  no  longer  be  said  that  doctors 
should  remain  aloof  from  politics.  Politics  is  not 
out  of  medicine,  and  so  I would  like  to  urge  each 
and  every  one  of  us  to  get  involved,  with  our 
money  and  with  our  time.  One  of  the  remarks 
made  recently  at  the  Kiwanis  International  was  to 
“Get  personally  involved.”  I think  that  this  is  a 
very  choice  statement,  and  it  certainly  is  very 
apropros  to  us  as  citizens  of  this  country  . . . 
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Let’s  get  personally  involved. 

Mr.  Harold  Bowman  has  been  the  executive 
secretary  of  the  Utah  State  Medical  Association 
for  more  than  15  years.  When  he  started  out  as 
the  executive  secretary,  the  association  was  not 
functioning  smoothly.  He  has  since  built  this  up 
into  a tremendous  organization — perhaps  one  of 
the  better  ones  in  the  country.  I would  like,  at 
this  time,  to  express  my  personal  thanks,  and  I 
am  sure  that  I express  the  thanks  of  all  members 
of  the  Utah  State  Medical  Association  to  Harold 
for  an  outstanding,  efficient,  and  dedicated  15 
years.  I would  like  him  to  stand  for  a standing 
round  of  applause.  As  you  know,  Mr.  Hoyt  W. 
Brewster  was  appointed  as  the  new  executive 
secretary.  Harold  is  now  the  senior  consultant 
to  the  executive  secretary,  and  we  intend  to  con- 
tinue to  utilize  his  knowledge  and  understanding 
that  he  has  obtained  during  his  time  in  office. 

It’s  been  a great  privilege  for  me  to  have  been 
active  in  the  affairs  of  the  Society,  and  much  of 
what  I have  learned  has  been  from  my  association 
with  the  Board  of  Trustees  over  the  years,  as  well 
as  from  members  of  this  House  of  Delegates;  and, 
I think  the  Utah  State  Medical  Association  stands 
high  nationally  among  state  associations. 

I would  like  to  take  the  liberty  at  this  time  to 
give  you  three  little  pieces  of  advice: 

(1)  I hope  that  we  will  maintain  a unity  of 
purpose.  I know  at  times  there  has  been,  as  there 
always  is  in  a body  such  as  this  House  of  Dele- 
gates, a certain  degree  of  friction.  This  sometimes 
is  a very  healthy  situation.  It  is  good  as  long  as 
it  doesn’t  last  too  long  and  as  long  as  it  doesn’t 
go  too  deep.  If  our  State  Association  will  maintain 
this  unity  of  purpose  then  I think  we  need  have 
no  fear  about  the  future. 

(2)  Physicians,  let  us  be  sure  that  we  main- 
tain the  private  practice  of  medicine  no  matter 
what  else  we  do,  because  free  enterprise  is  the 
basis  of  American  democracy  and  success.  Along 
this  line,  it  is  very  important  to  think  of  the 
physician/patient  relationship  as  the  essence  of 
this,  and  to  recognize  that  the  heart  of  the  art  of 
medicine  can  be  expressed  by  the  voluntary  as- 
sociation of  two  people — one  giving  and  one  seek- 
ing relief.  The  majority  of  physicians  are  dedi- 
cated to  their  tasks,  and  thousands  of  fine  medical 
students  are  still  entering  the  medical  schools 
because  they  want  to  become  good  physicians. 
There  are  many  examples  of  physician  education 
on  every  hand  in  civilian  life  and  on  the  battle 
fronts,  but  most  of  them  do  not  provide  good 
headline  material.  I feel  that  our  doctors  generally 
speaking  are  better  examples  of  the  Golden  Rule 
in  action  than  most  people  believe.  I still  feel  that 
this  is  the  creed  of  the  vast  majority  of  physicians. 
I wonder  sometimes  if  our  critics  or  their  families 
must  one  day  face  tragedy  in  order  to  learn  first 
hand  who  their  best  friends  in  the  face  of  death 
and  destruction  and  illness  are. 


(3)  The  last  item  of  advice  is  that  we,  as  phy- 
sicians, should  continue  to  think  of  the  patient 
as  a person — as  a person  in  whatever  he  is  doing, 
and  as  an  individual  in  respect  to  his  family  and 
his  community.  We  should  consider  the  patient 
as  a person  apart  from  his  visit  to  our  offices,  and 
also  to  consider  him  in  relationship  to  his  job, 
his  family,  and  his  community;  in  other  words,  the 
relationship  of  medicine  to  society.  Therefore,  let 
us  consider  the  unity  of  purpose,  the  maintenance 
of  the  private  practice  of  medicine  in  the  free 
enterprise  system,  and  to  think  of  our  patients 
as  persons.  I feel  that  if  we  do  these  three  things 
and  keep  them  uppermost  in  our  minds,  we  as 
physicians  in  this  State  Association  cannot  fail 
and  our  future  effectiveness  will  be  judged  by 
such  actions. 

I would  like  to  take  this  opportunity  to  thank 
you,  the  members  of  the  House  of  Delegates,  as 
well  as  all  members  of  the  Utah  State  Medical 
Association,  for  the  wonderful  opportunity  that 
has  been  mine  during  this  past  year  to  serve  as 
the  president  of  what  I think  is  a great  organiza- 
tion. It’s  been  my  privilege  and  I am  sure  that 
under  the  leadership  of  Homer  E.  Smith,  M.D.,  we 
will  proceed  and  do  a wonderful  job  in  the  coming 
year.  I would  also  like  to  take  this  opportunity  to 
thank  Mr.  Harold  Bowman  and  Mr.  Hoyt  W. 
Brewster,  as  well  as  the  members  of  the  Board 
of  Trustees  and  Executive  Committee,  for  their 
wonderful  support  during  this  past  year. 

Report  of  the  Secretary — 

Alan  E.  Lindsay,  M.D. 

All  plans  for  the  1968  Scientific  Program  of 
the  Utah  State  Medical  Association  have  been 
finalized,  and  it  is  anticipated  that  the  Annual 
Scientific  Program  will  maintain  the  same  high 
quality  that  has  been  achieved  in  previous  years. 
We  have  attempted  this  year  to  divide  the  days 
up  in  terms  of  specialties,  thinking  that  this  will 
be  more  convenient  for  the  members.  The  in- 
dividual members  of  this  Committee  should  be 
thanked  heartily  for  the  very  hard  work  they  have 
done  in  preparation  for  this  meeting. 

Report  of  the  Treasurer — 

Ralph  C.  Richards,  M.D. 

Comprehensive  report  pertaining  to  financial 
matters  of  the  Association. 

Report  of  the  Executive  Secretary — 

Mr.  Hoyt  W.  Brewster 

Not  too  many  months  ago  when  I became 
associated  with  the  Medical  Association,  such  ex- 
pressions as  Flexner  Report,  Hill-Burton,  Utiliza- 
tion Review,  and  Town-Gown,  were  expressions 
completely  unknown  to  me.  I probably  was  as 
naive  as  a man  who  was  reported  to  have  written 
into  the  association  and  asked  for  everything  that 
they  had  on  personal  hygiene.  He  said,  “I  think 
I have  it,” — or  the  lady  who  wrote  in  and  said  she 
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would  like  to  have  a supply  of  “those  pills  that 
are  used  in  every  conceivable  circumstance.” 

I think  that  I have  learned  to  be  less  naive 
and  to  become  a little  more  conversant  with  the 
problems,  the  challenges,  the  goals,  and  the  pur- 
poses of  the  medical  profession  as  they  are  or- 
ganized on  the  county  and  state  level,  and  in  that 
process  I feel  that  I have  developed  a fierce 
dedication  to  the  medical  profession.  Whereas  all 
my  life  I have  respected  it  tremendously,  this  ex- 
posure that  I have  now  had  to  it  has  made  me  a 
person  who  would  like  to  stand  the  ground  in 
your  behalf.  I have  had  an  opportunity  of  pulling 
the  curtains  aside  and  seeing  what  goes  on  beyond 
the  scope  of  the  television  tube  which  shows  the 
performer,  but  doesn’t  show  all  of  the  prear- 
ranged plans  and  the  auxiliary  persons  that  are 
needed  for  a good  performance.  For  this  reason, 
gentlemen,  I should  like  to  assure  you  that  it  is 
with  extreme  pride  that  I serve  as  your  executive 
secretary,  and  I will  sincerely  dedicate  myself 
to  the  purposes  of  the  medical  profession. 

I believe  that,  as  we  are  met  here  today,  I 
stand  before  and  with  a group  of  the  best  trained, 
and  the  finest  minds  and  the  finest  citizens  that 
we  have  in  this  community  and  state,  and  I say 
this  honestly  and  sincerely  with  no  intent  of 
flattery.  I am  proud  to  represent  you  in  the  best 
way  that  I can,  and  hope  that  the  passing  of  the 
years  will  confirm  this  effort  in  a successful  way. 

Report  of  the  AMA  Delegate — 

Ralph  E.  Jorgenson,  M.D. 

The  117th  annual  convention  of  the  American 
Medical  Association  was  held  in  San  Francisco, 
California,  June  16  through  20,  1968.  I submitted 
an  eight-page  report  which  has  been  printed  in 
the  Handbook.  However,  there  are  two  or  three 
additional  items  that  I would  like  to  mention. 

Doctor  Dwight  Wilbur,  AMA  President,  is  a 
very  sincere  and  honest  man.  He  was  part  of  the 
President’s  Manpower  Commission  that  made  cer- 
tain recommendations  last  fall,  and  among  them 
was  one  that  group  practice,  or  group  closed  panels, 
are  able  to  render  services  that  are  efficient  and 
effective  at  20  to  30  per  cent  less  cost  than  is 
being  done  in  private  practice.  Groups  that  are 
doing  this  type  of  practice  in  the  California  area 
where  Doctor  Wilbur  is  practicing  are  doing  a lot 
of  their  work  in  outpatient  departments  that  we 
are  doing  in  the  hospital.  If  we  could  make  such 
a shift  in  our  community,  I think  our  costs  would 
go  down  considerably. 

In  conclusion,  I would  like  to  reiterate  some 
of  the  closing  remarks  made  by  Doctor  Wilbur 
to  the  AMA  House  of  Delegates; 

“We,  as  physicians,  should  meet  the  needs  of 
the  country,  we  should  treat  our  patients  as  indi- 
viduals and  m.eet  all  their  medical  needs,  and  we 
should  attempt  to  keep  costs  down.  Further  we 
should  try  to  satisfy  not  only  our  patients,  but 
the  social  groups  as  well.” 


Report  of  the  Dean, 

University  of  Utah  College  of  Medicine— 
Kenneth  B.  Castleton,  M.D. 

It  is  a pleasure  for  me  again  to  appear  before 
you  to  briefly  review  the  activities  of  the  Univer- 
sity of  Utah  College  of  Medicine. 

Medical  education  is  in  a great  ferment  at 
present.  There  are  so  many  changes  going  on, 
and  so  rapidly,  that  it  is  difficult  for  even  pro- 
fessionals to  keep  abreast  of  them.  This  is  also 
true  of  the  University  of  Utah  College  of  Medi- 
cine. 

During  the  past  year  or  two  we  have  had 
numerous  changes  in  our  faculty  and  our  pro- 
grams. We  have  had  numerous  new  faculty  mem- 
bers, most  of  them  being  outstanding  people. 
Among  these  are  Keith  Reemtsma,  M.D.;  it  has 
been  about  two  years  since  he  joined  us,  and  he 
has  been  an  enormous  addition  to  our  faculty  in 
many  ways.  Willem  Kolff,  M.D.,  the  world-famous 
inventor  of  the  artificial  kidney,  has  developed 
two  extensive  programs,  one  in  renal  dialysis, 
particularly  home  dialysis,  and  one  in  artificial 
organs,  particularly  the  artificial  heart.  There  is 
a great  deal  going  on  in  our  school  in  both  these 
areas. 

Richard  Hughes,  M.D.,  who  joined  us  recently, 
is  a cardiovascular  surgeon,  and  an  outstanding 
person.  Also,  Clifford  Snyder,  M.D.,  a plastic 
surgeon,  and  Ernst  Eichwald,  M.D.,  a world-fa- 
mous authority  on  immunology  and  who  is  now 
the  head  of  our  pathology  department. 

We  still  have  some  gaps  and  deficiencies  in 
our  faculty,  however;  among  these  is  the  specialty 
of  dermatology.  Over  the  years  some  of  the  mem- 
bers of  this  society  have  rendered  invaluable 
service  to  us;  however,  there  is  a need  for  more 
dermatologists  in  this  area.  We  are  now  trying 
to  recruit  at  least  one  full-time  dermatologist,  and 
this  is  being  done  with  the  consent  and  support 
of  the  dermatologists  within  the  State. 

Another  area  that  needs  strengthening  is  oph- 
thalmology, where  we  have  no  full-time  specialists. 
Again,  this  load  has  been  carried  by  the  practicing 
physicians,  and  again,  with  the  full  cooperation 
and  support  of  these  people,  we  are  attempting 
to  recruit  an  outstanding  ophthalmologist  who 
will  take  the  load  of  teaching  and  patient  care, 
and  also,  hopefully,  one  involved  in  research.  We 
have  been  successful  in  attracting  some  private 
funds  which  we  hope  will  make  it  possible  for 
us  to  fill  this  need.  We  are  also  grossly  deficient 
in  the  area  of  infectious  diseases.  We  hope  to  have 
an  outstanding  man  coming  in  about  a year.  Pedi- 
atric cardiology  the  same  . . . These  are  all  areas 
that  need  strengthening. 

Many  new  programs  have  developed.  I men- 
tioned organ  transplantation,  artificial  organs,  im- 
munology, plastic  and  cardiovascular  surgery,  and 
others. 


56 


Rocky  Mountain  Medical  Journal 


One  of  the  outstanding  developments  during 
the  last  year  or  two  has  been  the  establishment 
of  major  affiliations  with  some  of  the  surrounding 
hospitals.  The  first  one  of  these  was  with  the 
L.D.S.  Hospital  in  the  Department  of  Internal 
Medicine.  Later  we  finalized  a major  affiliation 
with  the  Primary  Children’s  Hospital  in  pediatrics. 
We  have  now  approved  a major  affiliation  with 
the  new  David  O.  McKay  Hospital  in  surgery 
when  its  doors  open,  and  another  one  that  we 
are  currently  working  on  with  the  L.D.S.  Hos- 
pital in  obstetrics  and  gynecology.  This  not  only 
brings  these  hospitals  into  our  program  far  more 
than  they  have  been  before,  but  it  brings  many 
highly-trained  and  skillful  physicians  in  private 
practice  into  our  program. 

As  many  of  you  know,  I am  leaving  the  dean- 
ship  and  we  are  now  searching  for  my  successor. 
There  has  been  a special  committee  appointed  by 
the  President  of  the  University,  and  this  commit- 
tee is  making  a nationwide  search.  We  have  had 
some  outstanding  people  who  have  indicated  their 
interest,  and  I hope  that  within  the  next  few 
months  we  will  be  able  to  culminate  this  search. 

We  are  also  searching  for  a new  head  of 
obstetrics  and  gynecology.  Irwin  Kaiser,  M.D.,  is 
leaving  us,  and  we  have  a search  committee  work- 
ing to  find  a replacement;  and  again,  we  solicit 
the  support,  the  advice,  and  the  suggestions  of  the 
members  of  this  profession  in  this  replacement. 

We  are  making  substantial  changes  in  the 
curriculum,  as  are  most  medical  schools.  This 
is  still  in  the  developmental  stage,  but  some  of  the 
changes  have  been  implemented. 

Our  great  need  is  for  unrestricted  funds.  Be- 
cause we  are  located  in  a state  of  low  popula- 
tion and  low  total  income,  we  have  a very  serious 
problem  in  raising  the  type  of  funds  that  we  need. 
We  do  receive  substantial  federal  funds,  but  these 
are  earmarked  funds — particularly  for  research. 
Although  they  are  of  great  help  to  us,  they  don’t 
provide  the  flexibility  that  we  need  to  strengthen 
our  individual  programs.  I was  very  pleased  to 
see  that  Doctor  Dwight  Wilbur,  the  President  of 
the  AMA,  has  come  out  in  support  of  the  medical 
schools  in  urging  the  practicing  physicians  to  fi- 
nancially support  medical  education. 

The  medical  school  has  taken  a greater  role 
in  community  affairs.  I think  we  have  been  con- 
fined to  our  ivory  towers  too  much  in  the  past, 
and  we  hope  that  we  will  take  a greater  role  in 
community  health  problems  than  we  have  before. 

I want  to  express  appreciation  to  Drew  Peter- 
sen, the  retiring  president,  and  the  Board  of 
Trustees  and  others  for  the  great  support  they 
have  given  us  during  the  past  year.  I think  that 
all  of  you  should  be  very  proud  of  the  school, 
which  I think  is  an  outstanding  one,  especially 
for  a state  of  this  size.  We  are  anxious  to  make 
it  much  stronger.  We  want  it  to  be  the  kind  of 
school  that  all  of  you  will  be  very  proud  of. 


Report  of  President  to  USMA  Woman’s  Auxiliary — ■ 
Mrs.  Russell  N.  Hirst 

Our  main  objective  is  to  work  as  allies  of  our 
physician  husbands  in  their  task  of  protecting  the 
public’s  health. 

In  June,  our  immediate  past  president,  Mrs. 
Rex  T.  Thomas,  and  I attended  the  Auxiliary 
meeting  of  the  AMA  in  San  Francisco.  One  of  the 
best  things  to  come  out  of  those  meetings  was  a 
talk  with  Philip  Lesly,  “How  Can  We  Prevent 
Being  Defeated  By  Success?”.  He  said,  “In  our 
rapidly  changing  world  we  all  have  difficulty 
understanding  what  is  happening  in  the  minds, 
of  other  people  and  in  trying  to  get  other  people 
to  understand  us.” 

Medicine,  particularly,  is  faced  with  the  prob- 
lems created  by  its  own  success.  Until  our  own 
generation,  man  lived  with  certainty  that  death 
could  strike  at  any  time.  Good  health  was  the 
most  uncertain  of  all  our  blessings.  Now  that 
science  and  the  medical  profession  have  made 
great  strides  in  holding  off  disease  and  overcoming 
maladies,  all  our  people  urgently  want  what  medi- 
cine can  offer.  There  is  no  subject  more  capable 
of  arousing  emotions  than  life  and  health,  and 
now  people  demand  that  the  best  medical  care  be 
given  them — care  far  better  than  their  fathers 
could  have  bought  with  all  the  wealth  of  the 
Indies — and  they  demand  it  by  coercion,  if  neces- 
sary. The  essence  of  his  talk  was  that  change  is 
inevitable.  We  must  accept  it,  but  direct  it. 

Since  installation  of  officers  on  May  13,  we  held 
a School  of  Instruction,  at  which  time  reprinted 
instructions  from  National’s  Direct  Line  were 
given  to  new  county  presidents,  recording  sec- 
retaries, parliamentarians  and  chairmen  of  stand- 
ing committees.  “Please  vote”  buttons  were  made 
and  distributed  by  our  State  Legislative  chairman, 
Mrs.  Joseph  P.  Kesler.  Mrs.  Stanley  N.  Clark,  Jr., 
State  UMPAC  chairman,  introduced  the  AMP  AC 
film,  “Opinion  Making.”  Our  State  First  Vice 
President,  Mrs.  W.  R.  Merrell,  gave  a concise  and 
enthusiastic  report  on  programming.  Our  School  of 
Instruction  ended  with  an  exchange  of  ideas  in 
our  buzz  sessions. 

This  year  under  the  direction  of  our  State 
Community  Health  Service  chairman,  Mrs.  O. 
E.  Grua,  we  plan  to  start  throughout  our  State 
G-E-M-S,  meaning  “Good  Emergency  Mother  Sub- 
stitutes.” This  is  a baby  sitter’s  course  with  five 
classes  each  consecutive  Saturday  morning  from 
nine  until  twelve,  given  in  churches  or  schools 
wherever  rent-free.  Instructors  will  be  doctors, 
policemen,  firemen,  and  school  teachers.  We  will 
send  flyers  to  all  junior  and  senior  high  schools, 
followed  with  spot  radio  announcements.  Our  book 
of  instruction  is  entitled,  “Once  Upon  a Time” — 
a complete  guide  to  baby-sitting  which  includes 
accidents,  safety  check  lists,  emergencies,  child 
care,  creative  play,  and  tips  for  parents. 

We  decided  to  plant  the  idea  of  Health  Careers 
in  the  younger  generation  by  giving  as  door  prizes 
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to  their  older  brothers  and  sisters  at  our  Health 
Career  Days  imitation  doctors’  and  nurses’  bags. 
We  think  we  have  a tremendous  Health  Careers 
program  going  in  Utah  under  the  direction  of  Mrs. 
Rex  M.  Alvord.  We  have  it  in  Salt  Lake  City, 
Provo,  and  Ogden. 

Report  of  President  to  AMA  Woman’s  Auxiliary — 
Mrs.  C.  C.  Long,  Ozark,  Arkansas 

The  Auxiliary  is  an  organization  formed  to  help 
the  doctor  in  promoting  health  and  health  educa- 
tion. The  strength  and  unity  of  the  Auxiliary  de- 
pends upon  the  sincerity  of  its  members  and  the 
philosophy  that  motivates  it.  The  philosophy  of 
the  Auxiliary  is  to  promote  good  will  not  only 
in  the  community  with  its  educational  projects, 
but  within  the  medical  family  itself.  Never  be- 
fore in  the  history  of  the  medical  profession  or  of 
this  country  has  there  been  a greater  need  for  all 
of  us  to  work  together. 

The  medical  profession  is  in  the  unfortunate 
position  of  needing  to  defend  itself  not  as  indi- 
viduals, but  as  a group.  As  doctors’  wives  we  are 
one  of  the  few  groups  that  can  enlighten  and 
educate  the  public  to  the  picture  of  the  medical- 
health  situation  as  it  exists  today.  Naturally  the 
first  step  should  be  an  efficient,  unified,  friendly 
organization.  We  must  be  organized  solidly  with 
unity  of  purpose  and  enthusiasm. 

We  are  an  auxiliary  of  doctors’  wives — citizens 
in  every  state  in  the  common  country,  confident 
in  the  belief  that  we  have  got  the  energy  and  the 
know-how  to  keep  America  the  best  place  in  which 
to  live. 

Being  a good  partner  doesn’t  just  happen.  It  is 
the  result  of  much  effort  on  the  part  of  each  to 
understand  the  other,  the  sharing  of  the  work 
load,  the  joys  of  rewards  in  service  to  others.  The 
unit  of  the  medical  family  is  one  of  the  most  im- 
portant things  that  we  can  do.  It  is  a responsibility 
which  none  of  us  can  shirk.  It  is  a matter  that 
affects  us  all.  What  the  public  thinks  of  organized 
medicine  depends  largely  upon  the  individuals. 
You  see,  to  the  public,  each  individual  member  is 
the  organization.  What  you,  the  doctor,  or  the 
doctor’s  wife  does  or  does  not  do  is  a reflection  on 
your  profession  whether  we  like  it  or  not.  The 
heart  beat  of  the  medical  society  and  auxiliary 
begins  in  the  county  with  the  individual.  The  very 
backbone,  the  spine  of  the  organization  itself  lies 
within  the  county  because  it  is  here  where  all  the 
important  projects  begin.  We  have  worked  to- 
gether fighting  legislation  for  medicine,  recruiting 
in  the  health-manpower  field.  We  have  health 
immunization  clinics  of  many  kinds.  We  have 
worked  together  in  educating  the  public  in  areas 
of  venereal  disease,  sex  education,  suicide  pre- 
vention, and  many  others.  We  worked  together 
as  a team  and  did  a tremendous  job  in  our  com- 
munities. It  was  good  public  relations  and  it  was 
also  good  for  the  medical  society  and  auxiliary. 


We  were  all  joined  together  in  working  for  one 
common,  worthwhile  cause.  We  need  your  guid- 
ing hands,  your  confidence,  and  your  support,  and 
you  need  our  energy,  willingness,  and  interest  in 
your  work.  It  was  your  idealism,  your  willingness 
to  make  sacrifices,  your  sense  of  values,  which  at- 
tracted us  to  become  your  partners,  and  which  we 
wish  to  share  and  help  keep  alive. 

This  is  a period  when  we  seem  to  be  moving 
into  a very  unpredictable  future,  when  we  are  faced 
with  very  difficult  and  complex  problems,  when  we 
are  torn  between  demands  and  feelings  of  in- 
security. So  many  seem  to  be  seeking  quiet,  middle- 
of-the-road  careers  where  they  avoid  risk  and 
responsibility.  They  seem  to  be  more  anxious  for 
security  than  success.  They  do  not  seem  to  have 
the  urgent  sense  of  conviction  that  counts  more 
in  life  than  comfort.  We  have  a responsibility  not 
only  to  the  medical  profession,  but  also  to  this  na- 
tion of  ours  to  take  the  lead  and  work  together 
in  helping  to  solve  not  only  the  health  problems, 
but  the  other  problems  facing  us.  It  will  take 
strong  leadership  and  dedication  to  accomplish 
what  is  before  us.  If  we  won’t  and  don’t  accept 
our  responsibility,  who  do  you  think  will? 

Report  of  the  President  of  Utah  Chapter 
To  Student  American  Medical  Association — 

Mr.  Craig  Davis 

For  many  years  now  the  Student  AMA,  better 
known  as  SAMA,  has  had  the  reputation  of  being 
solely  a service  organization.  SAMA  has  been 
criticized  for  indifference  in  the  areas  of  com- 
munity health,  student  welfare,  medical  school 
curriculum  changes,  and  international  health. 
Many  medical  students  today  are  disenchanted 
with  organized  medicine  because  of  its  lack  of 
concern  about  these  same  areas.  It  is  in  light 
of  this  student  dissatisfaction  that  SAMA  has 
passed  resolutions  which  have  caused  profound 
changes  in  the  philosophy,  structure,  and  function 
of  the  organization,  creating  in  effect  a new 
SAMA — an  organization  characterized  by  concern, 
commitment,  and  action. 

We,  as  medical  students  of  today,  don’t  think 
we  have  all  the  answers  to  today’s  complex  socio- 
medical problems,  but  I believe  we  are  becoming 
dedicated  to  seeking  solutions.  As  you  know,  the 
University  of  Utah  College  of  Medicine  is  under- 
going severe  changes  in  its  selection  methods,  and 
in  its  curriculum.  These  changes  have  in  large 
measure  been  the  result  of  student  concern  and 
activism.  There  is  more  real  problem  solving  go- 
ing on  in  today’s  medical  school.  The  student  is 
now  encouraged  to  be  responsible  for  his  own  edu- 
cation. Early  clinical  exposure  and  early  speciali- 
zation with  more  elective  time  is  now  the  training 
in  American  medical  education  and  at  the  Uni- 
versity of  Utah.  An  attempt  to  shorten  the  total 
training  time  by  teaching  basic  science  courses 
in  pre-med  and  in  high  school,  and  by  putting  the 
internship  during  the  senior  year  of  medical  school 
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are  other  changes  coming  in  the  near  future. 
SAMA  has  set  up  national  committees  to  study 
these  changes.  We  are  concerned  about  our  own 
education. 

Community  health  is  another  area  of  concern. 
A model  community  health  project  has  been  set 
up  in  Kansas  City  to  explore  the  possibility  of 
using  m.edical  and  para-medical  students  to  inform 
the  underprivileged  of  available  medical  care  in 
these  cities. 

During  the  past  year  our  SAMA  chapter  has 
been  very  active.  A well-organized  recruitment 
program  enlisted  more  than  90  per  cent  of  last 
year’s  freshman  class.  During  the  year  we  spon- 
sored several  seminars.  The  first  was  a seminar 
on  “Sexual  Problems — The  Physician’s  Kesponsi- 
bility.”  A member  of  the  Medical  School  faculty, 
a physician  in  private  practice,  and  two  out-of- 
state  physicians  comprised  the  speakers  for  the 
session.  Later  that  quarter  we  sponsored  a seminar 
on  “Community  Health  Problems”  in  Salt  Lake 
City.  Actual  welfare  patients  were  brought  in  to 
discuss  their  side  of  the  story. 

Winter  quarter  we  sponsored  a scientific  seminar 
wherein  medical  students  presented  their  sum- 
mer research  projects.  Cash  awards  and  prizes 
were  given  for  the  best  research.  This  was  the 
first  such  seminar  ever  held  in  Utah.  It  was 
funded  by  the  various  department  heads.  An  out- 
of-state  physician  attended  as  guest  speaker. 

Spring  quarter  SAMA  sponsored  a golf  and  ten- 
nis tournament  for  students  and  faculty.  Trophies 
were  awarded.  Also  that  quarter  we  sponsored  a 
military  seminar  where  representatives  from  each 
branch  of  the  service  spoke  on  the  future  of  a 
medical  military  career  and  of  the  student’s  mili- 
tary obligation,  and  how  they  can  fulfill  it.  This 
coming  year  we  will  see  increased  activity  by 
SAMA.  In  October  we  will  sponsor  a seminar  on 
the  “Physician’s  Life,”  discussing  such  subjects  as 
suicide  and  drug  addiction  among  physicians. 

Our  recruitment  for  next  year  is  well  under 
way.  Medical  students  come  to  the  Medical  School 
with  the  desire  to  join  a cause.  They  are  anxious 
to  become  involved  in  the  solutions  to  problems 
confronting  medicine  today,  and  we  hope  SAMA 
will  provide  them  with  an  organized  means  of 
doing  this. 

We  are  grateful  for  the  fine  tradition  you  doc- 
tors have  left  us.  American  medicine  has  led  the 
world  in  medical  care  and  research  for  several 
decades.  We,  as  the  new  generation  of  doctors, 
hope  to  continue  this  heritage  and  lead  the  way 
in  finding  answers  to  the  medical  problems  of  a 
complex  society. 

SECOND  SESSION 
September  11,  1968 

The  Chairman  of  the  Credentials  Committee 
reported  a quorum  in  attendance,  and  the  second 
session  was  declared  in  order. 


The  Nominating  Committee  offered  the  follow- 
ing candidates:  President-elect,  Preston  G.  Hughes, 
M.D.,  Spanish  Fork,  Utah,  and  John  H.  Rupper, 
M.D.,  Provo,  Utah;  Honorary  President,  George 
R.  Aiken,  M.D.,  Kanab,  Utah;  Delegate  to  the 
AMA  (two-year  term)  Ralph  E.  Jorgenson,  M.D., 
and  Alan  P.  Macfarlane,  M.D.;  Alternate  Delegate 
to  the  AMA  (one-year  term)  Richard  A.  Call, 
M.D.,  Provo,  Utah,  and  Merrill  C.  Daines,  M.D., 
Logan,  Utah;  Alternate  Delegate  to  the  AMA 
(two-year  term)  J.  Bruce  Balken,  M.D.,  Ogden, 
Utah,  and  Chester  B.  Powell,  M.D.,  Salt  Lake  City, 
Utah.  It  was  moved,  seconded  and  approved  that 
the  report  of  the  Nominating  Committee  be  ac- 
cepted. Tellers  were  appointed,  and  delegates  were 
instructed  to  cast  their  ballots. 

Reference  Committee  chairmen  then  made 
recommendations  pertaining  to  the  various  re- 
ports submitted  by  officers  and  committee  chair- 
men of  the  USMA. 

The  following  four  resolutions  were  also  pre- 
sented to  the  House  of  Delegates,  and  subsequently 
approved  as  written: 

Resolution:  1 

SANITATION  STANDARDS  FOR  FOOD  VENDING 
MACHINES 

WHEREAS,  The  use  of  machines  to  dispense  food  in 
public  places  is  becoming  increasingly  popular;  and 
WHEREAS,  Public  health  requires  that  a high  level  of 
sanitation  be  maintained  in  the  operation  of  these  ma- 
chines; therefore 

BE  IT  RESOLVED,  By  the  House  of  Delegates  of  the 
Utah  State  Medical  Association  that  full  support  be  given 
the  Utah  State  Board  of  Health  in  its  promulgation  of 
standards  for  food  and  beverage  vending  machines  as 
added  to  the  Utah  Code  of  Food  Service  Sanitation  Regu- 
lations, and  also  support  for  its  suggested  ordinance  for 
municipalities  permitting  statutory  reference  to  said 
State  Code. 

Resolution:  2 

UTAH  WATER  QUALITY  STANDARDS 
WHEREAS,  The  Utah  State  Board  of  Health  and  the 
State  Water  Pollution  Committee  have  developed  new 
standards  for  water  quality  in  interstate  streams  flow- 
ing through  Utah  which  meet  the  required  federal  stand- 
ards in  the  protection  of  health  interests  of  the  people;  and 
WHEREAS,  It  is  no  less  desirable  that  intrastate 
streams  be  classified  to  meet  similar  standards;  therefore 
BE  IT  RESOLVED,  By  the  House  of  Delegates  of  the 
Utah  State  Medical  Association  that  the  State  Board  of 
Health  be  supported  and  encouraged  to  apply  these 
standards  and  classifications  to  both  interstate  and  intra- 
state streams  in  Utah  in  the  interest  of  public  health. 

Resolution:  3 

PROPOSAL  FOR  THE  ESTABLISHMENT  OF  A TRAUMA 
CONTROL  CENTER  FOR  THE  STATE  OF  UTAH 
WHEREAS,  It  is  postulated  that  in  the  case  of  severe 
trauma  occurring  in  areas  remote  from  centers  of  popu- 
lation there  is  a definite  problem  in  regard  to  available 
medical  consultation  and  facilities  to  either  care  for  a 
victim  or  to  adequately  and  safely  prepare  him  for 
transportation;  and 

WHEREAS,  The  Committee  on  Trauma  and  Highway 
Safety  has  considered  recommending  the  establishment 
of  a Trauma  Control  Center;  therefore 

BE  IT  RESOLVED,  That  the  Board  of  Trustees  of  the 
Utah  State  Medical  Association  recommend  to  the  com- 
ponent societies  discussion  and  consideration  of  this 
proposal;  and 

BE  IT  FURTHER  RESOLVED,  That  the  conclusions  and 
recommendations  of  the  component  societies  be  referred 
back  to  the  Board  of  Trustees  for  consideration  at  the 
January  1969  Board  meeting  by  the  respective  component 
society  councilors. 
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Resolution:  4 

REFLECTORIZED  LICENSE  PLATES 

WHEREAS,  Rear-end  collisions  continue  to  kill  and 
maim  the  citizens  of  Utah,  and  reflectorized  license  plates 
could  help  to  prevent  such;  therefore 

BE  IT  RESOLVED: 

1.  That  the  Utah  State  Medical  Association  endorse  and 
encourage  the  State  of  Utah’s  Auto  Licensing  Bureau 
to  issue  reflectorized  license  plates,  and 

2.  That  the  Legislative  Committee  of  the  Utah  State 
Medical  Association  so  help  sponsor,  at  the  forth- 
coming Utah  State  Legislature,  such  legislation. 

Members  of  the  House  of  Delegates  were  then 
informed  of  the  results  of  the  elections,  which  are 
as  follows: 

President-elect — John  H.  Rupper,  M.D, 

Honorary  President — George  R.  Aiken,  M.D. 

Delegate  to  the  AMA — Ralph  E.  Jorgenson,  M.D. 

(Two  year  term) 

Alternate  Delegate  to  the  AMA — Merrill  C.  Daines,  M.D. 
(One  year  term) 

Alternate  Delegate  to  the  AMA — Chester  B.  Powell,  M.D. 
(Two  year  term) 

President  Drew  M.  Petersen  then  reported  that 
the  following  members  of  the  Utah  State  Medical 
Association  had  passed  away  since  the  last  session 
of  the  House  of  Delegates  held  on  March  27,  1968: 

Henry  C.  Stranquist,  M.D.,  Ogden,  Utah. 

Sam  L.  Taylor,  M.D.,  Murray,  Utah. 

Dean  C.  Rigby,  M.D.,  Mt.  Pleasant,  Utah. 

A moment  of  silence  was  accordingly  observed. 
President  Drew  M.  Petersen  then  presented  his 
remarks,  as  retiring  president,  to  members  of  the 
House  of  Delegates,  stating  that  he  would  support 
Homer  E.  Smith,  M.D.,  incoming  president,  in 
every  way  possible.  He  then  turned  the  gavel  of 
the  presidency  over  to  Doctor  Smith.  President 
Smith’s  message  follows: 

In  the  not  too  distant  past,  on  the  occasion  of  ward 
rounds  in  one  of  our  eastern  hospitals,  the  question  was 
asked  of  the  attending  man  as  to  the  reasons  for  conditions 
being  as  they  were  at  the  hospital.  His  reply  was,  “Well, 
things  always  have  to  be  somehow,  and  right  now  they 
are  this  way.”  The  transfer  of  this  deceptive  and  seem- 
ingly inane  remark,  made  in  reference  to  a local  situa- 
tion and  within  the  narrow  confines  of  a given  hospital, 
to  a more  broad  concept  is  easy  to  envision  at  this  par- 
ticular interval  in  our  lives. 

The  “somehow”  is  our  immediate  source  of  concern. 
It  is,  along  with  other  things,  our  involvement  in  the 
changing  pace  of  legislative,  social,  and  economic  facts 
of  life.  Coupled  with  this  there  is  an  Impending  drastic 
change  in  our  methods  of  the  delivery  of  health  services. 
This  is  an  era  of  amazing  actual  and  imminent  techno- 
logical changes.  We  in  the  health  field  are  confronted 
with  an  amazing  course  of  events.  Anyone  who  disclaims 
this  disquieting  fact  of  life  has  withdrawn  from  the 
world  of  reality  and  is  threatened  with  galloping  obso- 
leseence. 

Those  of  us  in  the  medical  profession  who  think  we 
have  been  forceably  and  discriminatingly  subject  to  a 
monopolistic  harassment  in  relation  to  the  kaleidoscopic 
enveloping  changes  in  the  current  social  and  economic 
structure  of  society  need  only  to  take  a detached  moment 
from  our  involved  sphere  of  activity  and  view  objectively 
the  course  of  events  in  all  facets  of  life  at  this  time. 

In  my  specialty  of  ophthalmology,  as  well  as  in  other 
fields  of  scientific  endeavor,  significant  sums  of  both 
public  and  private  money  have  been  available  to  foster 
basic  scientific  education  and  research.  This,  in  turn,  has 
brought  forth  an  accumulation  of  scientific  knowledge  of 
prodigious  degree  and  amount.  Though  we  freely  discuss 
with  pride  these  profound  scientific  accomplishments  of 
recent  years,  we  have  not,  until  now,  acknowledged  the 
fact  that  the  fundamental  method  of  delivery  of  this 
information  by  the  health  services  has  not  basically 
changed  from  the  one  to  one  doctor/patient  relationships 
of  the  past  many  years. 


To  be  sure,  the  instruments,  diagnostic  methods  and 
other  material  aspects  of  our  field  have  become  more 
sophisticated  during  this  same  interval.  However,  in  order 
for  the  value  of  these  advances  to  be  realized  by  the 
people,  there  is  going  to  be  required  a basic  change  in 
the  working  and  emotional  relationships  between  the  doc- 
tor/patient, the  patient/ doctor,  and  the  association  of  these 
two  with  the  legal  concerns  of  health  services. 

With  this  in  mind,  it  behooves  us  to  turn  in  the  direc- 
tion of  the  area  wherein  the  scientific  advances  are 
translated  into  benefits  for  the  patient.  Little  good  it  does 
to  achieve  new  basic  scientific  knowledge  if  such  can- 
not, in  the  proper  time  and  place,  accrue  to  the  good  of 
the  health  needs  of  the  community.  As  a result  of  the 
progress  in  the  quantity  and  quality  of  the  scientific 
achievements  made  in  the  biological  sciences  during  re- 
cent times,  planned.  Intelligent,  and  experienced  thought 
must  be  forthcoming  to  insure  that  these  benefits  are 
placed  within  reach  of  and  utilized  by  the  population  as 
a whole. 

As  a result  of  the  need  for  new  concepts  which  will 
lead  to  a solution  of  our  problems  pertaining  to  the  health 
manpower  shortage,  the  declining  availability  of  health 
care  in  the  rural  areas,  inadequate  medical  coverage  for 
the  poor,  occupational  and  environmental  health  hazards 
and  to  shorten  the  gap  between  discovery  and  the  appli- 
cation of  scientific  progress,  there  is  going  to  be  a deeply 
involved  intermingling  of  the  socio-economic  and  scien- 
tific communities  in  the  future. 

At  .some  point  along  the  way  of  our  continuing  educa- 
tional process  it  becomes  necessary  to  achieve  a widen- 
ing of  one’s  own  horizon.  We  must  in  and  of  ourselves 
develop  with  the  social  changes  which  evolve  during  the 
era  through  which  we  pass;  we,  too,  must  know  some- 
thing about  the  workings  of  social  institutions  and  the 
processes  of  social  change,  for  medicine  is  no  longer 
dealing  only  with  isolated  phenomena,  episodic  disease, 
and  individual  patients.  At  some  time  in  our  educated 
progressive  state  of  thinking  we  must  collectively,  with 
others,  view  the  problems  which  confront  us  in  a more 
global  way  to  pennit  a view  of  a given  area  of  disease 
in  relationship  to  its  over-all  ramifications  upon  society 
as  a whole. 

In  this  regard,  and  of  particular  concern,  is  the 
quality,  training,  motivation  and  competency  of  all  the 
individuals  who  become  appointed  and  involved  in  this 
new  area  of  thought  and  program  evolution. 

Even  with  the  educational  requirements  and  designated 
examination  evaluations,  we,  as  physicians,  are  fully 
aware  of  the  fact  that  statutory  designation  of  permis- 
sible areas  of  human  endeavor  does  not  at  the  same  time 
bring  with  it  either  a built-in  or  implied  guarantee  of  any 
given  level  above  a minimum  of  professional  skill  or 
accomplishment. 

Unfortunately,  many  of  those  involved  in  this  new 
correlative  area  to  provide  the  human  factor  to  better 
equate  the  delivery  of  health  services  have  had  limited 
or  no  background  to  support  their  positions  of  influence 
and  judgment.  Furthermore,  shortages  in  this  personnel 
field  cannot  be  compensated  for  by  inadequately  trained 
substitutes  whose  backgrounds  of  a limited  educational 
process  have  not  evolved  from  a substantiative  basic  scien- 
tific program  placed  in  its  proper  perspective  to  the  bio- 
logical sciences  as  a whole. 

We  have  been  a part  of  the  team  of  scientists  at  work 
responsible  for  these  changes.  Does  it  not  then  become 
our  duty  to  perform  the  task  of  critical  self  appraisal 
and  review  our  current  attitudes  and  activities  in  relation 
to  the  potential  need  in  the  future  to  insure  that  within 
the  confines  of  our  activity,  at  least,  the  people  of  this 
country  will  have  available  the  care  they  deserve  and 
need.  To  this  end  we  as  physicians  have  a part  to  play. 
Thank  you. 

There  being  no  further  business,  the  Seventy- 
Fourth  Annual  Meeting  of  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  was  ad- 
journed at  10:45  a.m.,  September  11,  1968. 
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Intermounlain  Regional  Medical  Program 

Ten  new  members  have  been  named  to  serve 
on  the  Regional  Advisory  Group  (RAG)  of  the 
Intermountain  Regional  Medical  Program  (IRMP). 
The  ten  vacancies  were  created  by  regular  rota- 
tion of  membership. 

The  31 -member  RAG  is  composed  of  members 
of  the  medical  and  lay  communities  of  Utah  and 
parts  of  the  surrounding  states  of  Colorado,  Idaho, 
Montana,  Nevada,  and  Wyoming.  It  serves  as  the 
chief  advisory  body  for  the  IRMP. 

The  ten  new  members,  all  appointed  to  three 
year  memberships  to  the  group  include:  Mr.  David 
Bigler,  Salt  Lake  City;  Mr.  Francis  Wyaskett,  Fort 
Duchesne,  Utah;  William  Davis,  M.D.,  Grand 
Junction,  Colo.;  Mrs.  Marjorie  Goodman,  Salt  Lake 
City;  Marjorie  Elmore,  Ed.D.,  Reno,  Nevada;  Mr. 
Wendell  Taylor,  Salt  Lake  City;  E.  V.  Simison, 
MD,  Pocatello,  Idaho;  Richard  Kingston,  D.D.S., 
Ogden;  D.  Frank  Johnson,  MD,  Billings,  Montana; 
and  Thomas  King,  M.D.,  Salt  Lake  City. 

Regional  Medical  Programs  are  designed  to 
strengthen  the  partnership  among  the  nation’s 
medical  scientists,  practicing  physicians,  and  other 
health  resources,  so  that  new  knowledge  can  be 
translated  more  rapidly  from  the  laboratory  to 
the  practicing  physician.  Regional  Medical  Pro- 
grams are  directed  at  problems  in  heart  disease, 
cancer,  stroke  and  related  diseases  because  these 
together  cause  70  per  cent  of  the  deaths  in  the 
United  States. 

The  IRMP  began  its  planning  stage  in  July 
1966  and  became  operational  in  April  of  1967.  It 
is  considered  one  of  the  leading  programs  in  the 
nation.  Its  primary  efforts  relate  to  the  develop- 
ment of  programs  in  continuing  education  and 
training  for  physicians,  nurses  and  other  health 
care  personnel. 


All  changes  for  the 
1969  Rocky  Mountain 
Medical  Directory 
must  be  in  our  hands  by 
December  31, 1968. 

Please  mail  your 
Directory  Information  Card 

Now! 


Montana  Medical  Association  News 

Roger  W.  Clapp,  M.D.,  a Butte  pediatrician,  has 
undertaken  a medical  mission  with  the  Peace 
Corps.  After  a brief  period  of  indoctrination  and 
training  in  Washington,  D.  C.,  and  in  Baker, 
Louisiana,  he  will  travel  to  Mbabane,  Swazi- 
land, Africa,  to  provide  much  needed  health  and 
medical  care. 

* * * * 

Many  of  the  guest  speakers  at  the  90th  Annual 
Meeting  in  Billings  have  written  to  the  chairman 
of  the  Program  Committee,  Edward  W.  Gibbs, 
M.D.,  to  express  their  thoughts  upon  the  meeting. 
The  following  commendatory  comments  may  be 
of  interest:  ...  “I  appreciated  very  much  the 
opportunity  and  privilege  of  coming  to  Billings 
and  taking  part  in  your  State  medical  program. 
I do  not  believe  that  I have  been  to  any  State 
medical  meeting  that  has  been  run  any  more 
efficiently  and  has  had  any  more  enthusiastic 
attendance  than  yours.  I enjoyed  very  much  my 
stay  in  Billings;  the  hospitality  was  very  gracious 
and  I was  well  taken  care  of.”  ...  “I  thoroughly 
enjoyed  my  trip  to  Montana,  and  will  long  re- 
member the  fine  hospitality.  I was  particularly 
pleased  to  receive  the  copy  of  ‘Medicine  in  the 
Making  of  Montana.’  This  is  such  a fascinating 
story  that  on  the  very  first  day  I received  it,  I 
read  approximately  half  of  the  book.  Please  con- 
vey my  thanks  to  the  medical  society.” 
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CREDIT  PROGRAMMING 

Professional  Account  Control 

FIRST  of  its  kind  Fits  every  credit  need 

A Complete  System  of  Credit  Management 
Providing  Total  Control  over  Credit  Dollars 

Simple — easy  to  integrate  into  present  office  procedures. 

Effective — maximum  cash  in  minimum  time — as  much  as  100%  increase  in  current 
cash  flow  from  monthly  billing. 

Economical — low  as  y4  of  1 % of  total  billings. 

Safe — eliminates  problem  accounts  at  the  source — helps  build  profitable  account 
business. 

Flexible — administered  by  your  staff  or  ours — you  establish  credit  policy — we  give 
you  tools  to  maintain  it. 

Time-saving — proven  step-by-step  method  from  beginning  to  end. 

Cost  Reducing — stop  high  costs  of  cash  lag,  collection  rates  and  yearly  write-off. 

Write  or  Coll 

American  Billing  Corporation,  2401  East  2nd  Ave.,  355-7389 

Bonkers  Union  Life  Bldg.,  Suite  409,  Denver,  Colorado 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer"^  contains  the  same  active  ingredients 
as  a haH-teaspoonful  oi  Robitussin-DM*;  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


/l'H'[^0BINS 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 

A new  aid  In  differential  diagnosis 

HISTOPLASMIN^TINE  TEST 

(Rosenthal) 

The  LEDERTINETm  Applicator  with  the  Blue  Handle 
Precautions — Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  tor  details  or  write  Medical  Advisory  Oept., 
Lederle  Laboratories.  Pearl  River.  New  York  10965.  4 06-8 
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THE  ^-4 

WASHINGTON  f 

SCENE 


A monthly  news  summary  from  the  nation’s 
Capital  by  the  Washington  Office  of  the  AMA. 


Richard  M.  Nixon  will  take  over  as  President 
pledged  to  oppose  national  compulsory  health 
insurance  and  federal  control  of  physicians’  fees. 
Highlights  of  his  position  on  health  care  issues: — 

Federal  Role  in  Medicine 

The  role  of  the  federal  government  in  medicine 
should  be  supportive,  never  dominating.  It  should 
serve  as  a catalyst  and  supplement  private  efforts 
only  as  needed. 


Medicare 

Although  the  program  has  been  plagued  by 
financial  and  administrative  problems,  it  offers 
good  potential  if  wisely  administered. 


Compulsory  Areawide  Health  Planning 

I oppose  compulsory  areawide  health  plan- 
ning. We  can’t  assure  communities  better  health 
planning  just  by  making  such  groups  compulsory. 
Areawide  planning  should  be  left  to  state  and 
local  determination. 

Federal  Control  of  Physicians’  Fees 

I oppose  federal  control  of  physicians’  fees. 
Our  system  is  an  open,  competitive  market,  as- 
suring an  individual  the  prerogative  of  setting 
a value  on  the  services  he  performs.  I would  be 
opposed  to  infringing  on  this  right  by  regulation 
of  physicians’  fees  as  I would  be  to  regulating  fees 
charged  by  the  members  of  any  other  profession. 

Department  of  Health 

As  President,  I intend  to  establish  a Commis- 
sion on  Government  Reorganization  to  study  thor- 
oughly ways  of  increasing  efficiency  in  govern- 
ment organization  as  well  as  making  it  more  re- 
sponsive to  the  people. 

Mental  Health 

We  must  develop  new  methods  of  treating  the 
mentally  ill.  . . . 


Medicare  must  provide  needed  services  at  the 
lowest  possible  cost.  The  program  could  be  en- 
dangered by  a continuing  escalation  of  costs. 

More  effort  is  needed  to  reduce  dependence  on 
costly  hospitalization  through  better  use  of  ex- 
tended care  facilities  and  increased  use  of  out- 
patient care.  Also  needed  is  a re-examination  of 
reimbursement  formulas  and  experimentation 
with  financial  incentives  to  assure  that  the  pro- 
gram encourages  efficiency  at  all  levels. 

Medicaid 

I favor  the  basic  philosophy  of  medicaid — 
that  of  helping  medical  indigents  who  need  aid 
to  meet  medical  expenses.  Unfortunately,  the 
program  has  fallen  short  of  its  expectations.  . . . 

What  is  needed  is  a careful  reassessment  of 
medicaid,  especially  at  the  local  level,  with  full 
professional  guidance,  and  emphasis  on  advice 
from  physicians.  There  also  is  a need  for  simpli- 
fication of  literature  and  application  forms. 

National  Compulsory  Health  Insurance 

I oppose  a national  compulsory  health  in- 
surance program  because  I do  not  want  to  lower 
the  quality  of  medical  care  in  the  United  States. 
Also,  new  health  programs  should  be  geared  only 
to  persons  in  need.  . . . 

I want  to  see  that  every  individual  who  needs 
medical  care  is  able  to  get  it.  But  I want  it  to  be 
good  medical  care.  That’s  why  I want  to  keep  the 
doctors  free  from  government  control  as  much  as 
possible  and  oppose  extension  to  a national  com- 
pulsory health  insurance  program  for  everyone. 


Tax  Deductions  for  the  Aged 

The  100  per  cent  income  tax  deduction  for 
non-reimbursable  drug  and  medical  expenses  of 
those  over  65  should  be  restored. 

Preventive  Medicine 

Preventive  medicine  is,  in  my  judgment,  both 
an  opportunity  and  a major  challenge  to  medicine. 

Automated  mass  screening  programs  would 
seem  to  have  great  possibilities  even  though  they 
are  generally  still  in  their  infancy  and  therefore 
cannot  yet  be  gauged  concerning  their  effective- 
ness in  preventing  chronic  illness  and  reducing 
deaths.  Information  about  these  programs  is  still 
inadequate  to  warrant  a broad  federal  program. 

Hill-Burton  Act 

As  demand  for  hospital  facilities  increases,  ad- 
ditional funds  under  the  Hill-Burton  Act  for  con- 
struction and  modernization  of  such  facilities  will 
be  required  to  supplement  state  and  local  efforts. 

To  assure  the  most  efficient  use  and  distribution 
of  Hill-Burton  funds,  a proposal  for  bloc  grants 
in  this  area  should  be  considered. 

Abortion  Laws 

Nothing  should  be  done  on  the  federal  level. 
The  abortion  laws  should  be  considered  by  each 
state,  and  should  be  acted  upon  by  each  state, 
depending  upon  the  opinion  in  that  state.  ...  I do 
not  think  that  a nationally-imposed  law  would  be 
one  which  would  be  accepted  in  many  parts  of 
the  country,  and  only  when  a state — a majority 
of  people  of  the  state — reach  a conclusion  that  they 
want  that  kind  of  legislation,  as  they  did  in  Colo- 
rado and  as  they  may  in  the  state  of  New  York, 
should  such  a law  be  passed  or  considered. 


for  December  1968 


63 


Colorado 

Dr.  Fred  Alfred  Rechnitz,  prominent  ophthal- 
mologist, died  October  3rd  in  St.  Joseph’s  Hospital, 
Del  Norte,  Colorado  at  the  age  of  54.  He  had  been 
ill  for  several  months  and  death  was  attributed 
to  cancer. 

Dr.  Rechnitz  was  born  in  Vienna,  Austria  on 
December  19,  1913,  the  son  of  Emerich  and  Ger- 
trude Doerflor  Rechnitz.  He  was  a graduate  of  the 
Vienna  School  of  Medicine.  He  served  his  intern- 
ship at  the  New  York  Metropolitan  Hospital.  He 
later  took  residency  training  in  ophthalmology  at 
the  University  of  Colorado  School  of  Medicine  and 
at  the  Chicago  eye,  ear  and  throat  hospital. 

Dr.  Rechnitz  was  of  the  Jewish  faith  and  a 
veteran  of  World  War  H.  He  became  a naturalized 
citizen  of  the  United  States  in  Denver  in  1952. 
He  practiced  medicine  at  Brush,  Silverton,  Colo- 
rado Springs  and  in  the  San  Luis  Valley. 

Dr.  Rechnitz  was  a member  of  the  American 
Medical  Association,  the  Colorado  Medical  Society, 
the  American  Association  of  Physicians  and  Sur- 
geons and  the  Colorado  Ophthalmological  Society. 

He  is  survived  by  his  wife,  Frances  Montoya 
Rechnitz,  two  sons,  Greg  and  Gary,  three  daughters, 
Janet  of  Monte  Vista,  Mrs.  Sandra  Fiscus  of  Lara- 
mie, Wyoming  and  Mrs.  Susan  Hoell  of  Denver, 
one  grandchild  and  a brother.  Max  Rechnitz,  of 
Denver. 


Montand 

Charles  Raymond  Canty,  M.D.,  died  on  October 
13  at  his  home  in  Butte.  Doctor  Canty  was  born 
on  October  31,  1899,  in  Anaconda,  Montana.  He 
received  his  B.S.  degree  from  Creighton  Univer- 
sity in  1922  and  his  M.D.  degree  from  Creighton 
University  School  of  Medicine  in  1924.  Shortlj'^ 
after  graduation  he  moved  to  Butte  to  establish 
his  practice  in  internal  medicine. 


Robert  Thomas  O’Neill,  M.D.,  Roimdup,  Mon- 
tana, died  in  a Billings  hospital  on  October  22. 
Doctor  O’Neill  was  born  in  Clifden,  Ireland,  on 
November  25,  1901.  He  moved  to  Anaconda,  Mon- 
tana, with  his  parents  in  1903.  Doctor  O’Neill 
undertook  pre-medical  courses  at  Gonzaga  Uni- 
versity, Spokane,  and  received  his  M.D.  degree 
from  the  Creighton  University  School  of  Medicine 
in  1929.  In  1933  Doctor  O’Neill  moved  to  White 
Sulphur  Springs  where  he  continued  the  general 
practice  of  medicine  until  1939  when  he  moved  to 
Roundup.  He  served  as  the  Roundup  and  Mussel- 
shell County  health  officer  for  many  years.  He 
also  served  as  chairman  of  the  Musselshell  Coun- 
ty Democratic  Central  Committee  for  a number  of 
years  and  served  three  terms  as  a member  of  the 
Montana  Senate.  He  was  also  interested  in  com- 
munity affairs  and  athletics  and  coached  semi- 
professional  boxers  in  Roundup  during  the  1940’s. 


THE  ELEVENTH  CONGRESS  OF  THE  PAN-PACIFIC 
SURGICAL  ASSOCIATION 

Honolulu,  Hawaii 

October  14-22,  1969  (following  the  meeting  of  the  American  College  of  Surgeons 
in  San  Francisco,  October  6-10,  1969). 

The  scientific  program  will  consist  of  some  350  speakers  in  all  surgical  special- 
ties. Concurrent  meetings  will  be  held  in  Colon  and  Anorectal  Surgery,  General 
Surgery,  Neurosurgery,  Obstetrics  & Gynecology,  Ophthalmology,  Orthopedic  Sur- 
gery, Otolaryngology,  Plastic  Surgery,  Thoracic-Cardiovascular  Surgery  and  Urology. 
Included  in  the  program  will  be  meetings  in  Anestheosiology  and  Radiology. 

All  scientific  meetings  will  be  held  in  the  morning,  leaving  afternoons  free  for 
sightseeing  and  social  events.  It  is  strongly  recommended,  therefore,  that  you  bring 
your  family  with  you  to  take  advantage  of  this  combined  scientific  meeting  and 
family  hoUday. 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


"•»  aiUtHti 


■'■»»  «!»  SI  X 


Available  in  ^^^■s**!**^ 
Concentrated  Liquid  or  Powdered 
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TA.fiOOe 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usuallystartsworkingwithin3to4days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil^ 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA-  6006 


Tandearil 

oxyphenbutazone 


% Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema:  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonarnide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions:  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients. Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination, including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur.  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter.  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  In  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs. 

If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of  ‘ 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis, jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient’s 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R~46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 


University  of  Colorado  Medical  Center 

Fourteen  graduate  students  are  enrolled  at  the 
University  of  Colorado  Medical  Center  this  fall 
in  a new  educational  program  aimed  at  training 
expert  administrators  for  hospitals  and  public  and 
private  health  agencies  of  all  kinds.  Demand  for 
skilled  administrators  in  a wide  variety  of  health- 
service  agencies  far  exceeds  the  number  of  trainees. 
The  new  CU  program  is  designed  to  provide  exec- 
utives and  top-level  staff  members  for  local,  city 
and  state  health  departments,  health  planning 
councils,  health  insurance  agencies  and  other  pub- 
lic and  private  organizations,  as  well  as  adminis- 
trators for  hospitals. 

The  essential  objectives  of  the  CU  program  are 
to  help  improve  the  efficiency  of  the  American 
system  of  delivering  health  care  services  to  the 
public  by  better  organization  and  administration, 
and  thereby  help  curtail  spiraling  health  costs. 

The  health  administration  program  will  seek 
to  train  administrators  who  are  capably  grounded 
in  organization  and  management  techniques  and 
able  to  apply  this  knowledge  to  the  health  admin- 
istration field,  and  also  are  technically  capable  of 
competing  for  administrative  jobs  within  specific 
health  care  institutions  but  at  the  same  time  able 
to  embrace  a philosophy  of  administration  which 
transcends  the  hospital  or  the  health  department 
and  addresses  the  entire  health  care  system. 

University  of  New  Mexico  School  of  Medicine 

A special  course  beginning  in  January  at  the 
University  of  New  Mexico  School  of  Medicine 
will  offer  qualified  high-school  graduates  from 
the  New  Mexico  area  the  chance  to  play  an  im- 
portant part  in  future  health  programs  in  the 
state. 

Applications  are  now  being  accepted  for  the 
12-month  course,  designed  to  train  nonprofessional 
medical  laboratory  assistants  to  work  with  medi- 
cal technologists  and  doctors  in  clinical  labora- 
tories. The  course  is  cosponsored  by  the  New 
Mexico  Regional  Medical  Program  and  the  UNM 
School  of  Medicine. 

Students  in  the  program  will  spend  six  months 
in  residence  on  the  UNM  campus  in  day  classes 
and  six  months  in  practical  training  in  the  labora- 
tories of  participating  hospitals  in  Albuquerque 
and  communities  around  the  state. 

Upon  successful  completion  of  the  course,  stu- 
dents will  be  awarded  a certificate  of  completion. 
They  will  also  be  eligible  and  expected  to  take 
an  examination  for  certification  by  the  Board  of 
Certified  Laboratory  Assistants  of  the  American 
Society  of  Clinical  Pathologists. 


The  role  of  the  nonprofessional  laboratory  as- 
sistant-— as  distinguished  from  that  of  the  regis- 
tered medical  technologist — is  to  perform  labora- 
tory procedures  of  limited  scope  under  supervision 
in  a doctor’s  office,  small  hospital  or  large  labora- 
tory. 

For  more  information  or  application  forms,  in- 
terested person  may  write  to  Director,  Laboratory 
Science  Program,  Regional  Medical  Program,  1001 
Stanford  NE,  Albuquerque  87106. 


Colorado  Diabetes  Association 
Aspen  Institute,  Aspen,  Colorado 

March  19-23,  1969 

The  sixth  Annual  Institute  for  doctors  working 
in  the  field  of  diabetes. 

Program  available  through  the  office  of  the 
Colorado  Diabetes  Association,  1375  Delaware, 
Denver,  Colorado  80204. 

1969  General  Practice  Symposium 
Minnequa  University  Club,  Pueblo,  Colorado 

April  26-27,  1969 

Title  for  this  meeting  is  Respiratory  and  Em- 
physema Distress — Medical,  Surgical,  Pediatric, 
and  Rehabilitation. 

Speakers:  Dr.  Hurley  Motley,  University  of 
Southern  California;  Dr.  Edwin  Levine,  Chicago, 
Illinois  and  Dr.  Constantine  FalUers,  Medical  Di- 
rector of  Children’s  Asthma  Research  Institute 
and  Hospital,  Denver,  Colorado. 

Guest  luncheon  speaker:  Mr.  Hugh  Lynn  Cayce, 
Managing  Director  for  Research  and  Enlighten- 
ment, Inc.,  Virginia  Beach,  Virginia. 

There  will  be  no  registration  fee. 

For  further  information  contact:  Samuel  Nel- 
son, M.D.,  President  Southeastern  Chapter  of  the 
Colorado  Academy  of  General  Practice,  212  Colo- 
rado Building,  Pueblo,  Colorado. 

Montana  Academy  of  Oto-Ophthalmology, 

Mid- Winter  Meeting 

Chico  Hot  Springs,  Pray,  Montana 

February  22-23,  1969 

MONTANA  MEDICAL  ASSOCIATION 
22nd  Interim  Session 
Holiday  Motel,  Helena 

April  11-12,  1969 


for  December  1968 
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Description:  Each  Pulvule*^  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon*  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  foiic  acid  without  adequate 
vitamin  B12  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  B12  (parenteral 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  01 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B12.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  regi-/ 
men  fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodicj 


You  can  treat  combined 
deficiencies  with 


clinical  and  laboratory  studies  are  considered  essential  and  are 
i' recommended. 


Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinai  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  materiai.  Instances 
of  apparent  allergic  sensitization  have  aiso  been  reported  after 
oral  administration  of  folic  acid. 

^Dosage:  One  Puivule  twice  a day.  (Two  Pulvuies  daily  produce  a 
[standard  response  in  the  average  uncomplicated  case  of  perni- 
jCious  anemia.) 

♦How  Supplied:  Pulvuies  Trinsicon®  (hematinic  concentrate  with 
(intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [o32»6e] 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
Bi2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


when  cough 
is  not 

the  only  sound 
you  hear  ♦ . ♦ 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-\2years):  Vz  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Suascnburgh  Laboratories  Division 
Wallace  & Tieman  Inc.,  Rochester,  N.Y. 


Serpasil-Esidrix  #2 

(0;1  mg  reserpme  and  50  mg  hydrochlorothiazide) 


Serpasil-Esidrix  #1 


(0,1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N, J.  C I B A 


1 


In  the  meantime... Ornade^ 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications;  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1'’'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied:  Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  retie! 


Trademark  Each  capsule  contains  8 mg,  of  Teldrin®  (brand  of 
chlorpheniramine  maleate) , 50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide.  as  the  iodide. 


0rnade‘ 

Spansule^  capsules 


brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 


‘Empirin’^Compound  with  Codeine  Phosphate  gr.  1/2  No.3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr,  1/2. 

gives  your  patient  rest  from  pain 


'B.W.  & Co.'  narcotic  products  are  Class  "B",  and  as  such  are  available  Oh  Oral  prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  &CO.(U.S.A.)lNC.,Tuckahoe,N.Y. 


Colorado  Medical  Society 

OFFICERS  1968-1969— Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  of  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President:  William  M.  Covode,  Denver. 

President-elect:  John  M.  Wood,  Englewood. 

Vice-President:  Joseph  S.  Pollard,  Colorado  Springs. 
Treasurer:  E.  B.  Liddle,  Colorado  Springs,  1971. 

Constitutional  Secretary:  Marvin  E.  Johnson,  Denver,  1969. 
Delegates  to  the  American  Medical  Association:  Kenneth  C. 
Sawyer,  Denver,  Dec.  31,  1968  (Alternate,  Robert  E.  McCurdy, 
Denver,  Dec.  31,  1968);  Harlan  E.  McClure,  Lamar,  Dec.  31, 
1969  (Alternate,  Vernon  L.  Bolton,  Colorado  Springs,  Dec.  31, 
1969):  Gatewood  C.  Milligan,  Englewood,  Dec.  31,  1969  (Al- 
ternate, Ray  G.  Witham,  Craig,  Dec.  31,  1969). 

Speaker,  House  of  Delegates:  Robert  G.  Bosworth,  Denver. 
Vice  Speaker,  House  of  Delegates:  Harlan  E.  Huskey,  Grand 
Junction. 

Foundation  Advocate:  James  P.  Rigg,  Sr.,  Grand  Junction. 
Historian:  Richard  Whitehead,  Denver. 

Historian  Emeritus:  Bradford  Murphey,  Denver. 

Scientific  Editor  for  Colorado  and  Chairman  of  the  Editorial 
Board,  Rocky  Mountain  Medical  Journal:  Douglas  W. 
Macomber,  Denver. 

Assistant  Scientific  Editor  for  Colorado  Rocky  Mountain 
Medical  Journal:  Carl  H.  McLauthlin,  Denver. 

Executive  Secretary:  Donald  G.  Derry,  1809  E.  18th  Ave., 
Denver.  Office  Telephone  399-1222  (303). 


Montana  Medical  Association 

OFFICERS'— 1968-69 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where_  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Mark  B.  Listerud,  Wolf  Point 
Prsident-Elect:  Oscar  A.  Swenson,  Sidney 
Vice-President:  Richard  L.  Peterson,  Hamilton 
Secretary-Treasurer:  John  A.  Newman,  Butte 
Assistant  Secretary-Treasurer:  Robert  P.  Yost,  Missoula 
Delegate  to  the  A.M.A.:  Herbert  T.  Caraway,  Billings 
Alternate  Delegate  t®  the  A.M.A.:  Robert  W.  Thometz,  Butte 
Executive  Committee:  Mark  B.  Listerud,  Wolf  Point,  Chair- 
man; Herbert  T.  Caraway,  BiUmgs;  John  A.  Newman,  Butte; 
Richard  L.  Peterson,  Hamilton;  Oscar  A.  Swenson,  Sidney; 
Robert  P.  Yost,  Missoula;  Robert  W.  Thometz,  Butte;  Alfred 
M.  Fulton,  Billings;  Albert  L.  Vadheim,  Bozeman. 

Scientific  Editor,  Rocky  Mountain  Medical  Journal:  Warren 
D.  Bowman,  Jr.,  Billings 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  L.  Russell 
Hegland,  Billings 

Executive  Secretary:  L.  Russell  Hegland,  1236  North  28th  St., 
(P.  O.  Box  1692)  Billings  59103.  Office  Telephone  259-2585 


Nevada  State  Medical  Association 

OFFICERS — 1967-68 — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1968  Annual  Session. 

President:  Richard  A.  Petty,  Carson  City. 

President-elect:  Harry  J.  McKinnon,  Jr.,  Las  Vegas. 
Secretary-Treasurer:  V.  A.  Salvadorini,  Reno. 

Delegate  to  the  A.M.A.:  Leslie  A.  Moren,  Elko. 

Alternate  Delegate  to  A.M.A.:  Thomas  S.  White,  Boulder  City. 
Immediate  Past  President:  William  M.  Tappan,  Reno. 

Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical  Journal: 
Harry  J.  McKinnon,  Las  Vegas. 

Assistant  Scientific  Editor  for  Nevada,  Rocky  Mountain  Medical 
Journal:  Wesley  W.  Hall,  Reno. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Nelson  B. 
Neff,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  3660  Baker  Lane, 
Reno.  Telephone  323:6788. 


New  Mexico  Medical  Society 

OFFICERS — 1968-69 — ^Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and 
expires  at  the  1969  Annual  Session. 

President;  Earl  B.  Flanagan,  Carlsbad 
President-Elect:  Hugh  B.  Woodward,  Albuquerque 
Secretary-Treasurer:  John  D.  Abrums,  Albuquerque 
Immediate  Past-President:  Emmit  M.  Jennings,  Roswell 
Speaker,  House  of  Delegates:  Ronald  V.  Dom,  Albuquerque 
Vice  Speaker,  House  of  Delegates:  William  J.  Hossley,  Denting 
Delegate  to  A.M.A.:  Allan  L.  Haynes,  Clovis,  January  1, 
1967  to  December  31,  1970 

Alternate  Delegate  to  A.M.A.:  James  C.  Sedgwick,  Albu- 
querque, January  1,  1967  to  December  31,  1968 
Scientific  Editor  for  New  Mexico,  Rocky  Mountain  Medical 
Journal:  Marcus  J.  Smith,  Santa  Fe 

Assistant  Scientific  Editor  for  New  Mexico:  William  S.  Cur- 
ran, Albuquerque. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Ralph  R. 
Marshall,  Albuquerque 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  3010  Monte 
Vista  Blvd.,  NE,  Albuquerque;  Telephone  265-8494,  area  code 
505. 


Utah  State  Medical.  Association 

OFFICERS  1968-69  — Terms  of  officers  and  committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  Is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Homer  E.  Smith,  Salt  Lake  City 
President-elect:  John  H.  Rupper,  Provo 
Secretary  ’79:  Alan  E.  Lindsay,  Salt  Lake  City 
Treasurer  ’69:  Ralph  C.  Richards,  Salt  Lake  City 
Additional  Trustees:  Box  Elder  County  Medical  Society,  W.  R. 
Merrell,  Brigham  City;  Cache  Valley  Medical  Society,  Merrill 
C.  Daines,  Logan;  Carbon  County  Medical  Society,  lioy  W. 
Robinson,  Price;  Central  Utah  Medical  Society,  Gene  E. 
Speakman,  Mt.  Pleasant;  Davis  County  Medical  Society,  Noall 
Z.  Tanner,  Layton;  Salt  Lake  County  Medical  Society,  Russell 
M.  Nelson,  Salt  Lake  City;  Southeastern  Utah  Medical  So- 
ciety, Paul  R.  Mayberry,  Moab;  Southern  Utah  Medical  So- 
ciety, L.  V.  Broadbent,  Cedar  City;  Uintah  Basin  Medical 
Society,  Terry  M.  Buxton,  Roosevelt:  Utah  County  Medical 
Society,  W.  Doyle  Cranney,  Orem;  Weber  County  Medical 
Society,  L.  D.  Nelson,  Ogden. 

Past  President:  Drew  M.  Petersen,  Ogden 
Delegate  to  AM  A:  Drew  M.  Petersen,  Ogden 
Alternate  Delegate  to  AM  A:  Merrill  C.  Daines,  Logan 
Speaker,  House  of  Delegates:  J.  Clare  Hayward,  Logan 
Vice  Speaker,  Hons®  of  Delegates:  William  R.  Christensen, 
Salt  Lake  City 

Scientific  Editor  for  Utah,  Boeky  Mountain  Medical  Journal: 
Alan  E.  Lindsay,  Salt  Lake  City. 

Associate  Editor,  Rocky  Menntain  Medical  Journal;  Mr. 
Hoyt  W.  Brewster,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Hoyt  W.  Brewster,  42  South  Fifth 
East,  Salt  Lake  City,  telephone  EL  5-7477. 


Wyoming  State  Medical  Society 

OFFICERS— 19eS-69~Terms  of  officers  and  committeemen 
expire  at  the  An.nual  Session  in  the  year  indicated.  Where 
no  year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1969  Annual  Session. 

President:  Henry  N.  Stephenson,  Newcastle. 

President-elect:  John  J.  Corbett,  Casper. 

Vice  President:  Fenworth  M.  Downing,  Sheridan. 

Secretary:  William  G.  Erickson,  Lander. 

Treasurer:  Duane  M.  Kline,  Cheyenne. 

Delegate  to  AMA:  Harlan  B.  Anderson,  Casper. 

Alternate  Delegate  to  AMA:  Thomas  A.  Nicholas,  Buffalo. 
Speaker  of  the  House:  Roy  W.  Holmes,  Casper. 

Vice  Speaker  of  the  House:  Goode  R.  Cheatham,  Jr.,  Casper. 
Sciemtifie  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Francis  A.  Barrett,  Cheyenne. 

Associate  Editor  for  Wyoming,  Rocky  Mountain  Medical  Jour- 
nal: Mr.  Arthur  R.  Abbey,  Cheyenne. 

Legal  Counsel:  Byron  Hirst,  Cheyenne. 

Public  Relations  Consultant:  Mr.  BUI  Anderson,  Cheyenne. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
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Rocky  Mountain  Medical  Journal 


Who’ll  pay 
the  bills 
when  you’re 
sick  or  hurt? 


Suppose  you  were  disabled  tomor- 
row by  a serious  illness  or  accident. 
Would  your  family  have  the  neces- 
sary funds  to  live  on  until  you 
were  able  to  return  to  your  prac- 
tice? 

Don't  take  chances  Protect  your 
family  now  with  CMS's  low-cost 
plan  of  disability  income  protec- 
tion. 

PAYS  up  to  $800.00  o month 
when  you're  sick  or  hurt  and  can't 
work. 

For  full  details,  complete  and  mail 
the  coupon  below  today. 


Are  you  using  MEDIPHONE? 

It's  Mutual  of  Omaha's  new  serv- 
ice that  can  save  you  time  and 
money.  Now,  to  furnish  Mutual  of 
Omaha  the  information  necessary 
to  qualify  an  applicant  for  insur- 
ance, you  simply  dictate  the  infor- 
mation requested  into  your  tele- 
phone, relieving  you  and  your  staff 
of  burdensome,  time-consuming 
work.  To  use  Mediphone,  call 
402 — 342-7530  collect.  Hundreds 
of  your  fellow  doctors  have  already 
discovered  how  helpful  Mediphone 
can  be  in  cutting  down  on  paper 
work.  Find  out  how  Mediphone  can 
help  you.  Send  for  a free  pamphlet 
describing  Mediphone  today. 


Mutual 

s^mahfl,\L/ 


I Vincent  Anderson  Agency 
[ Mutual  of  Omaha 
I 2nd  Floor,  Railway  Exchange  Bldg, 
j Denver,  Colo.  80202 

j Please  rush  me  full  details  on  the  Society's  Disability  Income  Plan  plus 
! my  free  copy  of  the  pamphlet  describing  the  advantages  of  Mediphone. 
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1 

1 

1 Name... 

1 
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MUTUAL  OF  OMAHA  INSURANCE  COMPANY 

HOME  OFFICE:  OMAHA,  NEBRASKA 

1 

1 Address 

1 

1 268-369 

I City 

City State.. 


.Zip.. 


PUBLICATION  PRINTING  . . . 

NEWSPAPERS  • MAGAZINES 
ANNUALS  • QUARTERLIES 
BOOKLETS  • BROCHURES 
REPORTS  • ROSTERS  • PROGRAMS 
HANDBOOKS  • CATALOGUES 

f 

EDITORIAL  ASSISTANCE  • BINDING 
ART  DEPARTMENT  • MAILING 

Publishers  Press,  Inc.  voig^jr 

1830  CURTIS  DENVER  534-4257 
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WANT  ADS 


NORTH  VALLEY  SHOPPING  CENTER— Professional  Office 
Terrace  with  exceptional  exposure  to  the  general  public, 
parking,  decor,  access,  janitorial  service,  heating,  air-con- 
ditioning, in  Denver’s  most  rapidly  developing  market  area. 
Ideal  for  minor  operating  room  facility.  Conference  room, 
baby  sitting  service  available.  Please  contact  Mr.  Anderson 
in  Denver  (303)  288-6895,  or  North  Valley  Shopping  Center, 
500  East  84th  Avenue,  Thornton,  Colorado  80229.  1068-3-4B 

INTERNIST:  Board  certified  or  eligible  for  ^oup  in  central 
Wyoming.  Prefer  young  man  with  military  obligation 
completed;  salary  leading  to  early  partnership.  Well  equipped 
facilities  include  a 65  bed  J.C.H.A.  accredited  county  hospital. 
Progressive  community,  new  Jr.  college,  area  population 
20,000;  unlimited  outdoor  recreational  opportunities.  Send 
resume  and  references  to  Medical  Director,  Wind  River  Medi- 
cal Group,  1202  East  Jackson,  Riverton,  Wyoming  82501. 
1168-1-2B 

YOUNG  GP  NEEDED  to  join  same  m growing  mountain 
practice.  Serving  large  community  and  2 major  ski  areas. 
Large  Alpine  clinic  on  Lake  Dillon.  Pioneering  spirit  and 
affinity  for  the  Rocky  Mountains  a necessity.  The  need  is 
now!  A personal  visit  is  necessary.  Contact  Robert  E. 
Rocheleau,  M.D.,  Summit  County  Clinic,  Box  309,  Dillon, 
Colorado  80435.  Phone  468-2478.  1168-2-2 

EXPERIENCED  MEDICAL  WRITER  will  research,  write  or 
edit  your  manuscript  or  convention  talks.  Scientific  or 
popular.  “A  well-written  paper  gains  recognition.”  H.  B. 
Rames,  2767  Scott,  Lincoln,  Nebraska.  1168-6-TFB 

FOR  RENT;  Ski  in  VaU,  Colorado.  Family  units  in  Vail  West 
with  the  Lord  Gore  Club  use.  Couples  $18.00  for  more  than 
one  night.  Children  under  14  free.  Beds  in  separate  rooms, 
kitchen  facilities,  central  lodge.  Call  or  write;  Dr.  George  H. 
Hartlaub,  570  Detroit  Street,  Denver,  Colorado.  Phone:  (303) 
399-^310. 1168-3-4B 

WANTED:  YOUNG  PHYSICIAN  who  has  had  surgical  resi- 
dency to  associate  with  Dr.  Park  D.  Keller  in  Akron, 
Colorado,  on  either  a percentage  basis,  or  salary  with  the 
idea  of  taking  over  practice  permanently.  Beautiful  clinic 
and  excellent  hospital  facilities.  Outstanding  opportunity 
for  young  physician  just  getting  started.  Contact:  Park  D. 
Keller,  M.D.,  Box  P.  2,  Akron,  Colorado  80720.  1268-2-1 


EXCELLENT  OPPORTUNITY  in  Denver  for  a physician  to  be 
employed  as  a flight  surgeon  with  United  Air  Lines.  Flight 
Surgeon  experience  preferred,  but  not  necessary.  Outstanding 
benefits  . . . Free  and  reduced  rate  transportation,  domestic 
and  international.  Paid  vacation,  stock  purchase  plan  and 
excellent  retirement  benefits.  Apply  in  person  or  send  resume. 
(Please  no  telephone  applications).  R.  L.  Blake,  United  Air 
Lines  Employment;  Stapleton  International  Airport,  Denver, 
Colorado.  1268-8-lB 

GENERAL  PRACTICE  with  country  air — 100  miles  south  of 
Salt  Lake  City  in  beautiful  Sanpete  VaUey.  Spacious,  new, 
10-room  brick  home  which  includes  4-room  doctor’s  office 
with  outside  entrance  away  from  residence  entrances.  At- 
tached double  garage.  Across  the  street  from  30-bed  hospital. 
Ski  slopes  20  minutes  drive  away.  No  waiting  to  build  a 
practice.  It’s  here  for  the  price  of  a home.  Box  M,  Mt. 
Pleasant,  Utah  84647.  1268-1-3 

WANTED;  TWO  GP’s  to  join  two  GP’s  in  a large  well- 
established  practice  of  over  30  years  in  a town  with 
population  of  800  and  covers  large  rural  area  of  approximately 
5,000  ; 50  miles  north  of  Minneapolis,  Minnesota  in  excellent 
hunting  and  fishing  area  with  golf,  bowling  and  other  recrea- 
tion also  available.  Local  community  hospital,  medicare  ap- 
proved and  equipped  for  general  medicine  and  major  and 
minor  surgery.  Salary  negotiable,  partnership  available.  New 
clinic  planned.  For  references  contact  Dr.  Gerald  Larson, 
Cambridge,  Minnesota;  Dr.  Richard  Varco,  Department  of 
Surgery,  University  of  Minnesota  Medical  School,  Minneapolis, 
Minnesota;  Dr.  Dean  Rizer,  Internist,  Medical  Arts  Building, 
Minneapolis,  Minnesota;  Dr.  Paul  Larson,  O.B.Gyn.,  Medical 
Arts  Building,  Minneapolis,  Minnesota.  If  interested  send  ap- 
plication and  references  to  Braham  Clinic,  attention:  Wm 
T.  Nygren,  M.D.,  Braham,  Minnesota  55006,  or  phone  area 
code  612-396-3355  between  hours  of  10-12  A.M.  or  1-5  P.M. 
Monday  through  Friday.  If  after  hours  phone  612-396-2153. 
May  call  collect.  If  acceptable,  expenses  for  personal  Interview 
will  be  allowed.  1268-4-3B 


“SKIING  DOCTOR”  year  around  position  for  General  Practice 
Associate  in  famous  ski  resort.  New  clinic  building.  All 
outdoor  sports  within  walking  distance.  Apply  Dr.  Thomas  1. 
Steinberg,  P.  O.  Box  36,  Vail,  Colorado  81657.  1168-4-3B 


CENTRALLY  LOCATED 


For  tile  medical  and  dental  professions 


REPUBLIC  BUILDING  CORPORATION 


Here,  in  the  heart  of  down- 
town Denver,  the  Republic  Build- 
ing is  the  best-known  Medical- 
Dental  Center  in  the  Rocky 
Mountain  West,  complete  with 
24-hour  operation.  X-ray;  patho- 
logical and  dental  laboratories, 
pharmacy,  drug  and  supply 
stores. 

With  the  completion  of  the 
new  500-car,  self-service  parking 
facility,  the  Republic  Building — 
designed  and  operated  for  the 
medical  and  dental  professions — 
offers  the  ultimate  in  patient-con- 
venience and  medical  facilities. 

Space  is  available.  Ask  for 
illustrated  brochure. 


1624  TREMONT  PLACE,  DENVER.  COLORADO  80202 
PHONE  534-5271 
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Rocky  Mountai.n  Medical  Journal 


COLORADO  SPRINGS — Excellent  general  medical  practice 
available  in  growing  residential  area.  An  outstanding  op- 
portunity. Many  desirable  features.  Leaving  for  residency. 
Will  stay  to  Introduce.  Reply  to;  Box  1268-5-1,  Rocky  Moun- 
tain Medical  Journal,  1809  E.  18th  Avenue,  Denver,  Colorado 
80218.  1268-5-1 


COTTONWOOD  FARMS  "21”  vitamin  mineral  conditioner 
and  parasite  control  ta  vitamin-mineral,  low  level  feed 
supplement  and  bloodwarm  control) . 2-lb.  10-oz.  package  lists 
for  $5.50.  Our  price  $2.50.  All  or  any  portion  of  108  packages 
shipped  C.O.D.  Contact  W.  R.  Wliitt,  Assistant  Claim  Agent, 
DC  International,  Inc.,  45th  at  Jackson,  Denver  80216. 

1268-6-lB 


ONE  DISSECTION  AUTOPSY  TABLE  with  cover  and  4 stu- 
dent book  racks.  Has  slight  damage  to  bottom  cross  member. 
Sold  to  California  College  for  $415.C0  plus  freight.  Our  price 
$250.00  as  is  or  will  repair  and  ship  for  $300.00.  Shipped 
freight  collect.  Contact  W.  R.  Whitt,  Assistant  Claim  Agent, 
DC  International,  Inc.,  45th  at  Jackson,  Denver  80216. 

1268-7-lB 


PSYCHIATRIST  OR  INTERNIST— Chief  of  Geriatrics  Divi- 
sion. Two  25-bed  units  providing  full  range  of  transitional 
services  in  community  oriented  program.  Emphasis  on  short- 
term treatment  with  utilization  of  extramural  faciliti^.  $21,- 
000-$2S,0€0.  Write;  Samuel  B.  Schiff,  M.D.,  Fort  Logan 
Mental  Health  Center,  3520  West  Oxford,  Denver,  Colorado 
80236.  i268-9-lB 


FOR  SALE — Unitest  System  with  centrifuge  and  all  supplies 
to  complete  tests — $400.00.  Other  medical  equipment  very 
reasonable.  Call  455-3360.  (Denver)  1268-10-1 


WANTED:  STAFF  PHYSICIAN.  Montana  licensure  or  eli- 
gibility. Full-time  for  tuberculosis  and  chronic  chest  disease 
hospital.  Liberal  fringe  benefits.  Salary  range  $15,360  to 
$21,385  depending  on  qualifications.  Write  to:  Superintendent, 
Galen  State  Hospital,  RFD  No.  1 — Galen,  Deer  Lodge,  Mon- 
tana 59722.  1268-11-lB 


HELP  WANTED;  Open  February  1,  1969,  in  Internist’s  office, 
one  position  as  secretary-receptionist-bookkeeper.  Call  388- 
5315  (Denver).  1268-3-1 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass  eyes 
specially  made  to  fit  the  most 
difficult  cases.  An  expert  eye- 
maker  is  in  our  office  at  all 
times  to  give  your  patients  the 
satisfaction  they  must  have, 
in  business  since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.  • 16th  and  Champa  • 825-0229 
Denver,  Colorado  80202 


Newton  Optical 
Company 


Catering  to 

Medical  Profession  Patronage 


309  i 6th  Street 
Denver  80202 


Telephone 

534-8714 


THE  EMORY  JOHN  BRADY  HOSPITAL 


401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  80906  MEIrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 
Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 

Richard  L.  Conde,  M.D. 

Gilbert  0.  Horn,  M.D. 

Paul  A.  Draper,  M.D. 

Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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BROADMOOR 

yourselves 


for  the  pure 
pleasure  of  it  all ! 

Discover  America’s  finest  resort  facilities, 
dining  and  accommodations,  here  within 
5,000  acres  of  enjoyment  at  the  gateway 
to  the  Colorado  Rockies. 

The 

BRO'^DMOOR 

Colorado  Springs,  Colorado 


f I'hC. 

Speer  at  Acorna  • Denver  * 534-0631 


r Discriminating  Doctors 
everywhere  specify 

SXEELCASE 

Custom  Line 

Office  Fyrniture 

Doctors  ore  enthusiastic  about  their  offices  being 
furnished  with  the  New  Custom  Line  Office  Furni- 
ture. Let  us  show  you  how  you  con  "individual- 
ize" your  office. 

Stop  In  soon— or  phone  and  our  representative  will  call 


PREMIUM 

QUALITY 

AT  ITS  BEST... 


Experienced  laboratory  technicians  con- 
tinually run  Babcock,  bacteria  and  con- 
tamination tests.  Butterfat  tests  are  taken 
to  maintain  consistent  quality  on  all  milk. 
You  can  be  sure  that  the  condition  is  near 
perfect. 


HOME  DELIVERY 

OFFICE  AND  PLANT,  5512  LEETSDALE  DRIVE 
TELEPHONE  388-1641 


M!LK  FROM  GRAND  CHAMI>IONS  OF  QUALITY 
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ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Volume  LXV,  January  to  December,  1968 


Official  Journal  of 

The  Colorado  Medical  Society 
The  Montana  Medical  Association 
The  Nevada  State  Medical  Association 

The  Rocky  Mountain 


The  New  Mexico  Medical  Society 
The  Utah  State  Medical  Association 
The  Wyoming  State  Medical  Society 
Medical  Conference 


Editorial  Board 


DOUGLAS  W.  MACOMBER,  MD,  Scientific  Editor  for  COLORADO  and  Chairman  of  Edtorial 
Board 

1800  High  Street,  Denver  80218  (303)  333-2313 


CARL  H.  McLAUTHLIN,  MD,  Assistant  Scientific  Editor  for  COLORADO 
510  Republic  Building,  Denver  80202 

WARREN  D.  BOWMAN,  MD,  Scientific  Editor  for  MONTANA 
P.O.  Box  2555,  Billings  59103 

L.  RUSSELL  HEGLAND,  Associate  Editor  for  MONTANA 
P.O.  Box  1692,  Billings  59103 


(303)  266-0201 
(406)  252-4141 
(406)  259-2585 


HARRY  J.  McKinnon,  MD,  scientific  Editor  for  NEVADA 
3196  Maryland  Pkwy  S.,  Las  Vegas  89109 


WESLEY  W.  HALL,  MD,  Assistant  Scientific  Editor  for  NEVADA 

607  North  Arlington  Avenue,  Reno  89503  (702) 

NELSON  B.  NEFF,  Associate  Editor  for  NEVADA 

3660  Baker  Lane,  Reno  89502  (702) 

MARCUS  J.  SMITH,  MD,  Scientific  Editor  for  NEW  MEXICO 

Coronado  Building,  Santa  Fe  87501  (505) 

WILLIAM  S.  CURRAN,  MD,  Assistant  Scientific  Editor  for  NEW  MEXICO 

920  Stanford  NE,  Albuquerque  87106  (505) 

RALPH  R.  MARSHALL,  Associate  Editor  for  NEW  MEXICO 

3010  Monte  Vista  Blvd.,  NE,  Albuquerque  87106  (505) 

ALAN  E.  LINDSAY,  MD,  Scientific  Editor  for  UTAH 

699  East  South  Temple,  Salt  Lake  City  84111  (801) 

HOYT  W.  BREWSTER,  Associate  Editor  for  UTAH 

42  South  Fifth  East  Street,  Salt  Lake  City  84102  (801) 

FRANCIS  A.  BARRETT,  MD,  Scientific  Editor  for  WYOMING 

1616  East  19th  Street,  Cheyenne  82001  (307) 

ARTHUR  R.  ABBEY,  Associate  Editor  for  WYOMING 

P.O.  Box  2266,  Cheyenne  82002  (307) 

DONALD  G.  DERRY,  Managing  Editor 

GERALDINE  A.  CALDWELL,  Assistant  Managing  Editor  and  Business  Manager 
PAULINE  1.  WOODWORTH,  Editorial  Assistant 

1809  E.  18th  Avenue,  Denver  80218  (303) 


323-5181 

323-6788 

983-3357 

243-2321 

265-8494 

364-5673 

355-7477 

632-9231 

632-5525 

399-1222 
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Hentel,  WtUiam,  MD,  Albuquerque,  New  Mexico,  Apocrine 
Carcinoma  of  Male  Breast,  40  (Sept.) 

Hughes,  James,  MD,  Memphis,  Tenn.,  Pediatrics — Today  and 
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chiectasis, 49  (Dec.) 

Medical  Education,  The  Changing  Objectives  of,  25  (Dec.) 
(Githens) 

Medical  Man,  The  “New  Type,”  15  (Dec.)  (Editorial) 

MEDICAL  SCHOOL  NOTES,  4 (Jan.),  8 (Feb.),  8 (Mar.),  82 
(April),  6 (May),  12  (June),  59  (July),  16  (Aug.),  95  (Sept.), 
90  (Oct.),  60  (Nov.),  69  (Dec.) 

Medical  Schools,  Curriculum  Change  in  Selected  American, 
29  (Dec.)  (Riley) 

Medical  Students  Look  Ahead,  29  (Aug.)  (Editorial) 

Medicare,  Changes  in,  36  (March)  (Editorial) 

Meetings,  87  (Jan.),  79  (Feb.),  66  (Mar.),  7 (Apr.),  8 (May), 
13  (June),  6 (July),  80  (Aug.),  98  (Sept.),  91  (Oct.),  64  (Nov.), 
69  (Dec.) 

Melanomas,  Moles  and,  29  (June)  (Nelson) 

Mental  Health  in  Action,  37  (Jan.)  (Editorial) 

Mental  Health  Program,  Colorado’s,  54  (Aug.)  (Schapire, 
Currier) 

Mercy-KiUing  Issue — and  "One  More  Pill,”  The,  38  (Jan.) 
(Editorial) 

Moles  and  Melanomas,  29  (June)  (Nelson) 

MONTANA,  83  (Jan.),  69  (Feb.),  73  (May),  53  (July),  78 
(Aug.),  92  (Sept.),  61  (Dec.) 

MONTANA,  Committee  List,  88  (May) 

MONTANA  Medical  Association  Annual  Meeting  Program, 
8-9  (August) 

MONTANA,  Special  Issue  (May) 

My  Political  Creed,  17  (Oct.) 


NATIONAL  AFFAIRS,  73  (Feb.),  83  (Oct.) 

Neck,  Masses  of  the,  55  (Jan.)  (Farrior) 

Negro  Athlete,  Splenic  and  Pulmonary  Infarction  in  a,  49 
(Jan.)  (Nichols) 

Neoplastic  Obstructive  Uropathy,  74  (Sept.)  (Whang,  Wein- 
garten.  Hall,  Avasthi) 


Neurological  Diagnosis,  51  (May)  (Johnson) 

NEVADA,  61  (Mar.),  76-77  (Oct.) 

NEVADA  Annual  Session  Program,  76-77  (Oct.) 

NEVADA,  Committee  List,  78  (March) 

NEVADA,  Proceedings  of  the  House  of  Delegates,  61  (March) 
NEVADA,  Special  Issue  (March) 

Nevada  State  Medical  Association,  30  (Oct.)  (Editorial) 
Never  on  Sunday,  32  (May)  (Editorial) 

NEW  MEXICO,  65  (Apr.),  89  (Sept.) 

NEW  MEXICO,  Committee  List,  100  (Sept,) 

New  Mexico  Issues,  33  (Sept.)  (Editorial) 

NEW  MEXICO  Medical  Society  Annual  Session  Program,  62 
(April) 

NEW  MEXICO,  Proceedings  of  the  House  of  Delegates,  65 
(April),  89  (Sept.) 

NEW  MEXICO,  Special  Issue,  (Sept,) 

New  Mexico  Trained  Physicians,  32  (Sept,)  (Editorial) 

“New  Type”  Medical  Man,  The,  15  (Dec,)  (Editorial) 

New  Zealand  “Plunket  Society”  Program,  49  (Aug.)  (Begg) 
Nobody  Votes  in  my  Town,  29  (Oct.)  (Editorial) 

Non-Calculus  Cholecystitis,  49  (Nov.)  (Engel,  Bowerman) 
Non-Puerperal  Galactorrhea  Following  Hysterectomy,  57 
(Mar.)  (Sheld) 

Non-Surgical  Aid  for  the  Degenerated  Knee,  47  (Nov.)  (Magill) 

OBITUARIES,  88  (Jan.),  92  (Feb.),  72  (Mar.),  78  (Apr.),  70 
(June),  83  (Aug.),  99  (Sept.),  94  (Oct.),  58  (Nov.),  64  (Dec.) 

Oculo-Auriculo-Vertebral  Dysplasia,  44  (April)  (Dumars, 
Charles) 

OFFICERS  PAGE,  91  (Jan.),  95  (Feb.),  78  (Mar.),  89  (Apr.), 
88  (May),  61  (July),  87  (Aug.),  100  (Sept.),  100  (Oct.),  68  (Nov.), 
76  (Dec.) 

Oral  Therapy  in  Bacterial  Endocarditis,  33  (April)  (Lindsay, 
Truxal) 

“Our  Salute  to  Laramie,”  3 (July)  (Editorial) 

Ovary,  The  Enlarged,  69  (Jan.)  (Donovan) 

PAC  Movement — The,  16  (Oct.)  (Editorial) 

PAC  (Political  Action  Committee)  Movement — Its  History  in 
Montana,  The,  31  (Aug.)  (Editorial) 

“Package  Deals” — Their  Place  in  Delivery  of  Medical  Service, 
30  (Nov.)  (Editorial) 

Parathyroid  Cyst,  53  (Feb.)  (Latimer,  Richards,  Gillette) 

Pasteurella  Multocida  in  Animals’  Mouths,  45  (Nov.)  (Owen, 
Buker,  Bell,  Jellison) 

Pediatrics — Today  and  Tomorrow,  41  (Jan.)  (Hughes) 

Pelvic  Autonomic  Dysfunction,  Serotonin  in,  56  (Sept.) 
(Smith) 

Phlegmasia  Cerulea  Dolens,  31  (Mar.)  (McGarvey,  Ehrlich, 
Mason) 

Physicians  and  Clergymen,  Cooperation  of,  79  (Jan.)  (Larson) 
“Plunket  Society”  Program,  New  Zealand,  49  (Aug.)  (Begg) 
Polyposis  of  the  Colon,  Chromosome  Evaluation  in  Familial, 
51  (Sept.)  (McConnell,  Parsons) 

Potpourri,  84  (Sept.),  55  (Nov.)  (Babey) 

“Potshots  at  Medics” — A Stupid  National  Pastime,  23  (June) 
(Editorial) 

Preoccupation  with  Hospital  Records — A Part  of  the  Bu- 
reaucratization of  Medical  Care,  27  (Nov.)  (Editorial) 

Preoperative  Water  Deficits  at  4945  Feet  above  Sea  Level,  35 
(Sept.)  (Wang,  Whang,  Smith) 

Presidential  Address — Wyoming  State  Medical  Society,  33 
(Oct.)  (Greene) 

Preventive  Therapy  for  Tuberculosis,  61  (Jan.)  (Petty,  Tempel, 
Mitchell) 

Primary  Operable  Breast  Cancer,  39  (Dec.)  (Urban) 

Problems  of  Utilization  Review,  45  (June)  (McSteen) 
Pterygium,  47  (May)  (Rowen) 

Pulmonary  Resection  for  Metastatic  Lung  Cancer,  37  (May) 
(Johnson,  Heizer) 
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Radiation  Hazard  from  Chest  X-rays,  34  (Oct.)  (Kenney) 

Radiation  Palliation  of  the  Advanced  Cancer  Patient,  33 
(Aug.)  (Allen,  Kennedy) 

Renal  Failure  in  an  Adolescent,  Clinical  Pathological  Con- 
ference, 61  (Feb.)  (University  of  Utah  Medical  School) 

Reprints  of  Charles  Russell  Painting,  39  (Jan.)  (Editorial) 

Respiratory  Disease,  Humidity  and  Vasoconstriction  in,  57 
(April)  (Rusk) 

Review  of  the  lUD,  53  (April)  (Bolognese) 

Rheumatic  Fever,  51  (Jan.)  (Findlan) 

Rights  or  Privileges?,  30  (Aug.)  (Editorial) 

Rocky  Mountain  Cancer  Conference  Program,  68  (June) 

Rocky  Mountain  Cancer  Exposition,  Denver  Coliseum,  30 
(April)  (Editorial) 

Rocky  Mountain  Medical  Directory  Announcement,  3 (Nov.) 

Role  of  the  Physician  as  Sex  Educator  and  Advisor,  The,  39 
(Feb.)  (Branch) 

Rubin  Test:  Therapeutic  Aspects,  The,  65  (Aug.)  (Donovan, 
McGee) 

Sarcoidosis,  41  (Oct.)  (Muhs) 

School  Health  Education  and  the  Physician,  27  (Mar.)  (Edi- 
torial) 

Serotonin  in  Pelvic  Autonomic  Dysfunction,  56  (Sept.)  (Smith) 
Serum  Hepatitis  and  Illicit  Drug  Use,  43  (Feb.)  (Johnson) 

Sex  Educator  and  Advisor,  The  Role  of  the  Physician  as, 
39  (Feb.)  (Branch) 

Shadow  or  Substance,  15  (April)  86  (Sept.)  (Smith) 

Shigella,  Bactericidal  Action  of  urea  on,  69  (May)  (Nakamura) 
Sideroblastic  Anemia,  59  (May)  (Wilson,  Beutler) 

Single  Umbilical  Artery,  The  41  (May)  (Whitesitt) 

Ski  Injuries  and  Their  Prevention,  47  (Dec.)  (Magill) 

South  American  Adventure,  31  (Nov.) 

Splenic  and  Pulmonary  Infarction  in  a Negro  Athlete,  49 
(Jan.)  (Nichols) 

Statement  of  Ownership,  Management  and  Circulation,  72 
(Nov.) 

Streptococcal  Prevalence  in  Cadets,  36  (June)  (KUton,  Zim- 
merman) 

Supra-Pubic  Catheter,  Gynecologic  Use  of  the,  35  (July) 
(Crawford) 

Surgery  of  Aneurysms  of  the  Great  Vein  of  Galen,  41  (Mar.) 
(Morelli) 

Testicle  in  the  Newborn,  Torsion  of  the,  29  (July)  (Mahnke) 

Thoughts  Regarding  the  Role  of  a Clergyman,  73  (Jan.) 
(Plummer) 

Tonsillectomy,  39  (July)  (Smith) 

To  Practice  Solely  for  Ciue,  37  (Mar.)  (Mueller) 

Torsion  of  the  Testicle  in  the  Newborn,  29  (July)  (Mahnke) 
Treatment  of  Breast  Cancer,  37  (Nov.)  (Stein) 

Tribute  to  Mrs.  Oca  Cushman,  A,  39  (Jan.)  (Editorial) 
Tuberculin  Skin  Testing,  66  (Sept.)  (Goldberg) 

Tuberculosis,  Preventive  Therapy  for,  61  (Jan.)  (Petty,  Tem- 
pel,  Mitchell) 

Umbilical  Artery,  The  Single,  41  (May)  (Whitesitt) 

Uncommon  Metastases  from  Cancer  of  the  Endolarynx,  60 
(Oct.)  (Garciga,  Bischoff) 

Ureteral  Obstruction  with  Hydronephrosis,  29  (Mar.)  (Miles, 
Tappan) 

Urinary  Infections  and  Internal  Urethrostomy,  71  (Sept.) 
(FViedman) 

Uropathy,  Neoplastic  Obstructive,  74  (Sept.)  (Whang,  Wein- 
garten.  Hall,  Avasthi) 

UTAH,  83  (Jan.),  69  (Feb.),  64  (March),  70  (April),  73  (May), 
57  (June),  53  (July),  93  (Sept.),  74  (Oct.) 

UTAH,  Committee  List,  95  (Feb.) 

UTAH,  Proceedings  of  the  House  of  Delegates,  57  (June),  54 
(Dec.) 

UTAH,  Si>ecial  Issue  (Feb.) 

UTAH  State  Medical  Association  Annual  Session  Program, 
10-11  (August) 

Utilization  Review,  Problems  of,  45  (June)  (McSteen) 


Visible  Failings  of  Cancer  Research,  63  (Aug.)  (Hadley) 

WASHINGTON  SCEINE,  84  (Jan.),  5 (Feb.),  4 (Mar.),  80  (Apr.), 
10  (May),  92  (Oct.),  67  (Nov.),  63  (Dec.) 

WHAT’S  THE  RHYTHM?,  14  (April),  57  (July),  71  (Oct.), 
(Lindsay) 

WYOMING,  6-7  (Aug.) 

WYOMING,  Coiiunittee  List,  61  (July) 

WYOMING,  Special  Issue  (July) 

WYOMING  State  Medical  Society  Annual  Meeting  Program, 
6-7  (August) 

Wyoming  State  Medical  Society,  Presidential  Address — 33 
(Oct.)  (Greene) 

Yes,  It  Can  Happen — An  American  Point  of  View,  29  (April) 
(Editorial) 

BOOK  REVIEWS,  VOLUME  LXV 

Allergic  Asthmatic,  The,  Irvin  Caplin,  MD,  58  (July) 

Clinical  Hematology,  6th  Edition:  Maxwell  M.  Wintrobe,  91 
(Feb.) 

Computer  and  Medical  Care,  The,  Donald  A.  B.  Lindberg, 
MD,  66  (Nov.) 

Definite  Help  for  Sex  Criminals:  News  Item  from  Munich 
South  German  Zeitung,  86  (Jan.) 

Practical  Ocular  Motility,  Hazel  M.  Dendy  and  Elizabeth  T. 
Shaterian,  94  (Sept.) 

Surgical  Management  of  Rheumatoid  Arthritis,  The,  Robert 
Preston,  MD,  66  (Nov.) 

Surgical  Relief  of  Pain  in  Arthritic  Disease;  The  Hip  and 
Knee  Joint:  Robert  A.  Herfort,  86  (Jan.) 

Translation  by  Dr.  Karl  Neuberger  from  K.  Kolle,  Psychiatry; 
87  (Jan.) 

Vascular  Diseases  of  the  Lung,  Harold  A.  Lyon,  58  (July) 

OBITUARIES,  VOLUME  LXV 

Albers,  A.  Lee  (Colorado)  78  (April) 

Bartholomew,  Jack  D.  (Colorado)  72  (March) 

Baukol,  John  Louis  (Utah)  93  (Feb.) 

Burnham,  Preston  James  (Utah)  79  (April) 

Canty,  Chai'les  Raymond  (Montana)  64  (Dec.) 

Cook,  Robert  C.  (Colorado)  71  (June) 

Cushman,  Mrs.  Oca  (Colorado)  88  (Jan.) 

Darden,  John  Speight  (Montana)  89  (Jan.) 

Denney,  R.  H.  (Colorado)  58  (Nov.) 

Dletmeier,  Homer  (Colorado)  92  (Feb.) 

Dressier,  Sidney  H.  (Colorado)  88  (Jan.) 

Dyde,  Charles  B.  (Colorado)  70  (June) 

Frazier,  Russell  G.  (Utah)  73  (March) 

Hodges,  Dean  W.  (Colorado)  72  (March) 

Irwin,  James  Harris  (Montana)  92  (Feb.) 

Kearns,  Edmund  Joseph  (Montana)  58  (Nov.) 

Kemper,  Constantine  F.  (Colorado)  92  (Feb.) 

Kent,  George  B.  (Colorado)  78  (April) 

Larson,  R.  Vernon  (Utah)  92  (Feb.) 

McCormick,  William  Holt  (Colorado)  78  (April) 

McGregor,  Harry  Joseph  (Montana)  83  (August) 

Meis,  Armon  M.  (Montana)  83  (August) 

Merrill,  Don  Clayton  (Utah)  79  (April) 

Nordlund,  J.  Peter  (Colorado)  94  (Oct.) 

O’Neill,  Robert  Thomas  (Montana)  64  (Dec.) 

Rechnitz,  Fred  Alfred  (Colorado)  64  (Dec.) 

Rigby,  Dean  C.  (Utah)  94  (Oct.) 

Rogers,  Thurman  (Colorado)  72  (March) 

Smith,  David  E.,  Sr.  (Utah)  93  (Feb.) 

Stranquist,  Henry  Carlos  (Utah)  71  (June) 

Tepley,  Leo  V.  (Colorado)  99  (September) 

Truscott,  Robert  W.  (Colorado)  83  (August) 

Viko,  Louis  E.  (Utah)  72  (March) 

Wasson,  W.  Walter  (Colorado)  70  (June) 

Willis,  Park  Weed  (Montana)  88  (Jan.) 
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TUESDAY 


MONDAY 


SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


MGB-GT 


It’s  fashioned  with  finesse 
. . . finished  with  care.  You’ll 
see  true  elegance  . . . plus 
classic  MGB  performance. 
Features  you’ll  enjoy  are 
large  electric  tachometer  and 
full  sports-car  instrumenta- 
tion. 60  spoke  wire  wheels, 
twin  S.U.  carburetor  for  quick 
acceleration  plus  many  other 
outstanding  features.  See  it 
. . . drive  it . . . you’ll  love  it! 


1 

i 

i 


i 


We  also  sell  Morris  Minor,  MC  Midget,  Jaguai^,  Austin  Healey  3000,  MC-1100, 
Austin  Healey  Sprite,  MCB  and  Austin-Gooper  S.  Authorixed  Factory  Service 


'e€Wer" 


IMPORT 

CENTER 


Lsirgest  Import  Auto  Center  in  the  West 


10123  WEST  COLFAX  ■ OPEN 'TIL  9PM  ■ PHONE  233-4677 


X 


Tablets 

Liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• Lowers  Motility • Allays  Diarrhea  • Limits  Disability 


No  matter  how  quickly  diarrhea 
may  subside,  it  seldom  subsides 
quickly  enough  for  the  patient. 

The  lack  of  laboratory  methods  for 
promptly  identifying  the  causative 
organism  increases  the  importance  of 
symptomatic  and  supportive  therapy. 

Lomotil  is  a simple,  highly 
acceptable  agent,  free  of  the  major 
disadvantages  of  the  opiates,  for 
prolonging  intestinal  transit  time  and 
limiting  the  duration  of  diarrhea. 
With  Lomotil  to  control  intestinal 
hypermotility  and  diarrhea,  patients 
are  more  comfortable  and  frequently 
are  able  to  resume  normal 
activities  sooner. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not  be 
exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils  and  tachycardia;  continuous 
observation  is  recommended.  Lomotil  should 


be  used  with  caution  in  patients  with 
impaired  liver  function  or  those  taking 
addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation, 
dizziness,  cutaneous  manifestations, 
restlessness,  insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria, 
depression  and  general  malaise. 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are; 


Children: 


3-6  mo.  . .1/2  tsp*.  t.i.d.  (3  mg.)  ill 
6-12  mo.  . 1/2  tsp.  q.i.d.  (4  mg.)  till 


1-2  yr.  . . .1/2  tsp.  5 times  daily  (5  mg.) 


2-5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr.  ...  1 tsp.  q.i.d.  (8  mg.)  Ill 

8-12yr.  . . 1 tsp.  5 times  daily  (10  mg.) 

Adults:  . .2  tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  || 
(or  2 tablets  q.i.d.)  as 


1 

nui 


*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  \vay  a 
woman  thinks 


by  weekdays...not  "cycle  days” 


Whether  it  be  "shopping  day,”  “bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

Jhe  same  Ovuten  in  the  same  low  dosage.. . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  OvuIen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jbree  'Weeks  On — One  Ifeefe  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — - Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis) ; if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  1%8C2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  “idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below; 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 

Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  Increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vagina!  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  - — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions : thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  seriojHS 
adverse  reactions : cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives : nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
hepatic  function:  increased  sulfobromophthalein  and  other  tests;  coagula- 
tion tests;  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function : increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T^  uptake  values;  metyrapone  test;  pregnanediol  determination. 


No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R. : Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 


SEARLE  G.D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


Ovuien-21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on** ♦one  week  off 


...because  psychic  tension 
may  not  stop  at  niyht 

I'lic  calnunfj  action  of  Valium  ( diaz- 
epam ) helps  countf'i  act  ps\  cliic  ten- 
sion an  d reduce  o%  er  react  ion  to 
stresses  during  the  day.  Often  the  l.i.d, 
^ dosagt*  selu'dule  is  enough  to  |)rev<'nt 
huild-up  of  tenseness  tliat  may  inler- 
fer(‘  with  sleep  at  night, 

I 

llow<'ver,  wlien  psychic  tension  does 
eontrihute  to  slee]>lessness.  Valium 
can  he  especially  usc'ful.  /V.  tablet  at 
hedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  he 
~ rt'ady  for  hed  (nid  for  shu'p. 


\ 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints,  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension,;, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
haltucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathotogy,  spasticity 
caused  toy  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  ot  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness:.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  andyor 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence,  in  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard, 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvutsants,  consider  carefulty 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontiinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug,  isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
theirapy. 
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